MALARIA
1. Identification: 
· A Parasitic disease; infections with the four human malarias can present similar symptoms. The classical malaria attack lasts 6-10 hours. It consists of:
· a cold stage (sensation of cold, shivering) 
· a hot stage (fever, headaches, vomiting; seizures in young children) 
· a sweating stage (sweats, return to normal temperature, tiredness) 
· More commonly, the patient presents with a combination of the  following symptoms: fever, chills, sweats , headaches, nausea and vomiting,  body aches general malaise. 
2. Occurrence: 
· The highest transmission is found in Africa South of the Sahara.   
· In many temperate areas, such as western Europe and the United States, economic development and public health measures have succeeded in eliminating malaria. 
· However, most of these areas have Anopheles mosquitoes that can transmit malaria, and reintroduction of the disease is a constant risk
· [bookmark: statistics]Malaria is one of the most severe public health problems worldwide. 
· It is a leading cause of death and disease in many developing countries, where young children and pregnant women are the groups most affected.


	

Leading Causes of Death in Children in Developing Countries, 2002 

	Rank
	Cause
	Numbers (000)
	% of all deaths

	1
	Perinatal conditions
	2,375
	23.1

	2
	Lower respiratory infections
	1,856
	18.1

	3
	Diarrheal diseases
	1,566
	15.2

	4
	Malaria
	1,098
	10.7

	5
	Measles
	551
	5.4

	6
	Congenital anomalies
	386
	3.8

	7
	HIV/AIDS
	370
	3.6

	8
	Pertussis (whooping cough)
	301
	2.9

	9
	Tetanus
	185
	1.8

	10
	Protein-energy malnutrition
	138
	1.3


(source: World Health Organization. The World Health Report 2003)
The World Health Organization estimates that:
· 41% of the world's population is exposed to malaria. 
· Malaria causes more than 300 million episodes of acute illness every year. 
· At least one million deaths occur every year due to malaria. 
3. Agent: 
· Plasmodium vivax, P malaria, P falciparum, and P ovale; sporozoon parasites. Mixed infections are not infrequent in endemic areas.
4. Reservoir: 
· Human are the only important reservoir of human malaria. 
· Some species of monkeys and apes can be experimentally infected with some of the four "human" malaria parasite species, and in nature some apes are infected with parasites similar to those infecting humans. 
· But for all practical purposes the role of an animal reservoir is negligible.   
[bookmark: factorsdetermine]5. Mode of Transmission: 
· To transmit malaria successfully, female Anopheles must survive long enough after they have become infected (through a blood meal on an infected human) to allow the parasites they now harbor to complete their growth cycle ("extrinsic" cycle). 
· That cycle takes 9-21 days at 25°C.
· In rare cases malaria parasites can be transmitted from one person to another without requiring passage through a mosquito (from mother to child in "congenital malaria", or through transfusion, organ transplantation or shared needles)
Factors affecting transmission:
1- Climates: 
· Warmer ambient temperatures shorten the duration of the extrinsic cycle, thus increasing the chances of transmission. 
· Conversely, below a minimum ambient temperature (15°C for Plasmodium vivax, 20°C for P. falciparum), the extrinsic cycle cannot be completed and malaria cannot be transmitted. 
· This explains in part why malaria transmission is greater in warmer areas of the globe (tropical and semitropical areas and lower altitudes), particularly for P. falciparum. 
· Climate also determines human behaviors that may increase contact with Anopheles mosquitoes between dawn and dusk, when the Anopheles are most active. 
· Hot weather may encourage people to sleep outdoors or discourage them from using bed nets. 
· During harvest seasons, agricultural workers might sleep in the fields or nearby locales, without protection against mosquito bites.
2- [bookmark: climate][bookmark: anopheles]Anopheles Mosquitoes: 
· What types (species) of Anopheles are present in an area at a given time will influence the intensity of malaria transmission. 
· Not all Anopheles are equally good "vectors" for transmitting malaria from one person to another. 
· Some species are biologically unable to carry human malaria parasites, while others are readily infected and produce large numbers of sporozoites (the parasite stage that is infective to humans).
· Different Anopheles species may differ in selected behavior traits, with important consequences on their abilities as malaria vectors. 
· In some species the females prefer to get their blood meals from humans ("anthropophilic") while in others they prefer animals ("zoophilic"). Some species prefer to bite indoors ("endophagic"), and others prefer outdoor biting ("exophagic"). 
· All other factors being equal, the anthropophilic, endophagic species will have more frequent contacts with humans and thus will be more effective malaria vectors.
· Some species prefer to rest inside the dwellings where they have just obtained their blood meals ("endophilic") while others prefer to rest outdoors ("exophilic"). 
· The endophilic species will be more likely to acquire lethal doses of insecticides sprayed on the walls of the dwellings (a malaria control measure called "indoor residual spraying") while this will not be the case for the exophilic species. 
· An important biologic factor is insecticide resistance. 
· If the mosquitoes are resistant to the insecticide(s) used locally for spraying or for treating bed nets, these measures will be ineffective in decreasing transmission.
3- [bookmark: humans]Humans: 
· Biologic characteristics (inborn and acquired) and behavioral traits can influence an individual's malaria risk and, on a larger scale, the intensity of transmission in a population. 
4- [bookmark: parasites]Parasites: 
Characteristics of the malaria parasite can influence the occurrence of malaria and its impact on human populations:
1. Areas where P. falciparum predominates (such as Africa south of the Sahara) will suffer more disease and death than areas where other species predominate 
1. P. vivax and P. ovale have stages ("hypnozoites") that can remain dormant in the liver cells for extended periods of time (months to years) before reactivating and invading the blood. 
1. Such relapses can result in resumption of transmission after apparently successful control efforts, or can introduce malaria in an area that was malaria-free 
1. Various strains of parasites can occur within the same species. Variant strains of P. falciparum are considered one cause for repeated episodes of malaria because immunity built against one strain is not necessarily protective against another 
1. P. falciparum (and to a lesser extent P. vivax) have developed strains that are resistant to antimalarial drugs. Such strains are not uniformly distributed. 
1. Constant monitoring of the susceptibility of these two parasite species to drugs used locally is critical to ensure effective treatment and successful control efforts. 
1. Travelers to malaria-risk areas should use for prevention only those drugs that will be protective in the areas to be visited. 
5- [bookmark: areastransmissioneliminated][bookmark: geography]Geography: 
Malaria occurs mostly in poor, tropical and subtropical areas of the world The area most affected is Africa south of the Sahara, where an estimated 90% of the deaths due to malaria occur. This is due to a combination of factors:
· A very efficient mosquito vector (Anopheles gambiae) assures high transmission 
· The predominant parasite species is Plasmodium falciparum, which causes the most severe form of malaria 
· Local weather conditions often allow transmission to occur year round 
· Scarce resources and socio-economic instability hinder efficient malaria control activities. 
[bookmark: persons][bookmark: health][bookmark: incubation]6. Incubation Period: 
· Following the infective bite by the Anopheles mosquito, a period of time (the "incubation period") goes by before the first symptoms appear. 
· The incubation period in most cases varies from   7 to 30 days. 
· The shorter periods are observed most frequently with P. falciparum and the longer ones with P. malariae.
[bookmark: uncomplicated]7. Clinical Picture: 
a- Uncomplicated Malaria: 
The classical (but rarely observed) malaria attack lasts 6-10 hours. It consists of:
· a cold stage (sensation of cold, shivering). 
· a hot stage (fever, headaches, vomiting; seizures in young children). 
· a sweating stage (sweats, return to normal temperature, tiredness). 
Classically (but infrequently observed) the attacks occur every second day with the "tertian" parasites (P. falciparum, P. vivax, and P. ovale) and every third day with the "quartan" parasite (P. malariae).
More commonly, the patient presents with a combination of the following symptoms: fever, chills, sweats , headaches, nausea and vomiting,  body aches general malaise. 
Physical findings may include:
· Elevated temperature, Perspiration,  Weakness, Enlarged spleen. 
· In P. falciparum malaria, additional findings may include:
Mild jaundice , Enlargement of the liver, Increased respiratory rate. 
· Diagnosis of malaria depends on the demonstration of parasites on a blood smear examined under a microscope.
[bookmark: severe]b- Severe Malaria: 
· Cerebral malaria, with abnormal behavior, impairment of consciousness, seizures, coma, or other neurological abnormalities. 
· Severe anemia due to hemolysis (destruction of the red blood cells) , Hemoglobinuria (hemoglobin in the urine) due to hemolysis . 
· Pulmonary edema (fluid buildup in the lungs) or acute respiratory distress syndrome (ARDS), which may occur even after the parasite counts have decreased in response to treatment 
· Abnormalities in blood coagulation and thrombocytopenia (decrease in blood platelets) , Cardiovascular collapse and shock.
[bookmark: relapses]Malaria Relapses:
· In P. vivax and P. ovale infections, patients having recovered from the first episode of illness may suffer several additional attacks ("relapses") after months or even years without symptoms. 
· Relapses occur because P. vivax and have dormant liver stage parasites ("hypnozoites") that may reactivate. 
8. Period of communicability: 
· For infectivity of mosquitoes, as long as infective gametocytes are present in blood of patient. 
· The mosquito remain infective for life.
9. Susceptibility: 
· Is universal.
· Persons most vulnerable are those with no or little protective immunity against the disease. 
· In areas with high transmission (such as Africa south of the Sahara), the most vulnerable groups are:
1. Young children, who have not yet developed immunity to malaria 
2. Pregnant women, whose immunity is decreased by pregnancy, especially during the first and second pregnancies 
3. Travelers or migrants coming from areas with little or no malaria transmission, who lack immunity. 
10. Methods of control: 
A. Primary prevention:
I. Community based measures
· Encourage source reduction and control of larval stages by sanitary improvements that will result in permanent elimination or reduction of anopheline mosquito breeding habitats close to human population settlements by filling in, draining and use of chemical and biological control methods. 
· Any large scale use of residual insecticides against adult anopheline vectors should be preceded by a careful appraisal of the transmission characteristics in the problem area. 
· Other important considerations of an integrated control plan should include:
1. Access to health care services for early diagnosis and prompt treatment.
2. Intersectoral epidemiologic monitoring of human population movement patterns (migration and circulation): these are the source of introduction and spread of Plasmodium species into areas ecologically prone to transmission.
3. Massive public information measures directed to those exposed to risk on how best to protect themselves, their families and their community.
4. Prompt and effective treatment of acute and chronic cases is an important measure of malaria control. 
II. Personal protective measures:
· Because of the resurgence of malaria during the past decade, the following guidelines on prevention, especially prophylaxis and treatment are presented in detail. 
· Travelers to malarious areas need to realize that: 
1. protection from biting mosquitoes continues to be of paramount importance.
2. no antimalarial prophylactic regimen gives complete protection; prophylaxis with antimalarial drugs should not automatically be prescribed for all travelers to malarious areas. 
3. "standby" or emergency self-treatment is recommended when a febrile illness occurs in a falciparum malaria area where professional medical care is not readily available.
1) Measures to reduce the risk of mosquito bites include:
1. Avoid going out between dusk and dawn when anopheline mosquitoes commonly bite. Wear long sleeved clothing and long trousers when going out at night, and avoid dark colors which attract mosquitoes.
2. Apply insect repellent to exposed skin; choose one containing either N, N-diethyl-m-toluamide or dimethyl phthalate. 
3. Stay in a well-constructed and well-maintained building in the most developed part of town.
4. Use screens over doors and windows; if no screens are available, close windows and doors at night.
5. If accommodation allows entry of mosquitoes, use a mosquito net over the bed, with edges tucked in under the mattress, and ensures that the net is not torn and that there are no mosquitoes inside it.
6. Use anti-mosquito sprays or insecticide dispensers (mains or battery operated) that contain tablets impregnated with pyrethroids, or burn pyrethroids, or pyrethroid mosquito coils in bedrooms at night.
2) People who are or will be exposed to mosquitoes in malarious areas should be given the following information:
1. The risk of malaria infection varies among countries and within different areas of each country.  
2. Pregnant women and young children when exposed and infected are highly susceptible to development of severe and complicated malaria.  
3. Malaria can kill if treatment is delayed. Medical help must be sought promptly if malaria is suspected
4. Symptoms of malaria may be mild; malaria should be suspected if, one week after entry into a transmission  area, an individual suffers any fever.
3) Pregnant women and parents of young children should be advised of the following:
1. Malaria in a pregnant woman increases the risk of maternal death, miscarriage, stillbirth and neonatal death.
2. A malarious area should not be visited unless absolutely necessary.
3. Extra diligence is needed in using measures to protect against mosquito bites.
4. Chloroquine (5.0 mg/kg/week) and proguanil (3.0 mg/kg/day) should be taken for prophylaxis. 
5. Doxycycline prophylaxis should not be taken.
6. Medical help should be sought immediately if malaria is suspected; emergency "standby" treatment should be taken only if no medical help is immediately available. Medical help must still be sought as soon as possible after standby treatment. 
7. Malaria prophylaxis is important for the protection of young children. Chloroquine (5 mg/kg/week) plus proguanil (3 mg/kg/day) may be given safely to infants.
8. Mefloquine prophylaxis (5 mg/kg/week) may be taken by women of childbearing age, but pregnancy should be avoided for 3 months after stopping the drug. 
4) Standby treatment: 
· WHO recommends that prescribes issue antimalarial drugs to be carried by the persons who may be in exposed situations (exposed to a high risk of infection, and will be at least 12-24 hours away from competent medical attention.) for standby treatment. 
· Persons prescribed such standby treatment should be given precise instructions on the recognition of symptoms, the complete treatment regimen to be taken, possible side effects and the action to be taken in the event of drug failure. 
· Moreover, they should be made aware that self-treatment is a temporary measure and medical advice is still to be sought as soon as possible.
5) Prophylaxis: 
· Non-immune individuals who will be exposed to mosquitoes in malarious areas must make use of the protective measures against mosquito bites and could also benefit from the use of suppressive drugs for chemo-prophylaxis. 
· For suppression of malaria in non-immune individuals temporarily residing in or traveling through endemic areas. chloroquine (5 mg base/kg body weigh) once weekly, or hydroxychlproquine (5 mg base/kg body weight) is recommended. Pregnancy is not a contraindication. 
· For suppressive malaria drug therapy for travelers who will be exposed to chloroquine resistant P. falciparum infection, mefloquine alone (5 mg/kg/week) is recommended. In areas of chloroquine resistance to both P. vivax and P. falciparum, an alternative prophylactic regimen consists of primaquine only at 0.5 mg base/kg/day, beginning on the first day of exposure and continued for 1 week after leaving the risk area.  
· These chemo-suppressive drugs do not eliminate intra-hepatic parasites, so that clinical relapses of vivax or ovale malaria may occur after the drug is discontinued. Primaquine, 0.3 mg base/kg/day for 14 days is often effective and may be given after leaving endemic areas, concurrently with or following the suppressive drug. Alternatively, primaquine, 0.75 mg base/kg, may be given once weekly for 8 doses after leaving endemic areas.
B. Secondary prevention (Control of patients, contacts and the immediate environment):
1) Report to local health authority: Obligatory case report as a Disease under Surveillance by WHO. 
2) Isolation: For hospitalized patients, blood precautions. Patients should be in mosquito proof areas from dusk to dawn.
3) Investigation of contacts and source of infection: 
· Determine history of previous infection or of possible exposure. 
· If a history of needle sharing is obtained from the patient, investigate and treat all persons who shared the equipment. 
· In transfusion induced malaria, all donors must be located and their blood examined for malaria parasites and for antimalarial antibodies; parasite positive donors should receive treatment.
4) Specific treatment for all forms of malaria:
· The treatment of malaria due to infection with chloroqnine sensitive P. falciparum, P. vivax, P. malariae and P. oval is the oral administration of a total of 25 mg of chloroquine base/kg administered over a 3 day period: 15 mg/kg the first day, 5 mg/kg the second day; and 5 mg/kg the third day.
· For emergency treatment of adults with severe or complicated infections or for people unable to retain orally administered medication, quinine dihydrochloride, 20 mg base/kg, diluted in 500 ml of normal saline, glucose or plasma, may be administered by slow IV (over 2-4 hours); repeated in 8 hours at a lower dose (10 mg/kg) if needed, and then the lower dose is given every 8 hours until it can be supplanted by oral quinine. 
· The pediatric dosage is the same. If there is improvement within 48 hours and drug levels cannot be monitored, each dose should be reduced by 30%. Hypoglycemia is a common side effect.
· For P. falciparum infections acquired in areas where chloroquine resistant strains are present, administer quinine, 30 mg/kg/day divided into 3 doses, for 3-7 days. 
C. Epidemic measures: 
· Determine the nature and extent of the epidemic situation. 
· Intensify case detection as well as control measures directed against adult and larval stages of the important vectors: eliminate breeding places; treat acute cases; use personal protection and suppressive drugs. Mass treatment may be considered.
D. Disaster implications: 
· Throughout history the malarias have been a concomitant or the result of wars and social upheavals. 
· Any abnormal climatic change that increases the availability of mosquito breeding sites in endemic areas can lead to an increase in malaria.

E. International measures:
· Disinfections of aircraft, ships and other vehicles on arrival.
· Enforcing and maintaining rigid anti-mosquito sanitation within the mosquito flight range of all ports and airports.
· In special circumstances, administer antimalarial drugs to potentially infected migrants, refugees, and seasonal workers and into an area or country where malaria has been eliminated.
· Malaria is a Disease under Surveillance by WHO, as its control is considered an essential element of the world strategy for primary health care. 

· 
FILARIASIS
 1-Identification: 
· Filariasis is a parasitic disease of lymphatics and lymph nodes. 
· It denotes infection with any of several nematodes belonging to the family Filarioidea.
2- Occurrence: 
· W. bancrofti is endemic in most of the warm, humid regions of the world, including Latin America, Asia and the Pacific islands. 
· B. malayi is endemic in rural southwest India, southeast Asia, central and northern coastal areas of China and South Korea. B. timori occurs on the rural islands of southeast Indonesia. 
· In Egypt: bancroftian filariasis increased in Nile delta between 1985-1993. The resurgence is believed to be associated with an increasing accumulation of surface and subsurface water that serve as breeding places for culex pipiens. 
· This increasing water could be due to growing number of irrigation channels and more available water supply and distribution since Aswan High Dam was completed in 1971. 
· Endemic foci are found in Lower Egypt especially in Rasheed and Sharkia Also, in Upper Egypt as in Giza and Assuit (in El-Nekala village).
3- Agent: 
· Different species of filarial worms that inhabitant lymph vessels and lymph nodes. 
· Washereria bancrofti is the most important in Egypt.
4- Reservoir of infection: 
· Man, with microfilariae in the blood for W. bancrofti, periodic B. malayi and B. timori.
5-Mode of transmission: 
· By bite of a mosquito harboring infective larvae. 
· W. bancrofti is transmitted by many species, the most important being Culex quinque fasciatus, Anopheles gambiae, An. funestus, Aedes polynesiensis, Ae. scapularis and Ae. pseudoscutellaris. 
· In Egypt the vector is female Culex pipiens . 
· The  Infective stage is the Filariform larvae .
6-Incubation period:  
· While allergic inflammatory manifestations may appear as early as a month after infection, microfilariae may not appear in the blood until 3-6 months in B. malayi or 6-12 months in W. bancrofti infections.
 7- Clinical picture: 
· The clinical manifestations in regions of endemic filariasis include people who are exposed but remain asymptomatic and parasitologically negative. 
1. Those who are asymptomatic with microfilaremia. 
2. Those with acute recurrent filarial fever, lymphadenitis and retrograde lymphangitis who may or may not have microfilaremia.
3. Those with chronic signs, including hydrocele, chyluria and elephantiasis of limbs, breasts and genitalia.
· Diagnosis: blood film thin and thick (periodicity should be taken in consideration). 
8-Period of communicability: 
· Not directly transmitted from person to person. 
· Humans may infect mosqutoes when microfilariae are present in the peripheral blood. 
· Microfilaremia may persist for 5-10 years or longer after initial infection. The mosquito becomes infective about 12-14 days after an infective blood meal.
9-Susceptibility and resistance: 
· Universal susceptibility to infection is probable; there is considerable geographic difference in the type and severity of disease. 
· Repeated infections occur in endemic regions and lead to the severe manifestations such as elephantiasis.
10- Methods of control:
A. Primary prevention:
I) Educate the inhabitants of endemic areas on the mode of transmission and methods of mosquito control.
2) Identify the vectors by detecting infective larvae in mosquitoes caught on human bait; identify times and places of mosquito biting and locate breeding places. If indoor night biters are responsible, spray inside walls with a residual insecticide, screen houses, or use bed nets (preferably synthetic pyrthroid impregnated) and insect repellents. Eliminate breeding places (e.g., open latrines, old tires, coconut husks) and treat with larvicides. 
3) Long term control may involve changes in housing construction to include screening, and environmental control to eliminate mosquito breeding sites.
4) Mass treatment with dietliylcarbamazine (DEC, Banocide®, Hetrazan®, Notezine®), especially when followed by monthly treatment with a low dose (25-50 mg/kg body weight) of DEC for 1-2 years or the use of DEC-medicated cooking salt (0.2-0.4 mg/g of salt) for 6 months to 2 years, has proven efficacious. Ivermectin and albendazole have also been used; currently, annual single dose treatment with combinations of these drugs is showing promise for 4 years. 
B. Secondary prevention (Control of patients, contacts and the immediate environment):
1) Report to local health authority: In selected endemic regions; in most countries, not a reportable disease.
 2) Isolation: Not practicable. A.S to as possible, patients with microfilaremia should be protected from mosquitoes to reduce transmission.
3) Concurrent disinfections: None.
4) Quarantine: None.
5) Immunization of contacts: None.
6) Investigation of contacts and source of infection: Only as part of a general community effort.
7) Specific treatment: 
· Diethylcarbamazine (DEC, Banocide®, Hetrazan®, Notezine®) and ivermectin result in rapid disappearance of most or all microfilariae from the blood, but may not destroy all the adult worms. 
· Low level microfilaremia may reappear after treatment. Therefore, treatment; must usually be repeated at yearly intervals. 
· Low level microfilaremia can be detected only by concentration techniques. 
· DEC may cruise acute generalized reactions during the first 24 hours of treatment because of death and degeneration of microfilariae; these reactions are often controlled by aspirin, antihistamincs or corticosteroids. Localized lymphadenitis and lymphangitis may follow the death of the adult worms. 
· Antibiotics in the early stages of infection may prevent some of the lymphatic sequelae caused by associated bacterial infection.
C. Epidemic measures: 
· Vector control is the fundamental measure. 
· In highly endemic areas, it is important to correctly appraise the bionomics of mosquito vectors, prevalence and incidence of disease, and environmental factors responsible for transmission in each locale. 
· Even partial control by antimosquito measures may reduce incidence and restrict the focus. Measurable results are slow because of the long incubation period.

YELLOW FEVER
1-Identification: 
· Yellow fever is a mosquito-borne viral disease. 
· Illness ranges in severity from an influenza-like syndrome to severe hepatitis and hemorrhagic fever. 
· Yellow fever is caused by a  zoonotic virus that is maintained in nature by transmission between nonhuman primates and mosquito vectors. 
· In some situations, humans may serve as the primary host in the transmission cycle (“urban yellow fever”).
2-Occurrence: 
· Yellow fever exists in nature in two transmission cycles, a sylvatic or jungle cycle that involves mosquitoes and non-human primates, and an urban cycle involving Aedes aegypti mosquitoes and humans. Sylvatic transmission is restricted to tropical regions of Africa and Latin America, where a few hundred cases occur annually, most frequently among young adult males who are occupationally exposed in forested or transitional areas of Bolivia, Brazil, Colombia, Ecuador and Peru (with 70%-90% of cases reported from Bolivia and Peru). 
· In Africa, the endemic zone includes the area between 15°N and 10°S latitude, extending from the Sahara desert south through northern Angola, Zaire and Tanzania. 
· For the past several decades yellow fever due to Aedes aegypti mosquitoes was reported only from Nigeria with nearly 20,000 cases and more than 4,000 deaths between 1986 and 1991. 
· There is no evidence that yellow fever has ever been present in Asia or on the eastern most coast of Africa, although sylvatic yellow fever was reported in 1992-1993 in western Kenya.
3-Agent: 
· The virus of yellow fever, of the genus flavi virus and family Flaviviridae.
4-Reservoir: 
· In urban areas, humans and Aedes aegypti mosquitoes; in forest areas, vertebrates other than humans, mainly monkeys and possibly marsupials, and forest mosquitoes. 
· Transovarian transmission in mosquitoes may contribute to maintenance of infection. 
· Humans have no essential role in transmission of jungle yellow fever or in maintaining the virus, but are the primary amplifying host in the urban cycle.
5-Mode of transmission: 
· In urban and certain rural areas, by the bite of infective Aedes. aegypti mosquitoes. 
· In forests of South America, by the bite of several species of forest mosquitoes of the genus Haemagogus in east Africa, Aedes. africanus is the vector in the monkey population. 
· Other Aedes species may transmit the virus from monkeys to humans. 
6-Incubation period: 
Three to six days
7-Clinical picture: 
· Typical attacks are characterized by sudden onset, fever, chills, headache, backache, generalized muscle pain, prostration, nausea and vomiting. 
· The pulse may be slow and weak out of proportion to the elevated temperature (the Fagot sign). 
· Jaundice is moderate early in the disease and is intensified later. Albuminuria, sometimes pronounced, and anuria may occur. 
· Leukopenia appears early and is most pronounced about the fifth day. Most infections resolve at this stage. 
· After a brief remission of hours to a day, some cases progress into the ominous stage of intoxication manifested by hemorrhagic symptoms including epistaxis, gingival bleeding, hematemesis, melena, and liver and renal failure; 20%-50% of jaundiced cases are fatal. 
· The overall case-fatality rate among indigenous populations in endemic regions is 5% but may reach 10%-20% in individual outbreaks.
Laboratory diagnosis: is made by:
1. Isolation of virus from blood by inoculation of suckling mice, mosquitoes or cell cultures.
2. By demonstration of viral antigen in the blood by ELISA or liver tissue by use of labeled specific antibodies.
3. By demonstration of viral genome in blood and liver tissue by PCR or hybridization probes.
4. Serologic diagnosis is made by demonstrating specific IgM in early sera or by rise in titer of specific antibodies in paired acute and convalescent sera.  
8-Period of communicability: 
· Blood of patients is infective for mosquitoes shortly before onset of fever and for the first 3-5 days of illness. 
· The disease is highly communicable where many susceptible people and abundant vector mosquitoes coexist; not communicable by contact or common vehicles. 
· The extrinsic incubation period in Aedes aegypti is commonly 9-12 days at the usual tropical temperatures. Once infected, mosquitoes remain so for life.
9-Susceptibility and resistance: 
· Recovery from yellow fever is followed by lasting immunity; second attacks are unknown. 
· Transient passive immunity in infants born to immune mothers may persist for up to 6 months.  
· In natural infections, antibodies appear in the blood within the first week.
10-Methods of control: 
A. Primary prevention:

a) Institute a program for active immunization of all people 9 months of age or older necessarily exposed to infection because of residence, occupation or travel. 
b) A single subcutaneous injection of a vaccine containing viable attenuated yellow fever 17D strain virus, cultivated in chick embryo, is effective in almost 99% of recipients. 
c) Antibodies appear 7-10 days after immunization and may persist for at least 30-35 years, probably much longer, though immunization or reimmunization within 10 years is required by the International Health Regulations for travel from endemic areas. 
d) The vaccine can be given any time after 6 months of age and can be administered with other antigens such as measles vaccine. 
e) The vaccine is contraindicated in the first 4 months of life and should be considered for those aged 4-9 months only if the risk of exposure is judged to exceed the risk of vaccine associated encephalitis, the principal complication in this age group. 
f) The vaccine is also not recommended in the first trimester of pregnancy, unless the risk of disease is believed to be higher than the theoretical risk to the pregnancy. 
g) For urban yellow fever eradicate or control of Aedes aegypti mosquitoes; immunization when indicated.
h) Sylvan or jungle yellow fever, transmitted by Haemagogus and forest species of Aedes, is best controlled by immunization, which is recommended for all people in rural communities whose occupation brings them into forests in yellow fever areas, and for people who intend to visit those areas. Protective clothing, bed nets and repellents are advised for those not immunized. 
B. Secondary prevention (Control of patients, contacts and the immediate environment):
1) Report to local health authority: Case report universally required by International Health Regulations. 
2) Isolation: Blood and body fluid precautions. Prevent access of mosquitoes to patient for at least 5 days after onset by screening the sickroom, by spraying quarters with residual insecticide, and by using a bed net.
3) Concurrent disinfection: None; the home of patients and all houses in the vicinity should be sprayed promptly with an effective insecticide.
4) Quarantine: None.
5) Immunization of contacts: Family and other contacts and neighbors not previously immunized should be immunized promptly.
6) Investigation of contacts and source of infection: 
· Inquire about all places, including forested areas, visited by the patient 3-6 days before onset, to locate focus of yellow fever; observe all people visiting that focus. 
· Search premises, and places of the patient's work or visits over the preceding several days for mosquitoes capable of transmitting infection; eradicate them with effective insecticide. 
· Investigate mild febrile illnesses and unexplained deaths suggesting yellow fever.
C. Epidemic measures:
1-Urban yellow fever transmitted by Aedes aegypti :
a) Mass immunization beginning with people most exposed and those living in Aedes aegypti infected areas.
b) Spraying the inside of all houses in the community with insecticides has shown promise for controlling urban epidemics.  
c) Eliminate or apply larvicide to all actual and potential breeding places of Ae. aegypti.
2- Jungle or sylvan yellow fever:
a) Immediately immunize all people living in or near forested areas or entering such areas.
b) Ensure that nonimmunized individuals avoid those tracts of forest where infection has been localized, and that those just immunized avoid this area for the first week after immunization.
3- In regions where yellow fever may occur, a diagnostic viscerotomy service should be organized to collect small specimens of liver post mortem from fatal febrile illnesses of 10 days duration or less; facilities for viral isolation or serologic confirmation are necessary to establish this diagnosis since histopathology changes in the liver are not pathognomonic of yellow fever.
4- In Central and South America, confirmed deaths of howler and spider monkeys in the forest are presumptive evidence of the presence of yellow fever. Confirmation by the histopathologic examination of livers of recently dead monkeys or by virus isolation is highly desirable.
5- Immunity surveys by neutralization tests of wild primates captured in forested areas are useful in defining enzootic areas. Serologic surveys of human populations are almost useless where yellow fever vaccine has been widely used.
D. International measures:
1) Telegraphic notification by governments to WHO and to adjacent countries of the first imported, first transferred, or first nonimported case of yellow fever in an area previously free of the disease; and of newly discovered or reactivated foci of yellow fever infection among vertebrates other than man.
2) Measures applicable to ships, aircraft and land transport arriving from yellow fever areas are specified in the International Health Regulations. 
3) Animal quarantine: Quarantine of monkeys and other wild primates arriving from yellow fever areas may be required until 7 days have elapsed after leaving such areas.
4) International travel: A valid international certificate of immunization against yellow fever is required by many countries for entry of travelers coming from or going to recognized yellow fever zones of Africa and south America.
[bookmark: des]
RIFT VALLEY FEVER
1-Identification:  
· An acute, febrile, viral disease that affects livestock (such as cattle, buffalo, sheep, goats, and camels) and people.  
· It was first identified in 1931 in East Africa during major epizootics of sheep and cattle. 
· Rift Valley fever was also identified as a cause of human hemorrhagic fever. 
2-Occurrence: 
· Eastern and southern Africa, most countries of sub-Saharan Africa, and Madagascar. 
· [bookmark: out]Outbreaks and History of Infection.  Outbreaks are often associated with periods of heavy rainfall, after which the mosquito population flourishes. 
· Some specific outbreaks that have been reported include:
   - 1950-1951, Kenya
   - 1967-1970, Nigeria
   - 1969, Central African Republic
   - 1976-1977, Sudan
   - 1977-1978, Egypt
   - 1987, Mauritania
   - 1990-1991, Madagascar
   - 1993, Egypt and Senegal
   - 1997, Kenya and Somalia
· The 1977 Egypt outbreak was thought to be caused by an unexplained spread from Sudan, possibly from the wind, imported camels or sheep, or by mosquitoes.  The epizootic affected 25% to 50% of all sheep and cattle.  Among humans, 200,000 fell ill, 18,000 clinical cases were confirmed, with 598 deaths from hemorrhagic fever.  Human infection rates ran as high as 35%.  Retrospective studies indicate that RVF was not present in Egypt before the 1977 outbreak. 
· In July, 1999, scientists reported that they have developed a strategy for predicting outbreaks.  Since heavy rains create conditions favorable to RVF vectors, scientists look at water temperatures in the Indian and Pacific Oceans to predict the heavy rains that, months later, affect East Africa and trigger the disease.
3-Agent: 
· Rift Valley virus is a member of the family Bunyaviridae, genus Phlebovirus.
4-Reservoir: 
· Unknown for many of these viruses; some may be maintained in a continuous vertebrate mosquito cycle in tropical environments..
5-Mode of transmission: 
· In most instances, by bite of an infective mosquito, for Rift Valley (in sheep and other animals), potential vectors include various Aedes mosquitoes; Ae. mcintoshi may be infected  transovarian and account for maintenance of RVF virus in enzootic foci. 
· Many human infections of RVF are associated with the handling of animal tissues during necropsy or butchering. Culex pipiens was implicated in a 1977 epidemic of RVF in Egypt with at least 600 deaths.
· Mechanical transmission by hematophagous flies and transmission by aerosols or contact with highly infective blood may contribute to RVF outbreaks. 
[bookmark: incu]6-Incubation Period:  2-6 days. 
7-Clinical picture: 
· Some patients show no symptoms.  Others show sudden onset of mild fever with a biphasic course, and symptoms of liver and kidney disorder.  The most common complication is retinitis with a central scotoma.  Paramacular retinal hemorrhages and edema may also occur.  
· Between 1%-10% of convalescents have some permanent vision loss.  
· In general, patients recover from the disease 2 to 7 days after onset of symptoms. 
· In severe cases, the disease becomes serious.  
· Symptoms include fever, myalgias, and encephalitis, including headache, coma, and seizures.  
· Other symptoms include:  back pain, dizziness, and extreme weight loss.  In extreme cases, the patient hemorrhages, vascular collapse occurs, followed by shock and death.  
· Severe cases of RVF fall into three categories:
1. Liver necrosis with hemorrhage
2. Retinitis with visual impairment
3. Meningoencephalitis 
· [bookmark: mort]Mortality Rates.  Approximately 1% in humans.  Rates are significantly higher in livestock.  In addition, the fatality rate for fetuses in pregnant livestock is 100%, and the fatality rate for newborn lambs is 90%. 
8-Period of communicability: 
· Not directly transmitted from person to person. 
· Infected mosquitoes probably transmit virus throughout life. 
· Viremia, essential for vector infection, occurs with many of these viruses during early clinical illness in humans.
9-Susceptibility and resistance: 
· Susceptibility appears to be general, in both sexes and throughout life. Inapparent infections and mild disease are common. 
· Infection leads to immunity; susceptibles in highly endemic areas are mainly young children.
10-Methods of control
A. Primary prevention:
1) Follow the general measures applicable to mosquito-borne viral encephalitis. For RVF, precautions in care and handling of infected animals and their products, as well as human acute phase blood, are important.
2) An experimental inactivated cell culture RVF vaccine is available for humans. Live and inactivated vaccines are available for sheep, goats and cattle.

B. Secondary prevention (Control of patients, contacts and the immediate environment):
1) Report to local health authority: In selected endemic areas; in most countries, not a reportable disease 
2) Isolation: Blood and body fluid precautions. Keep patient in screened room or in quarters treated with an insecticide for at least 5 days after onset or until a febrile. Blood of RVF patients may be infectious.
3) Investigation of contacts and source of infection: Determine patient's place of residence during fortnight before onset. Search for unreported or undiagnosed cases.
4) Specific treatment: Ribavirin, which is used to treat Lassa fever, has shown some promise as an antiviral.  Other treatments also show promise, such as:  interferon, immune modulators, and convalescent-phase plasma.  However, the Egyptian strain of RVF appears to be not only more virulent, but also to be resistant to interferon.  Currently, there is no specific treatment for the disease.
C. Epidemic measures:
1) Use approved mosquito repellents for people exposed to bites of vectors.
2) Do not slaughter sick or dying domestic animals suspected of being infected with RVF.
3) Determine density of vector mosquitoes; identify and destroy their breeding places.
4) Immunize sheep, goats and cattle against RVF.
5) Identification of infected sheep and other animals (Rift Valley) provide information regarding the prevalence of infection and areas involved.
D. International measures: 
For RVF immunize animals and restrict their movement from enzootic areas to clean areas; do not butcher sick animals; for others, none except enforcement of international agreements designed to prevent transfer of mosquitoes by ships, airplanes and land transport.
HOSPITAL ACQUIRED INFECTION
(Nosocomial Infection)
Introduction: 
Nowadays with a wide and indiscriminate use of antibiotic, the problem of infection raised again with development of resistant strains of microorganisms to the antibiotics.
Definition: 
· acquire the infection in the hospital but the manifestation arise after patient discharge e.g. hepatitis.
The magnitude of the problem: 
· It varies from hospital to another according to patients population and procedures, the overall rate ranged from 5-10% of all patients admitted.
· In U.S.A. it is about 3-5%. In Kuwait it is about 3.1-5.1%. In Egypt it is about 5.4% in Ain Shams Specialized Hospital.
Causative agent: 
Any infectious agent could cause the infection in the hospital like viral, bacterial and fungus.
Sources of infection:
· Endogenous from patient himself.
· Exogenous from hospital environment e.g. hospital personnel, and inanimate environment like equipment, beds, surfaces and dressings.
Risk factors of hospital acquired infection:
1. Antibiotic therapy (drug resistance).
1. Increase numbers of patients specially those who are susceptible to infections such as: premature, neonates, elderly people, diabetics, patients receiving chemotherapy …..etc.
1. Use of invasive procedures for diagnosis e.g. catheterization.
1. Increase number of contacts with the same patient.
1. Increased mobilization of the patient within the hospital.
1. Lack of adequate training for hospital staff concerning methods of prevention and control of infection.
1. Inappropriate design of the hospital (light, ventilation ….etc.). 
Mode of transmission:
· Contact is the main mode of transmission either direct from hospital personnel or indirect contact with contaminated instruments.
· Air borne infection.
· Feco-oral route.
Commonest sites for hospital acquired infection:
Urinary tract infection:
It represents 40 % of all infection acquired after hospitalization. It is caused mainly by gram negative bacilli.
Risk factors:
· Catheterization of urinary bladder.
· Extreme of ages.
· Underlying illness like diabetes and cancer.
· Presence of infection in other sites.
Prevention:
· Catheter should be restricted to the time in which absolutely necessary.
· If catheter used it should be inserted by aseptic technique.
· Elimenation of any endogenous infection.
Post operative wound infection: 
It is the infection on incision site after operation. It accounts for 20 % of all infections in hospital, it is caused mainly by staphylococci and gram negative bacilli.
Risk factors:
1-The degree of contamination of preoperative wound site: the more organisms in the field site of operation the more the chance of infection, so the pre-operative wound site is classified into four categories:
1- clean e.g central nervous system.
2- clean contaminated e.g upper respiratory tract.
3- contaminated e.g large intestine.
4-dirty e.g any site oozing pus.
2-Duration of operation.
3-Host factors e.g underlying illness like diabetes and cancer malnutrition and treatment with corticosteroides.
Hospital acquired pneumonia:
It account for 15% of all infections acquired in hospital. But it is a leading cause of death in hospital
Causative agents: gram negative bacilli, grame positive cocci and candida.
Risk factors: 
prolonged bed ridden patients, aging, patients underling illness like cardiopulmonary diseases and respiratory assistance equipments like ventilators which lead to mechanical injury of the epithelial lining of the respiratory tract and further colonization.
Prevention:
· wash hands before and after care of the patients.
· Wear gloves for contact with respiratory secretion.
· Encourage patients to stop smoking and treat existing infection.
· Educate staff on cleaning and disinfection of respiratory equipments.
Reservoir and source of infection:
6. Patient own flora (self-infection). The organism is not pathogenic under normal conditions but in abnormal procedures or simply antibiotic therapy may enable it to reproduce and spread leading to infection.
6. Flora of another patient (cross infection).
Prevention and control:
(1) Surveillance and notification: of all infections and super infections.
(2)Reduction of person to person transmission:by
- Hand washing is of cardinal importance.
- Masks: Effective barrier against microorganisms emitted by wearer’s nasopharynx. It is of several types: 
Masks from synthetic material. 
Paper mask.
Masks of cotton, gause or wool are ineffective.
 (3) Elimination of contamination by equipment: through cleaning, disinfection and sterilization.
(4) Regular routine cleaning of hospital premises: Domestic cleaning of hospital walls, floor, windows, …etc.
(5) Technique for patient care and instruments: 
 Basic technique concerning towels, gloves, thermometers, urinals,…..etc.
Special techniques concerning injections, venous puncture for blood sampling and other punctures e.g. lumbar.
(6) Rules for the visitors:
- People infected with any communicable disease should not visit patients in hospital.
- Minimum age of children allowed to visit patients in hospital is 12 years.
- Visitors should not enter:
Nurseries of maternity unit.
Operating theatre.
Post-operative recovery wards.
Intensive care units and delivery rooms.
- Visiting hours should be fixed.
(7) Role of hospital management:
- Education and training of all staff through programs on prevention of infection and on disinfection and sterilization technique.
- Setting up a hospital hygiene committee.
- Ensuring efficient measures for full notification of any hospital acquired infection.
 

   


CANCER
· Cancer is a group of 100 different, yet related diseases. 
· All forms of cancer cause cells in the body to change and grow in an abnormal way.
· Normal body cells divide and grow in an orderly fashion. But cells changed by cancer can divide and grow out of control. 
· This out-of-control growth damages normal body tissues and disrupts the ability of organs to function as they should. 
· Cancer cells, however, continue to grow. 
· Often the cells form tumors (lumps) that compress, invade, and destroy normal tissue. 
· Unless the cancer is treated, the tumors can grow and spread. If cells break away 
from such a tumor, they can travel through the blood stream or the lymph system to other areas of the body. 
· There, they may settle and form             "colony " tumors. In their new location, the cancerous cells begin growing again. 
· The spread of a tumor to a new site is called metastasis. 
 Cancer is classified by the part of the body in which it develops, by its 
appearance under the microscope, and by the results of laboratory tests. Since cancer is not a single disease, each type of cancer behaves differently. 
· What's more, different cancers also respond in various ways to different types of treatment. That's why people with cancer need treatment that is aimed at their specific form of the disease. 
Size of the problem: 
· There were 10.9 million new cases of cancer worldwide and 6.7 million deaths in 2005.  
· Men and women in North America have the highest incidence of cancer worldwide. 
· The 1.6 million cancers in North America account for 14.5 percent of the world's total. 
· There also were significant findings in how cancer is distributed around the globe. 
· It is found that people in rich countries tended to have cancers linked to affluence or a "Western lifestyle" -- cancers of the colon, rectum, breast and prostate -- that can be caused by obesity, lack of exercise, diet and age. 
· In the developing world, cancers of the liver, stomach and esophagus were more common, often linked to consumption of carcinogenic preserved foods, such as smoked or salted food, and parasitic infections that attack organs.
Cancer by the Numbers: 
· Lung cancer is the most common cancer worldwide, accounting for 1.2 million new cases annually; followed by cancer of the breast, just over 1 million cases; colorectal, 940,000; stomach, 870,000; liver, 560,000; cervical, 470,000; esophageal, 410,000; head and neck, 390,000; bladder, 330,000; malignant non-Hodgkin lymphomas, 290,000; leukemia, 250,000; prostate and testicular, 250,000; pancreatic, 216,000; ovarian, 190,000; kidney, 190,000; endometrial, 188,000; nervous system, 175,000; melanoma, 133,000; thyroid, 123,000; pharynx, 65,000; and Hodgkin disease, 62,000 cases.
· The three leading cancer killers are different than the three most common forms, with lung cancer responsible for 17.8 per cent of all cancer deaths, stomach, 10.4 per cent and liver, 8.8 per cent.
Causes of Cancer: 
· Our current understanding of the causes of cancer is incomplete, but it is clear that cancer is not caused by an injury, such as a bump or bruise. And although being infected with certain viruses may increase the risk of some types of cancer, cancer is not contagious; no one can "catch" cancer from another person. 
· Cancer develops gradually as a result of a complex mix of factors related to environment, lifestyle, and heredity. 
· Scientists have identified many risk factors that increase the chance of getting cancer. 
· They estimate that about 80 percent of all cancers are related to the use of tobacco products, to what we eat and drink, or, to a lesser extent, to exposure to radiation or cancer-causing agents (carcinogens) in the environment and the workplace. Some people are more sensitive than others to factors that can cause cancer. 
These are some of the factors that are known to increase the risk of cancer: 
1. Tobacco. 
· Tobacco use is the most preventable cause of death. 
· Smoking accounts for more than 85 percent of all lung cancer deaths. Overall, for those who smoke one pack a day, the chance of getting lung cancer is about 10 times greater than for nonsmokers. 
· Smokers are also more likely than nonsmokers to develop several other types of cancer (such as oral cancer and cancers of the larynx, esophagus, pancreas, bladder, kidney, and cervix). 
· The risk of cancer begins to decrease when a smoker quits, and the risk continues to decline gradually each year after quitting. The use of smokeless tobacco (chewing tobacco and snuff) causes cancer of the mouth and throat. 
2. Diet. 
· Your choice of foods may affect your chance of developing cancer. Evidence points to a link between a high-fat diet and certain cancers, such as cancer of the breast, colon, uterus, and prostate. 
· Being seriously overweight appears to be linked to increased rates of cancer of the prostate, pancreas, uterus, colon, and ovary, and to breast cancer in older women. 
· On the other hand, epidemiological studies indicate that the frequent consumption of fruit and vegetables may reduce the risk of developing cancers of epithelial origin, including carcinomas of the pharynx, larynx, lung, oesophagus, stomach, colon and cervix. 
· Recent data from the European Prospective Investigation into Cancer and Nutrition, suggests that a daily consumption of 500 grams of fruits and vegetables can decrease incidence of cancers of the digestive tract by up to 25 per cent.
· Many countries should encourage consumption of locally produced vegetables, fruit and agricultural products, and avoid the adoption of Western style dietary habits. 
· Such actions would have health benefits beyond cancer, since other common non-communicable diseases, notably cardiovascular disease and diabetes, share the same lifestyle-related risk factors.
3. Sunlight. Ultraviolet radiation from the sun and from other sources (such as sunlamps and tanning booths)  can cause skin cancer. 
4. Alcohol. 
· Drinking large amounts of alcohol increases the risk of cancer of the mouth, throat, esophagus, and larynx. 
· Alcohol can damage the liver and increase the risk of liver cancer. Some studies suggest that drinking alcohol also increases the risk of breast cancer. 
5.Radiation. 
· Exposure to large doses of radiation from medical x-rays can increase the risk of cancer. 
· X-rays used for diagnosis expose you to very little radiation and the benefits nearly always outweigh the risks. 
· However, repeated exposure can be harmful. 
6.Chemicals and other substances in the workplace. 
· Being exposed to substances such as metals, dust, chemicals, or pesticides at work can increase the risk of cancer. 
· Asbestos, nickel, cadmium, uranium, radon, vinyl chloride, benzidene, and benzene are well-known examples of carcinogens in the workplace.
7.Hormone replacement therapy. 
· Many women use estrogen therapy to control the hot flashes, vaginal dryness, and osteoporosis that may occur during menopause. However, studies show that estrogen use increases the risk of cancer of the uterus. 
· Other studies suggest an increased risk of breast cancer among women who have used high doses of estrogen or have used estrogen for a long time. 
8.Chronic infection: 
Chronic infection with viruses, bacteria, and parasites are responsible for at least 9% of all cancer in the developed world and about 23% of those in developing countries.
9.Close relatives with certain types of cancer. 
· A small number of cancers (including melanoma and cancers of the breast, ovary, and colon) tend to occur more often in some families than in the rest of the population. 
· It is not always clear whether a pattern of cancer in a family is due to heredity, factors in the family's environment, or chance. 
Cancer prevention: By elimination of or protection against factors known or believed to be involved in carcinogenesis
Primary prevention:
1. Health promotion: 
1. Encourage research for etiology, risk factors diagnosis.
1. Health education for public.
1. Monitoring for cancer registry.
1. Specific protection: By
1. Anti smoking campaign
1. Air pollution control
1. Environmental hazards control
1. Occupational protection
1. Diet should be low in fat and meat and high in fresh fruits, vegetables and fibers.
1. Urge obese to loss weight.
1. Don’t drink alcohol or use it in moderation
1. Encourage regular exercise
1. Avoid food additives.
10.Avoid unnecessary use of drugs.
11-Use diagnostic X-ray prudently.
12-Urge individual to avoid exposure to sun light.
13-Use low oestrogen contraceptives when needed.
14-Treatment of pre-cancerous lesions
Secondary prevention:
Early diagnosis and prompt treatment:
Identification of high risk groups
1. Occupation.
1. Family history.
1. Environmental factors.
1. Certain risk factors.
1. Pre-cancerous condition.
Screening and case finding: by
1. A self examination: as for breast cancer ,testicular, and skin tumors.
1. Clinical examination to detect tumor early
1. Mass screening to detect pre malignant lesion 
Technique used in screening:
1. Exfolotive cytology
1. Mammography
1. Endoscopy
1. Microscopic examination
Early Detection:
In many cases, the sooner cancer is diagnosed and treated, the better a person's chance for a full recovery. If the person develops cancer, he can improve the chance that it will be detected early if he has regular medical checkups and do certain self-exams.
Many local health departments have information about cancer screening or early detection programs. 
Exams for Everyone 
Skin - The doctor should examine the skin during regular checkups for 
signs for skin cancer. The person should also check regularly for new growth, sores that do not heal, changes in the size, shape, or color of any moles, or any other changes on the skin.
Colon and Rectum - Beginning at age 50, the person should have a yearly fecal occult blood test. To check for cancer of the rectum, A digital rectal exam should be done during regular checkups. Every 3 to 5 years after age 50, sigmoidoscopy should be done. 
Mouth – The  doctor and dentist should examine your mouth at regular visits. Also, by looking in a mirror, the person can check inside his mouth for changes in the color of the lips, gums, tongue, or inner cheeks, and for  scabs, cracks, sores, white patches, swelling, or bleeding.
Exams for Men 
Prostate - Men over age 40 should have a yearly digital rectal exam to 
check the prostate gland for hard or lumpy areas. The doctor feels the 
prostate through the wall of the rectum. 
Testicles - Testicular cancer occurs most often between ages 15 and 34. Most of these cancers are found by men themselves, often by doing a testicular self-exam. If you find a lump or notice another change, such as heaviness, swelling, unusual tenderness, or pain, the person should see his doctor. Also, the doctor should examine the testicles as part of regular medical checkups. 
Exams for Women 
Breast - When breast cancer is found early, a woman has more treatment choices and a good chance of complete recovery. So it is important that breast cancer be detected as early as possible. The National Cancer Institute encourages women to take an active part in early detection. They should talk to their doctor about this disease, the symptoms to watch for, and an appropriate schedule of checkups. Women should ask their doctor about: Mammograms (x-rays of the breast),  Breast exams by a doctor or nurse, and Breast self-examination (BSE). 
Between visits to the doctor, women should examine their breasts every month. By doing a breast self examination, women learn what looks and feels normal for their breasts, and they are more likely to find a change. Any changes should be reported to the doctor. Most breast lumps are not cancer, but only a doctor can make a diagnosis. 
Cervix - Regular pelvic exams and Pap tests are important to detect early cancer of the cervix. Women should start having a Pap test every year fter they turn 18 or become sexually active. If the results are normal for 3 or more years in a row, a woman may have this test less often, based on her doctor's advice.  
Treatment: Cancer is treated with surgery, radiation therapy, chemotherapy, hormone therapy, or biological therapy. Patients with cancer are often treated by a team of specialists, which may include a medical oncologist (specialist in cancer treatment), a surgeon, a radiation oncologist (specialist in radiation therapy), and others. 
Tertiary prevention: Disability limitation and rehabilitation:
1. Palliative treatment
1. Treatment of complication if possible
1. Physical, psychological, social rehabilitation.

CORONARY HEART DISEASE (CHD)
Introduction: 
· Cardiovascular diseases account for 10% of all disability adjusted life years lost in low to middle income countries.  
· Ischaemic heart disease accounts for a third of this burden. 
· Stable angina is a major public health problem whose incidence is estimated between 2 and 4% in the general population. 
Incidence of CHD: 
· Incidence of CHD shows markedly wide range in different countries, among men aged 40-59 years, initially free of ischemic heart disease and followed for development of disease, showed annual incidence of 1.5 in Japan, and up to 19.8 in Finland, per 1000 individuals-year. In Egypt, localized studies of different sectors of the population were performed, results showed that the prevalence of CHD among military personnel, industrials workers and rural area inhabitants were 8.6%, 10.9% and 7.6% respectively. Professionals represented in bankers and doctors showed a prevalence range from 9,6 % to 12.7%.
Causes of CHD: 
Myocardial ischemia arises from imbalance of oxygen and nutrients supply by coronaries and heart muscle needs. This may be due to;
1-Diminshed blood flow in coronary artery:
 It is the major causes of myocardial ischemia and CHD.
Caused by mechanical obstruction of one or more branches of coronary artery, due to:
*Coronary atherosclerosis, thrombosis and spasm: commonly.
*Coronary embolism and stenosis, and others: rarely
2-Diminished flow of oxygenated blood to myocardium:
    Diminished hemoglobin-carried oxygen, due to:
    *Anemia.                                         *Hypertension
3-Increased oxygen requirement of myocardium:
*Hypertrophied myocardium, e.g.aortic stenosis, and hypertension.
*Increased output of the heart, e.g. hyperthyroidism.
Risk factors:
Non modifiable risk factors:
Older age.
Male gender.
Family history, and hereditary factors.
Modifiable independent risk factors:
Hypertension
Hyper-cholsterolemia (LDL)
Smoking.
Glucose intolerance and diabetes.
Other possible factors (may not be independent)
1-Over weight, and obesity.
2-Sedentary life style: muscular exercise decrease heart attack and mortality due to myocardial infarction.
3-Oral contraceptives.
4-Diet.                          
5-Residance.
6-Psychosocial factors, personality, and stress.
7-Race.
8-Coffee.
9-Alchol.
10-Hyperuricemia.
11-Increase in serum ferritin, and ceroplasmin.
Clinical presentations: 
· manifestation of CHD varies according to the extent of interference with blood in the coronaries:
· Asymptomatic cases: observation of blood flow in the coronaries is light at the beginning of the disease and gives no symptoms.
· Picture of angina pectoris: obstruction and impaired blood flow are progressing, causing hypoxia of and glucose deprivation of myocardium.
 Types of angina:
1-Classical angina: angina pain  appears on physical exertion, and may be provoked by excitement, psychological upset and anger, exposure to cold, and after heavy meal. The attack is transient, for few minutes and disappears on rest.
2-Non classical angina: angina arises under certain circumstances other than excretion, for example:
Nocturnal angina, due to coronary spasm during sleep. 
Angina in rest, without any obvious provoking factors.
3-  Acute myocardium infarction: may arise from complete obstruction on involved vessels.
Prevention of CHD:
Primordial Prevention:
· The aim of primordial prevention is to avoid emergence and establishment   of the social ,economic ,and cultural patterns of living that are known  to contribute to an evaluate risk of disease. 
· Primordial prevention for CHD should include:
        1-National policies and programs on food and nutrition.
        2-Comperhensive policies to discourage smoking.
      3-Programs for the prevention of hypertension.
     4-Programs to promote regular physical activity.
Primary prevention:
· The purpose of primary prevention is to limit the incidence of disease by controlling causes and risk factors.
· Primary prevention depends on widespread changes that reduce the average risk in the whole population.
1-Discovery of genetic predisposition: many diseases leading in time to early arteriosclerosis can be discovered and dealt with, thereafter for early and successful prevention of disease e.g. familial hyper cholestrolaemia, a lipoprotein b and a, hypertriglyceridaemia, high blood pressure in infant and young children who were shown to become hypertensive in adult age and obesity.
2- Diet: adoption of habitual diet since childhood obeying key’s formula; containing 30% of calorie requirement of fat origin as 10% saturated fat, 10% non saturated and 10% poly saturated fat (prudent diet).
Calories from CHO origin should be about 60% economizing on complex CHO and not in excess. Na cl content should reduce to about 5 gm daily. Diet should contain anti oxidant.
3- Try to create balance between type of work and calorie intake.
4- Try to create balance between work and relaxation especially in workers exposed to severe mental and psychological tension.
5- Periodic examination to discover risk factors as early as possible with implementation of necessary management.
6- Health education to adopt group sports and exercises to maintain comfortable working condition, good family relations and personal satisfaction.
7-Antismking program.
8-Physical activities: encouraging suitable activity exercises, for satisfactory period of time every day.
9- Mental health promotion: relaxed life style, with satisfactory recreation and avoid stress and worry.
10- Control of oral contraception.
11- Prevention and control of pathological risk factors, specially diabetes, hypertension and obesity.
Secondary prevention:
USA preventive services task force (1989) recommended secondary prevention (screening) with ECG for men over age 40 who have more than two risk factors.
Tertiary prevention:
It consist of measures intended to 
1. Reduce impairment and disability.
1. Minimize suffering caused by departures from good health.
1. Promote patient adjustment to incurable conditions.
Tertiary prevention can mean great improvement in individual well being and family income, in both developed and developing countries. 

DIABETES MELLITUS
Definition: 
· Diabetes is a chronic disease that impairs the body's ability to use food properly. 
· Insulin produced in the pancreas helps the body to convert food into energy. 
· In diabetes, either the pancreas doesn't make insulin or the body can not use the insulin properly. 
· Without the insulin, glucose builds up in the blood instead of going into cells and two problems occur: cells will starve for energy and in time high glucose levels may hurt the eyes, kidneys, nerves, or heart. 
· Two problems occur when the body does not make insulin. Hyperglycemia, which means the blood glucose levels get too high and keto-acidosis may occur if left untreated. 
· Hypoglycemia may also occur if the blood glucose levels are too low. This is the most common problem in diabetic persons.
Types of diabetes:
Type I diabetes (IDDM): meaning the pancreas does not make insulin. Patients need daily injections of insulin to enable their bodies to use food properly. 
Type II diabetes (NIDDM): meaning the pancreas make insulin but insufficient for the total body needs. Patients need insulin or oral hypoglycemic or both. 
Magnitude of the Problem: 
· Epidemiological studies have demonstrated that, as a major non-communicable disease, diabetes millets alone claim on the average around 8% of the total health budgets in developed countries. 
· Between 1995 and 2025 the number of the adult population affected by diabetes mellitus in developing countries is projected to grow by 170% from 84 to 228 million people. 
Risk factors: 
· Worldwide, a 122% rise is projected, from the total of 135 to 300 million. These more than twofold global increases will occur because of population aging and growth, as well as from obesity, unhealthy diets and a sedentary lifestyle. 
· These latter factors are closely associated with urbanization and industrialization. Regarding sex variation, in USA there is higher prevalence and incidence of NIDDM in females than in males.            
· On the other hand, in England it is now believed that there is slight male excess, whereas in India there is a considerable male excess. 
· This difference is due to different exposures of sexes to other risk factors. The prevalence of the disease also rises with age.
· Many studies have demonstrated a higher prevalence of NIDDM in urban than in rural areas in developing countries, although there is a little rise in urban than in rural areas in USA and other developed countries. 
· In the rural environment occupational activities often involve more manual labor and physical activity than in urban areas where the occupational activities tend to be more sedentary. 
· Furthermore, the diet in urban areas often contains a greater proportion of refined carbohydrates, and urban dwellers are generally more obese than their rural counterparts.
· During the last decade a striking increase in the prevalence of diabetes mellitus was observed worldwide in relation to aging, the development of fast food, Coca-Cola colonization and motorization leading to low physical exercise and obesity.   
· Diabetes is not contagious. It tends to run in families and researchers are still studying how and why diabetes occurs in certain children and families.
· There are rather more young male diabetics than female but in middle age more females are affected. 
· During normal pregnancy the level of plasma glucose is raised by the action of placental hormones, the pancreas may be unable to meet these demands and what is called gestational diabetes may occur. 
· Repeated pregnancy may increase the likelihood of developing permanent diabetes
· On the other hand, there is evidence that viral infection might some forms of IDDM while other evidence suggests that IDDM is a slow autoimmune disease.  
Diagnosis: 
· The symptoms of diabetes are frequent urination, feeling tired, slow healing of cuts and wounds, unexplained weight loss or weight gain, recurrent infections, increased thirst, blurred vision, and hunger. The level of glucose would be extremely high in order to cause these symptoms. 
· The symptoms usually progress rapidly so that in 2 to 4 weeks, the child becomes thin and dehydrated, progressively weaker, and less responsive, with deep, rapid respiration. If untreated, coma and death ensue.
· Testing the urine for sugar is an essential part of a routine clinical examination and is a procedure commonly used to screen large populations for diabetes. The urine sample tested should preferably be passed within 2 hours of a main meal. 
· All patients with glycosuria should be considered diabetics until proved otherwise on the basis of blood measurements. A negative urine test doesn’t mean that the patient doesn’t have diabetes. A case can be made for including accurate measurement of the glucose concentration in a blood sample as an essential component for routine clinical examination.    
· Fasting blood sugar > 125 mg/ml and postprandial >180 mg/ml. Are considered diabetic. 
· Wherever practicable estimation of the blood glucose concentration 2 hours after 75 g glucose orally should be used as the screening test for detecting diabetes. 
· Particular attention should be paid to high risk groups such as the first degree relatives of known diabetics, the obese, and pregnant women.  

Prevention of diabetes millets:
Primary prevention: 
· The purpose of primary prevention is to limit the incidence of the disease by controlling causes and risk factors. 
· Primary prevention involves two aspects that are often complementary. 
· It can focus on the whole population, with the aim of reducing the average risk, or on people at high risk as a result of particular exposures e.g those with relatives of diabetics, obese and so on. 
Secondary prevention: 
It aims at early detection of the disease and treats the patients thus reducing the more serious complications of the disease.
· Diabetes can not be cured but it can be controlled. Persons with diabetes can lead healthy, active, fulfilled lives with good medical care.
· Diabetic patients should be under careful control. They should have a regular regime of insulin or oral hypoglycemic, diet, and exercise. 
· The problem is that most physicians may not be giving the patients the proper education about the exercise they need, protection against accidental trauma, avoidance of emotional and physical stress or the patient may not know that he is a diabetic. 
· The caregivers at home needs to be aware of the importance of regular meals and pre-lunch snacks for diabetic patients who need them to prevent late-morning hypoglycemia. 
Tertiary prevention: 
· Diabetes is a disability that needs special attention. 
· A plan should be developed to  outlines how the diabetic person's special health-care needs will be met and the medical care providers who are responsible will be designated to implement the plan. 
· The caregivers at home must be consulted about the plan and the plan should be updated every reasonable period.

PRIMARY HEALTH CARE
The concept of primary health care (PHC): 
· During the past two decades, new trends in the delivery of health care have been evolving in many parts of the world. 
· Because of the increasing cost of medical care and the low access and utilization of services in the rural and impoverished urban areas many countries, including both developing and developed ones, have been recognizing the importance of establishing a form of primary health care, which is practical, scientifically sound, socially acceptable, encouraging to self reliance and of low cost.
· Moreover, after the Alma-Ata conference held in USSR in 1978 more than 140 countries at the World Health Assembly expressed their interest in the concept of “Health for all by the year 2000” A unanimous resolution was passed at that time establishing this concept as having an overriding priority for WHO.
· Research in the area of PHC has identified 10 factors which contributed towed this movement of “Health for all by the year 2000”. Among this factors are the following:
1. PHC was shown, under special circumstances, to reach total population with health services that actually improve health at a per capita cost ranging from 1 to 2 American dollars. 
2. Recognition of the central role of communities in the process of development. This includes their participation and commitment. 
3. Recognition of the distorting effects of an over emphasis on curative medicine of the hospital-based, technology-oriented type, and placing more emphasis on primary health care in culturally acceptable patterns and at locally affordable costs; and 
4. Recognition of the importance of alternatives to physicians and other health professionals, which include expanded rules of nurses, increased role of auxiliaries and utilizing community health workers.
The following quotation from a recent WHO committee report summarizes the concept of the primary health care as accepted by the world today:
 Primary health care (WHO 1978):
· Is the essential health care based on practical, scientifically sound and socially accepted methods and technology made universally accessible to individuals and families in the community through their full participation and a cost that the community and the country can afford to maintain at every state of their development in the spirit of self reliance and self determination.
· It forms an integral part both of country’s health system, of which it is the central function and main focus, and of overall social and economic development of the community.
· It is the first level of contact of individuals, the family and the community with the national health system bringing health care as close as possible to where people live and work, and constitute the first element of a continuing health care process.”
 Primary health care is equally valid for all countries, developed and developing (it may take varying forms in each of them).
 A package containing promotive, preventive and curative service components were formulated to be provided (the 8 elements of primary health care.)
 The details of delivery of each element would depend on the actual priority community needs, the stage of socio-economic and health development and the available resources.
The eight element of PHC:
1. Health Education concerning prevailing health problems and the methods of preventing and controlling them.
2. Promotion of food supply and proper nutrition.
3. Provision of comprehensive maternal and childcare.
4. Immunization of children against major communicable diseases.
5. Prevention and control of locally endemic diseases.
6. Provision of adequate supply of safe water.
7. Appropriate treatment of common diseases and injures.
8. Provision of essential drugs.
These elements will be discussed in some details below.
PHC principles:
1. Equity: mean services for all and more services to the needy and vulnerable.
*Vulnerable groups are to be identified and reached through outreach program.
*Accessibility has to be improved by:
· Increasing number of facilities. 
· Improving transport conditions.
· Organizing outreach services.
2. Appropriate technology: appropriate means that besides being scenically sound is also acceptable to those who apply it and to those for whom it is used.
Examples include:
· ORT in diarrheal disease control.
· Domiciliary treatment in TB control.
· Breast-feeding in spacing.
· Weighing for growth monitoring.
3. Multi-sectoral approach: Individual sectors cannot function in isolation. Mutual roles and coordination should be considered.
Examples:
· The role of municipalities in environmental sanitation.
· Provision of portable water and disposal of wastes.
· Ministry of education in school health.
4. Community participation: social awareness and community self-reliance are the key factor in human development.
Examples include:
· Involving people in PHC activities for planning, implementation, and evaluation of services.
· Provide a source of free labour.
· Financial contribution.
Strategies For Primary Health Care Implementation:
1. By instituting measures for horizontal expansion and insure efficiency in health services delivery in general.
2. By developing good rapport between the health centres and the beneficiaries: by organizing out-reach activities and reaching the people through social and religious institutions (like school, mosque, etc.) and explore/study the social problems related to health.
3. By motivating the people to accept health centres as an institution of delivering comprehensive health care and not merely the dispensers of drugs and to motivate them to opt for preventive and primitive services with the participation of the community itself.
4. By consolidating and strengthening the national control programmes (malaria, billharazia); by integrating preventive and curative services.
5. By promoting health awareness in the people through organized health education programmes, institutional and out-reach; towards better utilization of health services and to participate with the health centres in solving health and environmental problems.
6. By developing effective coordination with other health service delivery institutions like hospital; by evolving a suitable referral system.
7. By coordinating with the educational and training institutions (universal, health institutes etc.) for the introduction of PHC in academic curriculum and to involve them in the continued educational programmes for the professionals of health centres.
8. By coordinating with health related government sectors such as; ministers of agriculture, municipalities, education for improvement of the health institution related to services.
9. By providing better quality of services to the high-risk group of the community such as; pregnant mothers, preschool children and others.
The term strategy is derived from military vocabulary meaning’ the art of projecting and directing the large military movement and operation of campaign’.
Instruments in delivery of PHC:
1.  Community surveys and diagnosis.
2. Family health records.
3. Plan of action.
4. Team approach.
5. Information system.

THE EIGHT ELEMENT OF PHC
I. HEALTH EDUCATION
· Health education is an essential tool of community health. 
· Every branch of community health has its health educational aspect.
· Health education is a teaching process that provides basic knowledge of health and practice of proper health behaviors. 
· It is basic item of any health program.
· The definition adapted by National conference on preventive Medicine in USA, 1977 is "health education is a process that informs, motivates and helps people to adopt and maintain healthy practices and lifestyles, advocate environmental changes as needed to facilitate this goal and conducts professional training and research to the some end"
Objective of health education:
· The goals of health education are those of medicine as a whole to reduce morbidity, mortality, disability and recently the cost of health care. It does not influence only diseases but also rates of population growth, absenteeism from work, ...etc.
· To arouse the interest of the people in health and give them simplified knowledge of determinants and requirement of health.
· To make the public understand and feel community health problems and needs and motivate them to participate in community health services. 
· To change faulty health behavior, influencing traditional beliefs and habits into favorable ones.
Under the previous definition, the three main objectives are:
1- Informing people or disseminate scientific knowledge about prevention of disease and promotion of health. This exposure to knowledge will melt away the barriers of ignorance, prejudices, misconceptions; people may have about health and disease.
2-	 Motivating people are more important than informing because simply telling the people about health is not enough. 
-They must be motivated to change their habits and ways of living because many of our daily health problems need change of human behavior. Health education must provide learning experiences, which favorably influence habits, attitudes and knowledge relating to individual, family and community health.
3-	 Guiding into action: health education should be conducted by a variety of health education and communication personnel in a variety of setting starting with physician. 
-Governments are responsible to provide the necessary infrastructure of health services. People need to be encouraged to use wisely the health services available to them. 
-Health administrations are recognizing that education is the cement that binds the bricks of health programs particularly active participation and action of people in the program.
Content of health education: Health education is as wide as community health and in practice the content of health education may be divided into 8 divisions:
1. Human biology: Teaching of human biology is usually done in schools the need for exercise, rest and sleep and the effect of smoking and first aid are taught.
2. Nutrition: To choose balanced diet and to know the nutritive value of the foods for prevention of malnutrition.
3. Hygiene: personal and environmental.
4. Family: health care particularly for mother and children.
5. Control of communicable and non-communicable diseases.
6. Mental health to keep the people mental health and to prevent mental breakdown.
7.   Prevention of accidents at home, road and place of work.
8. Use of health services and to participate in the national program.
Application of health education:
1- How to educate and approach mothers for:
· Infant and child feeding.
· Prevention and control of diarrheal disease of children.
· Prevention and control of ARIS.
· Active immunization of infants and young children.
· Prevention of congenital anomalies.
· Prevention of home accidents of children.
· Prenatal care.
· Postpartum birth control.
2- Target mothers of birth control, how to approach and education given.
3- Health education for style prevention of CHD.
4- Health education for wearing practice.
Approaches to public health:
1- Regulatory (legal) approach: means protection of the health of the public through enforcement of the laws and regulations e.g. food adulteration. They are useful also in case of emergency as in epidemics.
2- Service (administrative) approach: means providing all health facilities needed by the community in the hope that people would use them to improve their own health. It must be based on the felt needs of the people.
3- Educational approach, which is a major means today for achieving change in heath practices and recognition of health needs. 
-The results are slow but are permanent and sufficient time should be allowed to have the desired change brought out e.g. personal hygiene, nutritional problem. 
-This approach is used widely today in the solution of community health problems. The educational approach can be classified as 1– Individual and family approach. 2- Small group approach and 3- Mass approach.
Adoption of new Ideas and practices: The changes that occur within the individuals were explained by social scientist through many models. 
-People pass through a series of distinguishable stages before they adopt a new practice: the stages are: 
1- Awareness: which means that the person knows about the new practice, knows little about its benefits and applicability to him.
2- Interest: when person seeks to know more detailed information.
3- Evaluation: when the person evaluates the practice and its benefits to him to try to practice or reject it.
4- Trial: is the stage when a decision is put into practice.
5- Adoption stage: when the person decides that the new practice is good and adopts it. It is usually slow and increase as more and more people accept the practice.
Principles of health education: 
· Health education brings together the art and science of medicine, and the principles and practice of general education. 
· Learning and teaching is a two way process of transactions in human relations between the teacher and taught.
1 - Interest: people listen to the things of interest to them therefore; health educators must recognize the needs before proceeding to talk to them.
2- Participation: is the key word in health education and it is based on the psychological principle of active learning e.g. group discussion and workshops.
3- Known to unknown: means start where the people are and with what they understand proceeded to new knowledge and in this way systematic knowledge is built up.
4- Comprehension: the level of understanding, education and literacy of the educated people must be known to melt the barrier of education and communication.
5- Reinforcement: repetition at intervals is extremely useful and assists comprehension and understanding.
6 – Motivation: is awaking the desire to learn.
Types: A- primary such as hunger and sex which are in born desire.
B- secondary motives are based on desires created by outside forces or incentives such as rewards and punishment.
7- Learning by doing: learning itself is an action.
8- Soil, seed and power: the people are the soil, the health facts are the seeds and transmitting media is the power.
9- Good human relation: are important in leaning.
10- Leaders: we learn the best from people we respect and regard.
Components of health education (elements of communications): Education is essentially a matter of communication and the key elements in the communication process are:
1- Communicator (educator or sender): who is the originator of the message. A variety of personnel can give health education e.g. personal of health services, medical students, nurses, social worker, school personnel and community leaders. The communicator should be popular, influential, interested in work efficiently trained and prepared for job, with full knowledge of the community profile, show good example, know his objectives, audience, messages and channels of communications.
2- Message: which must be in line with objectives, specific, precise clear, understandable and attract attention and interest of recipient.
3- Recipients (audience): the consumers of the messages may be individual, group or total population. For effective approach the educator must known personal and social characteristics of the recipients, attitude of recipient towards the message of education
4- Channels of communication (Methods), which must be carefully, selected particularly its cost and availability.
Functions of communications:
1- Establishes relationships between the persons involved in the communication act.
2- Imports new information and reinforces a person's knowledge
3- Direct the receiver in some way to change behavior, stimulate thought, provoke questions, entertain, reinforce attitude, change attitude.
1- Make the receiver adopt the idea as port of his regular behavior 
Practice (Method of health education):
(1) Personal approach: Face to face education or education through spoken word. Both the educator and sender are found together, with the same place for talk and discussion.
A- Individual and family education: health education may be given in personal interviews. The topics for health counseling may be selected according to the relevance of situation. Health education may be given in:
1– Health appraisal (comprehensive medical exam, providing clinical services and screening tests).
-	In prenatal visit.
-	Target mother for family planning. 
-	Out reach program.
-	Dots in case of TB.
2– Home visits by nurse, health work and social worker e.g. 
B– Group health education: it is an effective way of educating the community. The choice of the subject must relate directly to the interest of the group.
Method of group teaching:
1- Lessons and lectures. 
2- Seminars (group discussions), which is a two-way communications.
3- Panel discussions: group of 4-8 persons talk about the topic and discuss it in front of a group of audience.
4- Symposium, which is a series of speeches on a selected subject.
5- Workshop used in case of a novel experiment in education.
6- Role-playing, the group members who enact their roles as they have observed or experienced them.
7- Practical demonstration e.g. how to prepare ORS.
8- Simulation exercises.
Advantages of personal approach:
1- More effective and impressive: educator directly faces the recipients. 
2- Recipients participate in discussion (inter action between send & recipient) 
3- Valuable to discuss confidential matters or problems e.g. family planning and birth control.
4- Personal approach can influence KAP (Knowledge, attitude and practice) of recipients.
Disadvantage:
It reaches a limited number of individuals, families, or confined groups.
1-Education of general public (Mass communication): 
· The people are communicated for message of health education by different mass media e.g. broadcasting (radio and T.V.), written word (press as newspaper and magazines, booklets and pamphlets), cinema and theater, teaching aids (slides, film strips and scientific films) and posters.  
· It is used for indirect teaching of certain topics and constant keeping them in the public eye e.g. avoidance of accidents and boosting immunization. Mass media can be classified into:
Visual media: written word and posters. 
Auditory media: radio broadcasting. 
Audiovisual media. TV and cinema.
Advantages:
1- Reach millions of people everywhere in no time. 
2- Suitable to provide knowledge and information, and discuss notional health problems as, diarrheal diseases, malnutrition, drug abuse and drug dependence.
Disadvantages:
1- No Feed back from the recipient. It gives knowledge and instruction only.
2- Not necessarily influence and change attitude, practice and behavior of exposed recipients.
3- Community participation: Community non-governmental organizations (NGOS), leaders and influential participate in delivery of health services, especially primary health care. Health education is a particularly valuable function.
Use of campaigns: Special health education campaigns are mounted to achieve a particular aim. e.g. use of safety belts in cars. Occasionally, shocks tactics are used to emphasize a serious subject e.g. demonstration of damaged cars exhibited beside main roads remind travelers about the result of road accidents.
Communication Barriers:
1- Social and culture gap between communicator and participants.
2- Limited receptiveness of participants.
3- Negative attitudes to communication.
4- Contradictory messages
5- Insufficient emphasis on education by the health professional.

II. PROMOTION OF FOOD SUPPLY AND PROPER NUTRITION
1)Introduction: 
· The dual PHC responsibility of promotion of food supply and promotion of proper nutrition as expressed in the element implies that nutritional needs of the community cannot be fulfilled without ensuring adequate food supply.  
· The heath care providers are responsible of leading the people to select the right kind of locally available food within their financial abilities, educating them regarding nutritional needs of special groups, correcting dietary practices, managing non dietary contributes, detecting and managing nutritional disorders within the family and reaching the community with acceptable nutritional programs. 
2) Malnutrition: Mal nutrition is defined as a pathological stale resulting from a relative or absolute deficiency or excess of one or more essential nutrients.
Classification: 
* Under-nutrition: insufficient food is consumed over an extended period of time leading to starvation in extreme cases. 
* Over-nutrition: arising from excessive food consumption over extended period.
* Imbalance: disproportionate intake of various nutrients.
* Specific deficiency: relative / absolute lack of an individual nutrient. Ecological associates: the persistence of malnutrition in a community is related to variety of dietary and non–dietary factors. 
* The fine major ecologically associated factors are:  
1) Conditioning influences: Bacterial, viral and parasitic agents (infection and recurrent infestation). 
2) Cultural influences: food habits – infant and child feeding – feeding of pregnant and lactating women – cooking practices – beliefs and taboos. 
3) Food production: customs related to methods of cultivation, animal husbandry, food storage and redistribution. 
4) Socioeconomic: family size, occupation, income, education, and housing.
5) Health and educational surfaces: Number of hospitals, health center, distribution of health personnel, preventive, promotive and education services. 

3) Nutritional Management:  
Objectives: 
· To undertake continuous surveillance of the dietary and nutritional trends among the community.
· To define the nutritionally at risk population and institute appropriate nutritional programs. 
· To detect and manage the nutritional disorders within the ongoing PHC services. 
4) Role of Heath centers: To fulfill the above objectives, the health centers should undertake:
a) Nutritional surveillance. 
b) Apply correction measures. 
The nutritional problems should be managed by: 
A) Action at the community level.
It should commence with analysis of nutritional problems in term of:
a) Extent, distribution and types of problems.
b) The population group, which is nutritionally at risk. 
c) The dietary and non-dietary factors contributing to malnutrition. 
Then by  
a) Application of intervention program e-g supplementary feeding programs for high-risk group, vitamin A prophylaxis for special age group. 
b) Long-term solutions by correct the ecological factors of malnutrition and by first of all increasing the availability of food both in quantity and quality. 
c) Integrated MCH approach can protect the vast majority of at risk population. 
B) Action at family level: By nutritional education in: 
1) Selection of right kind of local food 
2) Planning of nutritionally adequate diet according to family budget 
3) Correction or Identified dietary prejudices and taboos.
4) Breast feeding and infant and child feeding practices 
5) Nutritional needs of expectant and lactating mothers.
6) Encouraging food productions by family.
Energy requirement: 
(A) Children and adolescents: The energy intake of children must allow for satisfactory growth and physical development and for the high activity that is characteristic of healthy children.
Recommendations for the energy requirement of children are based mainly on measurements of actual food intakes of normally growing children.
(B) Energy requirement of Adults: 
* Adult 20 – 39 
	Male 						2300 – 3100 k. cal 
	Female 					1600 – 2400 k. cal 
The energy requirements decreases by 5% for each decade between the ages of 40 – 59 and by 10% from 60 – 69 years of age. For age of 70 years and above another reduction of 10% is suggested. 
NB.  Main energy producers: - 
Carbohydrates 		          produce 4 k cal per gram. 
Fats 					produce 9 k cal per gram. 
Proteins 				produce 4 k cal per gram. 
(C) Energy requirements during pregnancy and lactation: 
The total energy Cost to meet the increased needs of pregnancy is about 80.000 k cal – which means an average increase of 285 k cal per day during the 280 days of pregnancy. About 150 k cal per day during the second and third trimester. 
The additional energy requirements for lactation will be 550 k cal per day.

ASSESSMENT OF NUTRITIONAL STATUS
The assessment of the nutritional status of a community must be based on a thoughtful consideration of all available findings and information. The different methods aimed at assessing quite different aspects of human nutrition ranging form food production to cellular metabolism. 
Methods used in assessing nutritional status are: 
(A) Direct method (nutrition survey). It include: 
1) Clinical examination. 
2) Nutritional anthropometrics measurements.  
3) Laboratory investigations. 
4) Biophysical examination. 
(B) Indirect methods: It Includes: 
1) Age specific mortality rate: Infant mortality and 1-4 years mortality. 
2) Morbidity and cause specific mortality. 
C. Food balance sheet. 
D. Dietary surveys. 
A. Direct method: Nutrition Survey
1) Clinical Examination: has always, and remaining, an important practical method for assessing the nutritional status of the community. 
-It includes examination for siblings suggestive of malnutrition according to a special scheme suggested by WHO Expert Committee on Medical Assessment of Nutritional status e.g. sign of avitaminosis, protein caloric malnutrition etc. 
-The positive clinical signs should be reported as “percentage positives“ for such signs of the examined population in each age i.e. infants, pre-school age group, school children and adults. 
-No diagnostic conclusion can be usually withdrawn for the high prevalence of a single sign. Also, examinations can include, physical development (milestones), psychological development etc. 
2) Anthropometrics Measurements: Although the pattern of growth and physical state of the body is genetically determined, yet they are strongly influenced by environmental factors especially nutrition and therefore anthropometrics measurements are useful criteria for assessing nutritional status. 
-Certainly the physical dimensions of the body are much influenced by nutrition, particularly in the rapidly growing period of early childhood. Anthropometrics measurements should be expressed in percentages of population examined that fall in various 10% below the standard reference, e.g. 90-81%, 80-71%, and 70-60% and below 60%. 

 The anthropometrics measurements include: 
a. Weight: it is the “ key “ anthropometrics measurement. 
-The evaluation of the significance of weight measurements must take into account length, frame size, proportions of fat, muscle and bone and the presence of pathological weight due to edema for example. 
-Accordingly, weight measurements should be combined with other appropriate measurements and with clinical examination. 
-Body weight measurements found in a community can best be compared with locally prepared standard of references as Harvard standard. The first thing to be affected by malnutrition is weight, which may indicate acute malnutrition while length is affected later and denotes chronic malnutrition. 
-By weight we can detect cases with protein caloric malnutrition (PCM) i.e. Marasmus and kwashiorkor. 
b) Linear measurements: Include length and circumference of head and chest. 
c) Mid-arm circumference. 
d) Skin fold thickness. 
3) Biochemical Tests: these include hemoglobin, and plasma proteins. As with all methods of assessment, the nutritional significance of the results of the biochemical tests in a community has to be correlated with all other findings; clinical, anthropometrics, dietary and ecological. 
a) Hemoglobin and hematocrite: The hemoglobin level below which anemia can be said to exist. 
b) Plasma proteins: plasma proteins especially albumin are much reduced in kwashiorkor. 
-The body’s ability to synthesize serum albumin is affected relatively late, and that the primary effect of protein lack is depletion of muscle tissue levels of total plasma proteins, as raised globulin levels due to infections, are likely to influence the results. 
-It is believed that, the level of serum albumin falls significantly only in severe protein depletion, thus serving “only as a confirmation of a condition already clinically evident“ and that is not, of value for detecting “marginal“ mild-moderate cases of protein calorie malnutrition. 
4) Biophysical: This, type of survey may be sometimes of value in retrospective assessment of malnutrition as with rickets and possible protein calorie malnutrition in early childhood.

Food balanced sheet
Food balanced sheet for a whole country is a method of estimating the national food and calculating the share of every individual per day.
The Egyptian food Balance sheet: It shows the following: 
* About 70% of total calories, protein, iron, vitamin B, and niacin are from cereals. 
* Calories are more by about 400 calories than average requirement. 
* Although iron intake is high, yet the utilized part is low because it is mainly from bread, which contains phytates, and renders iron unabsorbable. 
* Proteins are of low biological value deficient mainly in lysine and tryptophan. 
* Riboflavin intake is low due to deficient intake of animal products being 0.93 mg. 
Dietary Survey
On a national scale the food supply is usually assessed by preparing food balance sheets, which estimate the food stuffs available per person per year from data on food production.

Classification of under-nutrition: 
· The most sensitive indicator of malnutrition in childhood is failure to achieve normal growth. 
· Of the many classification systems proposed, three have gained general acceptance. 
· In each of these the size of the child is compared with a ‘normal’ reference; the reference recommended by the World Health Organization (WHO) is the American standard NCHS (National Center for Health Statistics). 
· Other standards have been used, but those derived from the healthy populations from various countries are all very close to NCHS values.
GOMEZ CLASSIFICATION: 
· The Gomez classification characterizes a child according to its weight relative to that of a normal child of the same age, expressed as a simple percentage. The grades are shown in below. 
· This system is used in public health screening and to evaluate the impact of public health interventions. 
· It has limited clinical use for individuals. This classification uses the index weight for age and divided malnutrition into three degrees: there are three zones by 2 lines corresponding to 75% of median and 60% of median (weight) 
90-75 %  …..  1st degree malnutrition.
75-60 %   ….. 2nd degree malnutrition.
< 60 %  …… 3rd degree malnutrition.
(Percentage of standard weight / age of Harvard 50th percentile).
Advantages and disadvantages:
- It is easy method to assess the nutritional status and determine the degree of malnutrition.
1. It cannot differentiate between acute or chronic malnutrition.
1. Severe cases were not subdivided according to clinical picture such as edema or dermatitis.
1. It does not include premature or LBW
1. The main difficulty in this classification is that; in many communities the precise age of children is unknown

WELLCOME CLASSIFICATION: 
· The Wellcome classification was introduced to overcome the difficulty of misclassification of children with edema. 
· It groups children according to two criteria: the presence or absence of edema and, similar to the Gomez system, the weight deficit of the child for its age. Each child is assessed for each feature independently so that four possible indices are obtained. 
· An unfortunate result of the introduction of this classification has been the restriction of the definition of kwashiorkor to patients with nutritional edema alone. 
· Thus the term kwashiorkor is now used with two different meanings: one as a synonym for ‘edematous malnutrition’, and the other to denote the clinical syndrome described by Williams where the changes in skin, hair, and fatty liver are also important. 
· Another unfortunate result is that by defining marasmus in terms of a child with a weight for age of less than 60 per cent of the standard, regardless of body habits, both stunted and wasted children are included in the definition, whereas before it was used to denote only a thin wasted child. 
· It is important to understand clearly how the use of the terms kwashiorkor and marasmus has changed. 
· The Gomez and Wellcome classifications, by using weight for age, fail to differentiate between long-standing failure to grow and acute weight loss.

WATERLOW CLASSIFICATION: 
· Normal growth is a continuous, balanced, and predictable growth of tissue that results in a steady increase in both height and weight. 
· An adverse effect, which continues for a period of time, may result in slowing or cessation of growth. 
· The child is normally proportioned, but as time passes he falls further and further behind other children who are actively growing so that the criteria for severe malnutrition are eventually reached. 
· Because of the shape of the normal growth curve, the younger the child the more rapidly will he fall behind. 
· If a normal child changes growth rate to half normal, he will be twice his present age before he falls below 60 per cent of normal and can be diagnosed as severely malnourished. 
· A child who is exposed to a more severe insult will not only stop growing in height but will also lose weight, becoming underweight for his age much more quickly.
· Thus within the group of children who are underweight for their age (Gomez and Wellcome classifications) there are two conceptually different conditions: first, stunted but normally proportioned (nutritional dwarfism); second, of normal height but thin and wasted (the original concept of marasmus). 
· The two conditions can be differentiated by measuring the height as well as the weight and age. 
· Stunting is determined by the height of the child relative to the height of a normal child of the same age (height for age), and wasting as the weight of the child relative to the weight of a normal child of the same height even though the normal child is usually chronologically younger (weight for height). 
· The grades of stunting and wasting are shown in the following table:
	               Weight/height
Height / age 
	 80 % of median
	<80 % of median

	  90 % of median
	Normal
	Wasting          acute malnutrition 

	< 90  % of median
	Stunting        chronic malnutrition
	Wasting & stunting        acute & chronic



Waterlaw has taken into consideration both: 
1. Height for age (chronic malnutrition)
1. Weight for height (acute malnutrition)
Advantages: determine both acute and chronic malnutrition when measuring the nutritional status of children.
III. MATERNAL AND CHILD HEALTH
Importance:
1. In terms of number the children and women in child bearing age constitute approximately 70% of the population, 50% children under 15 year and 20% women in child bearing period
2. They form the largest vulnerable group.
3. The majority of morbidity and mortality of them can be prevented.
4. Death of children in early life means a great loss to his family and causes drop in life expectancy of whole country.
5. Death of mothers due to causes related to pregnancy, labour, perpeurium means great loss due to:
a- Loss of women during most reproductive and enjoyable period of life
b- Disruption of family life
c- Maternal deaths may associated with child death
d- Living children will be deprived form maternal love and care.
Objectives:
1- Reduction in maternal, perinatal, infant and childhood mortality and morbidity.
2- Promotion of reproductive health.
3- Promotion of psychological development of the child and adolescent within the family.

Program of Maternal Health
I. Motherhood care (preconceptional care)
This is the process of preparing the girl for normal child bearing in the future.
Aim:
1. Exclusion of prevalent heridofamilial diseases.
2. Assessment of immunization status.
These can be done by:
1. Clinical examination to assess sexual development and functions and general health.
2. Assessment of heridofamilial risk like sickle call trait and other haemoglobinopathies
3. Exclusion of frank conditions/ deformities, which could affect reproductive health.
4. Blood group; Rh status and Hb status.
5. Health education related to promotion of reproductive health.
6. Nutrition education.
7. Rubella immunization (if not immunized).
8. Tetanus Toxoid immunization (if not immunized).
9. Periodic follow-up.
10. Referral on indications.


II. Antenatal care
Antenatal care is the care of the women during pregnancy. The primary aim is to achieve a healthy mother and healthy baby at the end of pregnancy.
Objectives:
1. To promote, protect and maintain the health of the mother during pregnancy.
2. To detect high-risk pregnancies and to give them special attention.
3. To prevent complications.
4. To remove anxiety and fear associated with pregnancy.
5. To reduce infant and maternal mortality and morbidity.
6. To teach the mother the elements of child care nutrition, personal hygiene and environmental sanitation.
7. To promote Cooperation between the community and primary health care facility.
Objectives are to be achieved by:
A. Antenatal visits:
In the first 6 months, the visits every month.
In the 7th - 8th months, the visits every 2 weeks.
In the 9th months, the visits every 1 weeks.
B. Conducting antenatal examinations in the first contact:
1. Confirm the diagnosis of pregnancy
2. General examination for abnormal condition of pregnancy
3. Local examination to detect uterine or pelvic pathology
4. Blood pressure, and weight.
5. Laboratory investigation i.e. Urine for albumin and sugar, blood for hemoglobin, blood group, Rh factor, VDRL.
In the other contacts:
 Physical &obstetrical examination.
 Examine for edema and anemia.
 Weight & blood pressure.
 Treat minor illness.
 Look for signs of toxemia.
 Identify high-risk groups.
B.1. The Risk approach: The central purpose of antenatal care is early detection of high-risk pregnancies, from a large group of mothers and arrange for their skilled care.
What comprises the risk?
1. Elderly primigravida.
2. Short stature primigravida (below 140 cm).
3. Malpresentation (breach, transverse lie, etc)
4. Antepartum hemorrhage, threatened abortion
5. Pre-eclampsia and eclampsia.
6. Anaemia (Hb % is 50% or below)
7.   Multiple pregnancy and hydramnios
8.   Previous stillbirth, intrauterine death
9.   Elderly grand multipara
10. Post maturity (prolonged pregnancy 14 days or more of E D.D).
11. Previous history of caesarian section or instrumental interference
12. Pregnancy associated with general diseases (kidney diseases, diabetes, cardiovascular diseases, tuberculosis, liver disease, etc).
B.2. Domiciliary Visits: At least one home visit by the midwife or health visitor in the course of antenatal care to observe the environmental and social conditions and to reassure the family members regarding the safety of services.
C. Prenatal advise:
1. Advise regarding diet:
 The caloric needs increase by 300 K cal/day
 An additional allowance of 14 gm protein/day during 2nd and 3rd trimester.
2. Advise regarding personal hygiene.
 Regular bathing, clean clothing, oral & dental hygiene.
3. Advise regarding rest, sleep & exercise.
4. Advise regarding the use of drugs.
 Some drugs can affect the fetus in pregnancy and affect the infant if taken during lactation & should be avoided.
5. Advise regarding warning signs.
Warning signs includes
 Swelling of feet
 Fits (convulsions).
 Severe headache.
 Blurring of vision.
 Bleeding or discharge per vagina.
 Any other unusual symptoms (cessation of fetal movements, lower abdominal pain, external trauma, etc).
6. Advise regarding child care
Mother education should aim at:
 Nutrition education
 Advise on hygiene and child bearing
7. Other advise: As for treating constipation by high fiber diet, restriction of intercourse during last trimester.
D) Specific heath protection from:
a) Anemia.
b) Associated nutritional deficiency.
c) Toxaemia of pregnancy.
d) Tetanus.
e) Syphillis.
f) German measles.
g) Rhesus status.
E) Mental preparation: Sufficient time and opportunity must be given to all mothers to have a free and frank discussion on all aspects of pregnancy, delivery and childcare.
F) Spacing of births: A minimum period of two years between two successive pregnancies should be aimed at.
III. Intra-natal Care
The place of delivery may be home or center, for both a good international care should aim at:
1. Asepsis
2. Minimum injury to the mother and new born.
3. Preparedness to deal with complications.
4. Care of baby at delivery viz.:
 Resuscitation.
 Care of cord.
 Care of eyes.

IV post-natal care
Care of the mother and the newborn after delivery is known as postnatal care. 
A. Care of the mother
Objectives: 
1. To prevent complications of post-partal period.
2. To restore the health of the mother.
3. To check the adequacy of breast-feeding.
4. To provide basic health education to the mother and family.
Complication of post-partal period:
1. Puerperal sepsis.
2. Thrombophlebitis.
3. Secondary hemorrhage.
4. Others as urinary tract infection, and mastitis.
Restoration of the health of the mother: Through
1. Post natal visits: During the puerperium, the mother is visited at 1st, 3rd, 5th, 7th day.
2. Postnatal exam for anaemia & Malnutrition.
3. Postnatal exercises.
4. Psychological support.
Basic health education: about
1. Hygiene.
2. Feeding of mother and infant
3. Importance of postnatal examination
4. Birth registration
5. Importance of visit to well baby clinics.
B. Care of new born
1. Resuscitation.
2. Care of cord.
3. Care of eyes.
4. Care of skin.
5. Examination of abnormalities such as:
 Cyanosis.
 Difficulty in breathing.
 Imperforate anus.
 Persistent vomiting.
 Sign of cerebral irritation such as convulsions.

CHILD HEATH CARE
UNDER 5 CLINICS
Objectives:
1. Care in illness.
2. Adequate nutrition.
3. Immunization.
4. Heath teaching.
I. Care in illness
 The felt need of the mother regarding her child is care and treatment of sick children. 70-90% of the care of sick children can be handled in PHC. Centers.
II. Adequate nutrition
Through specific intervention programs e.g.:
1. Nutrition education of the mother.
2. Nutrition supplementation.
3. Nutrition rehabilitation.
III. Immunization
Immunization of children according to the schedule of Immunization (see EPI)
IV. The road to health card
Objectives:
1. To provide comprehensive health care.
2. Promotion of adequate growth and development.
Principles:
Growth: refers to increase in size of the body.
Development: refers to increase in skill and function
Growth and development: implies not only physical aspect but also intellectual, emotional and social aspect.
Factors influencing growth and development: Genetic, nutrition, age sex, physical surroundings, psychological factors, infection, infestation, socio economic factors, ----- etc.
Milestones in growth and development:
Weight: By the end of six months, the baby doubles its weight. By the end of one year, the weight gain is three times that of birth weight. The weight of the baby will be four times of birth weight by the end of second year.
Height: In the first year of life, the body length increase by 50%, in the second year another 12-13 cm are added
Interpretation: The road to health charts is constructed on the basis of weight records because weight is the most important single measurement, which reflects the growth.  
-The second line from the top on the road to health card represents the 50th percentile of harvard standard and the lower lines represent 90%, 75%, and 60% of weight.
 -The card can be used in grading malnutrition as shown:
Up to 90%                   Satisfactory.
 90 to>75                     1st degree malnutrition 
 75 to > 60                   2nd degree malnutrition
 < 60%                         3rd degree malnutrition
v. Approach through at risk concept.
By this the attention of the health team will be focused towards risk factors.
Probable risk factors:
1. Twins
2. Low birth weight
3. Where breast-feeding has not been established.
4. One parent.
5. Fail to gain weight during three successive months
6. Loses weight during two successive months
7. History of death of more than two siblings during the two years of life
8. Develop acute illness as gastroenteritis, measles, whooping cough.
9. Weight below 70%of reference.
10. Birth order 5 or more.
11. Spacing of less than two years. 
12. Working mother.

VI. Care of low birth weight.
Any baby weighing less than 2.5 kg at birth is called a low birth weight baby
Causes of low birth weight:
a) Maternal
Maternal malnutrition and anaemia 
Maternal morbidity like heart disease, toxaemia of pregnancy, diabetes, uterine malformation, ……etc
b) Fetal
 hydramnios, twins, etc
c) Placental
· Premature separation of the placenta
· Placental insufficiency
 d) Social
 Physical labour in late pregnancy 
 Smoking              
 Poor housing.
 Low economic status. 
 Repeated births.
 Shorter inter pregnancy intervals, …etc
Efforts should be made to prevent low birth weight through maternity care and intervention programs
VII. Infant feeding (Breast feeding)
Advantages to the mother:
1. Emotional association and developing good rapports with her child 
2. Prolongation of birth interval which have positive effects on lower both maternal and infant mortality
3. Promotes uterine involution
4. Lead to decreased breast abscesses.
5. Lower the risk of breast and ovarian cancer
6. Make night feeds convenient
Advantages to the baby:
1. These is no better balanced formula than mother’s milk, which is suitable for the baby
2. No chance of contamination
3. Protects baby from majority of the infections 
4. Exerts a bacteriostatic effect due to certain enzymes present in breast milk. 
5. Protects against allergies.
6. Lactose present in breast milk is converted to vitamin B in the GIT. It also contains other vitamins and minerals that depend on mothers diet.
7. Longer the duration of breast-feeding the lesser the chances of developing arteriosclerosis.
Contra indication of breast-feeding.
Absolute:
1. Severely malnourished mother.
2. Carcinoma of breast.
 Relative:
1. Mother suffering from tuberculosis.
2. Mother suffering from leprosy.
3. Mother suffering from breast abscess.
 Frequency of breast-feeding:
Demand feeding is appropriate and beneficial to the baby than scheduling feeds.
Ten steps to successful breast- feeding
Every facility providing maternity services and care for newborn infants should:
1. Have a written breast-feeding policy that is routinely communicated to all health care staff.
2. Train all health care staff in skills necessary to implement this policy.
3. Inform all pregnant women about the benefits and management of breast-feeding.
4. Help mothers initiate breast-feeding within a half- hour of birth.
5. Show mothers how to breast-feed, and how to maintain lactation even if they should be separated from their infants.
6. Give newborn infant no food or drink other than breast milk, unless medically indicated.
7. Practicing rooming in allows mothers and infants to remain together- 24 hours a day.
8. Encourage breast-feeding on demand.
9. Give no artificial teats or pacifiers (also called dummies or soothers) to breast-feeding infant.
10. Foster the establishment of breast-feeding support groups and refer mothers to them on discharge from the hospital or clinic.
The four criteria of good attachment in breast-feeding
1. The mouth of the baby is open wide
2. Both nipple and aroeola pushed inside the mouth.
3. The tip of nose &chin of baby touch the breast.
4. The baby’s lip are turned outwore.
VIII. Weaning
Weaning doesn’t mean sudden withdrawal of the baby from the breast. It is a gradual process, starting around the age of 4-6 months when the child is introduced to supplementary foods

EVALUATION OF MCH SERVICES
Evaluation is assessment of the effectiveness of available MCH services, that is influenced by two factors:
• Efficiency of services.                  
• Utilization of services.  
Aim of Evaluation:
1. Study of available MCH services for:
• To what extent objectives of services are fulfilled, using direct and indirect health indicators.
• Underlying factors behind underutilization of services.
2. To give recommendations for improving health services, and upgrading
Utilization.
1.Efficiency of Available Services:
1. Convenience: site, catchments area, size of target groups served, accessibility, and work hours.
2. System of work:
• Steps and flow of work: time the consumer takes from reaching until leaving the center.
• Encountered difficulties, if any.
3. Resources: personnel, equipment, material, budget. Health team: number of physicians, midwives and other personnel, and number of target population served by each.
4. Registration system, and record keeping.
II. Utilization of Health Services:
By mothers and their children.
1. Maternal Services:
• Number of registered mothers along the year.
• Attendance of periodic prenatal visits, and percent of regular, irregular and drop-out mothers. 
• Number of deliveries performed by the center along the year, and percent proportion to total registered mothers.
• Users of family planning service, and their features.
• Attitude of mothers from provided maternal and child services, and reasons behind the unfavorable services.
2. Child Services:
• Number of registered children along the year.
• Attendance of periodic child care visits, and percent of regular, irregular and drop-out children.
• Number of children comming for, and completing immunization, and percent proportion to registered children.
III.  Collection and analysis of statistical data, and presentation of morbidity and mortality indices as indicators of maternal and child health.

1. Maternal Service Indices:
• Outcome of registered pregnancies, whether favorable or unfavorable, specially the lethal (abortion, stillbirth, prenatal and neonatal mortality), and percent of each to total pregnancies.
• Incidence and sequelae of high-risk and complicated pregnancy, and labour.
• Maternal mortality: rate, and causes.
2. Infant and child Service Indices:
• Infant mortality per 1000 live born of MCH center deliveries, in a year.
• Neonatal and post-neonatal mortality: percent ratio from infant mortality, and leading causes of each.
• Child 1-4 year mortality: per 1000 registered 1-4 year children, and causes.
• Morbidity among attending children. 
. Incidence of acute disease, especially the diarrheal and respiratory.
 Prevalence of chronic disease and disability.

