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PSMUPDATES:

DISEASES

 FatherofPublicHealth-Cholera
 BarometerofSocialWelfare-Tuberculosis(saidbyWilliamOsler)
 Slims’Disease-HIV/AIDS
 Blacksickness-KalaAzar(Leishmaniasis)
 BlackDeath-Plague
 Cerebrospinalfever-Meningococcalmeningitis
 Breakbonefever-Dengue
 5-dayfever-Trenchfever

 8th-daydisease-Tetanusneonatorum
 Hansen’sdisease-Leprosy

INSTITUTES:

Institute Location
CentralDrugResearchInstitute(CDRI) Lucknow
NationalInstituteofoccupationalhealth Ahmedabad
CentralResearchInstitute (Kasauli)
NationalTuberculosisInstitute(NTI) Bangalore
NationalEnvironmentalEngineering
ResearchInstitute(NEERI)

Nagpur

NationalInstituteofCommunicable
Disease(NICD)

NewDelhi

NationalInstituteofVirology(NIV) Pune
NationalInstituteofNutrition(NIN) Hyderabad
NationalJALMAInstituteofLeprosy Agra
TuberculosisResearchInstitute(TRC) Chennai

StateMedicine;Provisionoffreemedicalservicestothepeopleatgovernmentexpense

SocialisedMedicine;ProvisionofmedicalserviceandprofessionaleducationbytheState(asinstate

medicine;)buttheprogrammetooperatedandregulatedbyprofessionalgroupsratherthanbygovernment

- Preventscompetitionbetweenpractitionersandclients
- Provisionofmedicalservicessupportedbystategovernment
- Ensuressocialequitythatisuniversallyoperatedbyprofessionalhealthservices

Socialmedicine:Studyofthesocial,economical,environmentalculturalpsychologicalandgeneticfactors,
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whichhaveabearingonhealth.

MEASUREMENTS

HUMANDEVELOPMENTINDEX(HDI)
-Compositeindexcombining3indicators
-Longevity
-Knowledge
-Income–realGNIpercapitainPPPinUS$

[PPP–PurchasingPowerParity-Numberofunitsofacountingcurrencyrequiredtobuythesame
amountofgoods&servicesindomesticmarketasonedollarwouldbyinUSA.

HDI–Range0-1

IndividualIndex =Actualvalue–Min.value
Max.Value–Minvalue

Requirement:
Fixed Minvalue Maxvalue
LE0 20yrs 83.4yrs
Meanyearsofschooling 0 13.1%
Expectedyearsofschooling 0 18%
PercapitaGNI $100 $107721

3categories
HighHDI (>0.800) (Iceland/Norway/Australia)
MediumHDI(0.500to0.799)-India
LowHDI (<0.500) (Sierraleone/Niger)

HUMANPOVERTYINDEX(HPI)
Measuresdeprivationinbasicdimensionofhumandevelopment
(ComplementarytoHDIwhcihmeasuresachievement)
Range–0-100

HPI-1(Developingcountries)
3basicdimensions
a)Along&healthylife=vulnerabilitytodeathatearlyageP(ofnotsurvivingtoage40)
b)Knowledge–adultliteracyrate
c)DecentStandardofliving–unweightedaverageof2indicators

i)%ofpopulationnotusingimprovedwatersource
ii)%ofchildrenunderweightforage
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 INDICATORSOFHEALTH

A)MORTALITYINDICATORS-
Crudedeathrate,LifeExpectancy(indicationofS.E.development),IMR,Childmortalityrate,specific
mortalityrate,ProportionateMortalityRate

B)MORBIDITYINDICTORS-
-Incidence&prevalence
-Notificationrate
-AttendanceinOPDs/healthcenters
-Admission,readmission&dischargerate
-Durationofhospitalstay
-Spellsofsickness/Sicknessabsenteeism

C)DISABILITYRATES-
i)Eventtype–No.ofdaysofrestrictedactivity

-Beddisabilitydays
-Work/Schoollossdays

ii)Persontype–Limitationofmobility(confinedtobed)
-limitationofactivity

D)HEALTHCAREDELIVERYINDICATORS-
-Doctorpopulationratio
-DoctorNurseratio
-Populationbedratio
-PopulationperPHC/SC

E)UTILIZATIONRATES-
- E.g. %ofinfantsfullyimmunizedagainst6EPIdiseases

Bedoccupancyrate
Averagelengthofstay
Bedturnoverratio

STANDARDIZEDDEATHRATE:

Methodtocomparedeathratesoftwopopulations.

Twomethods–Direct&Indirect

 Directstandardization

Agespecificdeathratesofstudypopulationareappliedtostandardpopulation
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2requirements -

Availabilityofagespecificdeathrates(ASDR)

Availabilityofpopulationineachagegroup

 Indirectstandardization(SMR)

 Mortalityratesofstandardpopulationareappliedtostudypopulation

o StandardizedMortalityRatio(SMR)= ObservedDeaths x100

 ExpectedDeaths

 IftheSMRisgreaterthan100,thentheparticulargrouphasagreatmortalityriskthanthatof

totalpopulation

ISOLATIONPERIODS

Disease Durationofisolation

Chickenpox
Untilalllesionscrusted,usuallyabout6daysafter

onsetofrash

Measles
Fromtheonsetofcatarrhalstagethrough3rdday

ofrash

Germanmeasles

None,exceptthatwomeninthe1sttrimesteror

sexuallyactive,non-immunewomeninchild

bearingyearsnotusingcontraceptivemeasures

shouldnotbeexposed

Cholera,Diphtheria 3daysaftertetracyclinestarted,until48hrsof
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antibiotics(or-veculturesaftertreatment)

Shigellosis,

Salmonellosis
Until3consecutivenegativestoolcultures

HepatitisA 3weeks

Influenza 3daysafteronset

Polio 2weeksadult,6weekspediatric

TB(positive) Until3weeksofeffectivechemotherapy

HerpesZoster 6daysafteronsetofrash

Mumps Untilswellingsubsides

Pertussis 4weeksoruntilparoxysmscease

DISINFECTION

Material Methods

Inoculatingloopsorwire,tipofforcepsand

searingspatulas
Flaming

Contaminatedcloth,animalcarcasses&

pathologicalmaterial
Incineration

Glasswares,syringes,petridishes,testtubes,

flasks,surgicalinstruments
Hotairoven

Mostoftheculturemedia Autoclaving

Sharpinstruments 5%cresol

Cystoscopes,bronchoscopes,corrugated

rubber,anesthetictubes,facemasks,plastic

endotrachealtubes

Glutaldehyde

Milk Pasteurization
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Suturematerialexceptcatgut Autoclaving

Catgut Ioninzingradiation

Dressings,apron,gloves,catheters,surgical

instrumentsexceptsharpones
Autoclaving

Heatsensitivecatheters,wards,labs,OT
Formaldehydegasor

UVrays

Culturemediacontainingegg,serumorsugar Tyndallisation

VACCINATION

HISTORY:

• 1978–ExpandedprogramonImmunization(EPI)introducedinIndia;IntroductionofBCG,DPT,
OPV&Typhoid;Mainlyinurbanareas

• 1985–EPIwasrenamedasUniversalImmunizationProgram(UIP);Measleswasadded;
• 1990–VitaminAsupplementation
• 1992–Childsurvival&safemotherhoodprogram(CSSM)
• 1995–PolioNationalImmunizationDays(Pulsepoliorounds)
• 1997–Reproductive&Childhealthprogram-I
• 2005–RCH-II&TheNationalRuralHealthMission(NRHM)

STRAINS

Vaccine Strain(s)

BCG Danish-1331strain(WHO

recommended)

Measlesvaccine EdmonstonZagrebstrain(MC)

Schwartzstrain

Mumpsvaccine JeryllLynnstrain

Rubellavaccine RA27/3

Yellowfevervaccine 17Dstrain
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Varicellavaccine OKAstrain

Japaneseencephalitis

vaccine

Nakayamastrain

BeijingP3strain

SA14-14-2–livevaccine(Usedin

India)

Swinefluvaccine

(killed)

A7/California/2009

Malariavaccine SPI66strain

Pf25strain

HIVvaccines mVA(modifiedVacciniaAnkara)

strain

CASESOFDELAYEDIMMUNIZATION

 Acompletelyunimmunizedchild

 At9monthsofageshouldreceive:BCG,DPT-1b(nexttwodosesonemonthaparteachand

boosterafter1yearof3rddose),OPV-1(nexttwodosesonemonthaparteachandbooster

after1yearof3rddose),HepB-1(nexttwodosesonemonthaparteach),Measles,andVitamin
A(1LacIU)

 At18monthsofageshouldreceive:DPT-1(nexttwodosesonemonthaparteachandbooster

after1yearof3rddose),Measles(ifnotsufferedfrommeaslesdiseasepreviously),and
VitaminA(2LacIU)

STUDYDESIGNS

EPIDEMIOLOGICALMETHODS
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OBSERVATIONAL EXPERIMENTAL/INTERVENTIONAL

Descriptive Analytical

-RCT

-Ecological/Correlational -FIELDTRIALS

-Cross-sectional/Prevalence

-casecontrolstudy

-cohortstudy

DIFFERENCE

CaseControl Cohort

1.Proceedsfrom“effecttocause” Proceedsfrom“causetoeffect”

1.Startswithdisease Startswithexposuretosuspected

cause

2.Fewerno.ofsubjects Largenumberofsubjects

3.Suitabletoraredisease Notforrare

4.Quickresearch Longfollow-upperiod

5.YieldOR(estimateofRR) YieldRR,AR

6.Yieldinformationaboutmultiple
riskfactors.

Yield information aboutmultiple

outcome

7.Inexpensive Expensive
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RecentchangesinTuberculosisguidelines2016

1.3newgoals–cure,preventresistanceandbreakchainoftransmission

2.Introductionofdailyregime:BeingpilottestedatGujarat,Maharastra,Jharkhand,Sikkimand

HimachalPradesh

3.DefinitionandtreatmentofmonoandpolyresistanceapartfromMDRandXDRTuberculosis

4.TreatmentinCAT1–2(HRZE)+4(HRE):Continueethambutolincontinuationphasetoo

5.TreatmentinCAT2–2(HRZES)+1(HRZE)+5(HRE)

6.IntroductionofBedaquilineasanewdrug:

a)ATPsynthaseinhibitorspecificallytargetsmyc.Tb
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b)Indicatedinagemorethan18years

c)ContraindicatedinpregnancyandthosetakinghormonalOCP

d)Itmaybegiveninpatientswithstablearrhythmia

e)MDRTB/XDRTBunderDOTS

f)Rolledoutat6governmenthospitals,104districtsacross5statesdrugnotavailableinretail

market

g)Decreasedurationfrom24to30monthsto12months

7.Definitionofpresumptivetuberculosis:Duration>2weeksetc.

8.NewalgorithmtodiagnoseTuberculosis–pulmonary,extrapulmonary,drugresistant.

9.IntroductionofNewermolecularmethodslikeCBNAATandlineprobeassayindiagnostic

algorithmapartfromsmearmicroscopyandchestXray

10.DiagnosisoftuberculosisbasedonX-raywillbecalledasClinicallydiagnosedtuberculosis.

11.Sputumshouldbearound2mlandpreferablybemucopurulent

12.Followup–NewandpreviouslytreatedDrugsensitivepulmonarytuberculosis–Noneedto

extendIntensivephase,sputummicroscopyatendofIPandendoftreatment,weightmonthly,chest

x-rayifrequired

13.Followup–

a)MDRtuberculosis–sputumsmearmonthly3,4,5,6,7monthsinintensivephaseandat3

monthsintervalincontinuationphase9,12,15...,extendIPphasebymaximum3monthstotal

of9months

b)MonitoringhealthstatusofTbtreatedpatients(forrecurrenceofTB)for24monthsafter

treatment

c)Onlinemonitoringoftreatmentadherencethrough99dotsprogramme(currentlyitisonpilot

basisrunningforTB-HIVpatients)

d)IntensifiedTBcasefindinginclinically,sociallyandgeographicallyvulnerablepopulation.It'sa

providerinitiatedactivity

14.Now'TBsuspect'termisreplacedby'presumptiveTBcase'

15.Indiagnosticalgorithmsputumexaminationalongwithchestx-rayisrecommended

16.'NSP'termisreplacedby'microbiologicallyconfirmedcase'

17.NSNandothersrcallednowonwards'clinicallydiagnosedTB'case.(termsreplaced)

18.CatI,CatII,CatIVterminologiesareobsoleteandreplacedbydrugsensitive(neworpreviously

treated)anddrugresistantTBcategories
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ENVIRONMENTALHEALTH

WATERQUALITYCRITERIA

Acceptabilityaspects

Turbidity<5NTU

Colour–Upto15TCU

pH 6.5–8.5

Totaldissolvedsolids<1000mg/L

Chlorides=Max.PERMISSIBLE

LEVEL::600mg/L(guideline=200

mg/L)

Microbiologicalaspects

(bacteriologicalINDICATOR)

Primaryindicator–E.coli

Supplementaryindicators–

Faecalstreptococci(Recent

conta.)

Cl.Perfringens(Remoteconta.)

Chemicalaspects

Arsenic:0.01mg/l

Nitrites<3mg/L(Recent

contamination.)

Nitrates<50mg/L(Remoteconta.)

Radiologicalaspects

αactivity=0.1Bq/L

β=1.0Bq/L

NUTRITION

RDA–energy&proteinintake-ICMR(2010)
Activity Energy Protein(gm/day)

Adult Sedentary(S) 2320
Male Moderate(M) 2730 60

Heavy(H) 3490
Adult Sedentary 1900
Female Moderate 2230 55

Heavy 2850
Pregnancy +350 78

Lactation(0-6mths) +600 74
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Lactation(6-12mths) +520 68

Infants 0-6mths 92kcal/kg/d 1.16/kg
6-12mths 80 1.69/kg

OCCUPATIONALHEALTH

ESIBENEFITS

(A)SicknessBenefit(SB):SicknessBenefitintheformofcashcompensationattherateof70per

centofwagesispayabletoinsuredworkersduringtheperiodsofcertifiedsicknessforamaximum

of91daysinayear.Inordertoqualifyforsicknessbenefittheinsuredworkerisrequiredto

contributefor78daysinacontributionperiodof6months.

1.ExtendedSicknessBenefit(ESB):SBextendableuptotwoyearsinthecaseof34malignant

andlong-termdiseasesatanenhancedrateof80percentofwages.

2.EnhancedSicknessBenefit:EnhancedSicknessBenefitequaltofullwageispayableto

insuredpersonsundergoingsterilizationfor7days/14daysformaleandfemaleworkers

respectively.

Maternitybenefit:
 Confinement:12weeks
 Miscarriage:6weeks
 Sicknessarisingoutofconfinement:30days
 Benefitisaroundfullwages

(B)DisablementBenefit

1.Temporarydisablementbenefit(TDB):Fromdayoneofenteringinsurableemployment&

irrespectiveofhavingpaidanycontributionincaseofemploymentinjury.Temporary

DisablementBenefitattherateof90%ofwageispayablesolongasdisabilitycontinues.

2.Permanentdisablementbenefit(PDB):Thebenefitispaidattherateof90%ofwageinthe

formofmonthlypaymentdependingupontheextentofloss.

(C)Dependants'Benefit(DB):DBpaidattherateof90%ofwageintheformofmonthlypaymentto
thedependantsofadeceasedInsuredpersonincaseswheredeathoccursduetoemploymentinjury
oroccupationalhazards.
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(D)FuneralExpenses:AnamountofRs.10,000/-ispayabletothedependent.

BEHAVIORALSCIENCES

PSYCHOLOGY
 Attitude-arelativelyenduringorganizationofbenefitsaroundanobject,subjectorconceptwhich

predisposesonetorespondinsomepreferentialmanner.
-acquiredcharacteristics
-permanentwaysofbehaving
-objective
-caughtbutnevertaught

 Value–theideals,customs,institutionsofasocietytowardwhichpeopleofthegrouphavean
affectiveregard.

 Opinions–Viewsheldbypeopleonpointofdispute/Temporary&provisional
-innersubjectivethoughtofapersontowardsanindividualonasituation

 Belief–Viewsderivedfromparents,grandparents&otherpeoplewerespect–arepermanent,
unstable&almostunchanging

 Culturalbelief–Learnedbehaviorwhichispermanent&consistentbutliabletochange
 Learning-anyrelativepermanentchangeinbehaviorthatoccursasaresultofpracticeor

experience
3types–Cognitivelearning(knowledge)

Affectivelearning(Attitude)
Psychomotorlearning(skills)

HEALTHEDUCATION

MethodsInHealthEducation

I)Individualapproach-
Personalcontact/Homevisit/Personalletters

II)Groupapproach

A)Lecture
B)Demonstration-toteachaslumaboutORS.
C)Discussion

-Focusedgroupdiscussion(FGD):(6-12membersinagroup,groupleadershouldinititateand
facilitatethediscussion;Nomogram/sociogram:graphicalrepresentationofinteractionamong
participantsinFGD)

-Paneldiscussion(Expertpanel–discussessubjectamongsttheminfrontofalargeaudience,No



Discussionpaper-PSM

orderofspeeches,audiencecantakepart)

-Symposium(Seriesofspeechesbyexperts,Nodiscussionamongexperts,audiencecanraise
questionattheend)

-Workshop:ASMALLGROUPworkingunderafacilitatorwithmoreemphasisonindividualwork

-Conference
-Seminar
-Roleplay

III)Massapproach
-Massmedia
-Directmailing
-Posters
-Healthexhibitions
-Folkmethods
-Internet

DelphiMethod-
 Systematicinteractiveforecastingmethodforobtainingconsensusforecastsfromapanel

ofindependentexperts.
 Conductedin2-3rounds
 Questionnaire–used
 Summaryatendofeachroundwithreasoning
 Participantsareencouragedtorevisetheirearlieranswers.
 Tillitconvergetowardsthecorrectconsensualanswer
 Pre-definedstopcriterion-No.ofrounds/Achievementofconsensus/Stabilityofresults
 Mostusefultoarriveatsingledecision

HEALTHPLANNINGANDMANAGEMENT:

DEFINITIONS

Objective-
-Plannedendpointofallactivities
-isprecise(point)
-Eitherachievedornotachieved
-

Target-
-Adiscreteactivitywhichhelpstomeasuredegreeofachievement
-

Goal-
-Ultimatedesiredstatetowardswhichobjectives&resourcesaredirected
-Notconstrainedbytimeorresources
-Notnecessarilyattainable

Mission-
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-isadescriptionoffundamentalprincipleofexistenceofaprogramme
-isusuallytimebound

Policy-Guidingprinciplesstatedasexpectations

Programme-Isasequenceofactivitiesdesignedtoimplementpolicies&accomplishobjective

 Monitoring–partofprogramme(Performanceofplannedactivities)
Supervision–performanceofpeopleinproject
Evaluation–assessmentofprojectasawhole

MANAGEMENTMETHODS

I)BasedOnBehavioralScience
-Organizationaldesign
-Personalmanagement
-Communication
-InformationSystem
-Managementbyobjectives(MBO)

II)QuantitativeMethod
-Costbenefitanalysis
-Costeffectiveanalysis
-Costaccounting
-Input–outputanalysis
-Model
-Systemanalysis
-Networkanalysis-PERT/CPM
-Planning–Programming–Budgetingsystem–PPBS
-Worksampling
-Decisionmaking

Costbenefitanalysis
-Economicbenefitofanyprogrammecomparewithcostofthatprogramme
-Benefitsareexpressedinmonetaryterms(MONEY)
-Maindrawback–allbenefitsinthefieldofhealthcannotbeexpressedinmonetaryterms

Costeffectiveanalysis(CEA)
-Benefitsexpressedintermsofresultachieved(EX-noofmaternaldeathsavoidedperunit

cost)
-MostcomprehensiveindicatorofCEA-QALYsgained

Costaccounting
-Basicdataoncoststructureofanyprogramme

Systemanalysis
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-Findingcosteffectivenessofavailablealternatives.

Networkanalysis
-Agraphicplanofallevent&activitiestobecompletedinordertoreachonendobjective
-2types-PERT/CPM

PERT-ProgrammeEvaluation&Reviewtechnique
-Arrowdiagram–representinglogicalsequenceinwitheventsmusttakeplace

CPM -longestpathofnetworkincriticalpath
-Ifanyactivityalongcriticalpathisdelayed,theentireprojectwillbe

delayed

Worksampling
-Systematicobservation&recordingofactivitiesofoneormoreindividualscarriedoutat

predeterminedorrandomintervals.

HEALTHCAREDELIVERYSYSTEM

PrinciplesofPHC(PRIMARYHEALTHCARE)-
Equitabledistribution
Communityparticipation
Intersectionalcoordination
Appropriatetechnology

HealthplanninginIndia
1.Bhorecommittee(1946)

-Healthsurvey&developmentcommittee
Objectives

-3-millionsplan:developmentofPHCin2stages:shorttermandlongterm
-3monthstraininginPSMtoprepareSocialphysicians.

2.Mudaliarcommittee(1962)
-Healthsurvey&planningcommittee
-ConstitutionofAllIndiahealthservices

3.Chadahcommittee(1963)

-VigilanceoperationofNMEP(nationalmalariaeliminationprogramme):responsibilitiesof
generalhealthservices(PHCatblocklevel)

-1basichealthworkersfor10000population:formalariavigilance/collectionofvitalstats&
FP
-FamilyPlanningHealthAssistant(FPHA):tosupervise3-4BasicHW

4.Mukerjicommittee(1965)
-DelinkmalariaactivitiesfromFP
-SeparatestaffforFPprogramme(FP-Assistants)
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5.Jungalwallahcommittee(1967)
-Committeeonintegrationofhealthservices:fromhighesttolowestlevelwithunifiedcadre

andseniority.
-Unifiedapproach–curative&preventive
-equalpayforequalwork,specialpayforspecialwork,Noprivatepractice

6.KartarSinghcommittee(1973)
-“CommitteeonMultipurposeworkersunderhealth&FP”
-EachSCshouldhaveonemaleandfemaleheathworker

-ANMFemaleHealthWorker(FemaleHW)
-LadyHealthvisitorFemaleHealthSupervisor

7.Shrivastavcommittee(1975)
-“GrouponMedicalEducation&SupportManpower”
-RURALHEALTHSCHEME:createparaprofessionalhealthworkersfromwithinthecommunity
(ex-schoolteachers)
-ROMEscheme–Reorientationofmedicaleducation:Attach3PHCstoonemedicalcollege.
-CreateREFERRALSERVICECOMPLEXbetweenPHCandhighercentres.
-Establishmentofmedical&healtheducationcommission(UGC)
--Villagehealthguidescheme

8.KrishnanCommittee(1983)-
-UrbanRevampingScheme:healthpostsinurbanslums

9.BajajCommittee(1986)-
-Expertcommitteeforhealthmanpowerplanning,productionandmanagement.

-FormulationofNationalMedical&HealthEducationPolicy
-FormulationofNationalHealthManpowerpolicy

10.BalwantraiMehtacommittee:-establish3tierruralinfrastructure(GramPanchayat,Panchayat
Samiti,ZillahParishad)

11.Highlevelexpertgroup(HLEG)–under12thfiveyearplan.
Recommendations-UniversalHealthCoverage,3yearcourseofBscincommunity
medicine/bachelorsinruralhealthcare.

Suggestedpopulationnormsforhealthpersonnel

1.VILLAGELEVEL:
TBA(TraditionalBirthAttendant) 1/1000
VHG 1/1000
AWW- 400-800:plain,300-800:hilyandtribal(SheisnotunderMOHFW.Comesunder
MWCD.)
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2.Healthworker(Male/female)/Multipurposeworker(MPW)1/5000or3000:SC
HealthAssistants (Male/female) 1/30000or20000:PHC

3.Doctor 1/3500
Nurse 1/5000

4.Labtechnician 1/10000
Pharmacist1/10000

Nationalhealthpolicy(NHP)-2002
-MOHFW,Govt.ofIndia–FirstNHP–1983
-Revised-NHP-2002
-Goals

2005 -EradicatePolio&Yaws
-EliminateLeprosy
-EstablishintegratedsystemofsurveillanceNationalhealthaccount&Healthstatistics
-Increasestatesectorhealthspendingfrom5.5%to7%ofbudget

2007 -AchievedzerolevelgrowthofHIV/AIDS

2010 -Eliminatekala-azar
-Reducemortalityby50%duetoTB,malaria/VectorBorneDiseases/WaterBorneDiseases
-Reduceprevalenceofblindnessto0.5%
-ReduceIMRto30/1000&MMRto100/1lac.
-Increaseutilizationofpublichealthfacilitiesfrom<20%to>75%
-Increasehealthexpenditureas%ofGDPfrom0.9%to2.0%
-Increasetheshareofcentralgrantstoconstitute>25%oftotalhealthexpanding
-Furtherincreasestatesectorhealthspendingto5%ofbudget

2015 -EliminatingLymphaticFilariasis

12thFIVEYEARPLANTARGETS/NHMtargets

 ReducingMaternalMortalityRatio(MMR)to1per1000livebirths.ReducingInfantMortality
Rate(IMR)to25per1000livebirths.ReducingTotalFertilityRate(TFR)to2.1.

 Reducingmalnutritionamongchildrenofagegroup0-3yearstohalfitspresentlevelieto
23%.

 Reducinganaemiaamongwomenbyhalfie.to28%.
 Raisingthesexratioforagegroup0-6from914to950.

NationalHealthGoalsforCommunicableDiseasesUNDER12THFYP/NHM.

Tuberculosis:Reduceannualincidenceandmortalitybyhalf
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Leprosy:Reduceprevalenceto<1/10000populationandincidencetozeroinalldistricts

Malaria:AnnualMalariaIncidenceof<1/1000

Filariasis:<1percentmicrofilariaprevalenceinalldistricts

Dengue:Sustainingcasefatalityrateof<1percent
Chikungunya:Containmentofoutbreaks
JapaneseEncephalitis:Reductioninmortalityby30percent

Kala-azar:Eliminationby2015,thatis,<1caseper10000populationinallblocks

HIV/AIDSReducenewinfectionstozeroandprovidecomprehensivecareandsupporttoallpersons
livingwithHIV/AIDSandtreatmentservices.

INTERNATIONALHEALTH

WHOdaytheme
2014:Vector-bornediseases(Smallcreatures,bigthreat)
2013:Hypertension(Highbloodpressure)
2012:Ageing&Health:Goodhealthaddslifetoyears
2011:Antimicrobialresistance:noactiontodaynocuretomorrow
2010:Urbanization&health(1000cities/1000live)
2009:Savelives,makehospitalssafeinemergencies
2008:Protectinghealthfromclimatechange
2007:Investinhealth.Buildasafefuture

WHORegions–6regionswithRegionalHQ
Region RegionalHQ

1)SouthEastAsia(SEAR) -NewDelhi(India)
2)Africa -Brazzaville(Congo)
3)America -WashingtonDC(USA)
4)Europe -Copenhagen(Denmark)
5)EasternMediterranean -Alexandria(Egypt)
6)Westernpacific -Manila(Philippines)

DiseaseunderInternationalHealthregulations(IHRs)
Cholera/Plague/Yellowfever/Wildpoliomyelitis/Humaninfluenza/SARS/Smallpox

DiseaseunderInternationalSurveillance(WHO)
Lousebornetyphusfever/Relapsingfever/Poliomyelitis/Malaria/Humaninfluenza/Rabies/
Salmonellosis

CurrentlistofQuarantinedisease(CDC)
Diphtheria/Plague/Yellowfever/Smallpox/InfectiousTB/Viralhemorrhagicfever/SARS
NOTE:

 FORFURTHERUPDATESONPSM:pleasefollowmypostsinDAMSEXCLUSIVECLUB

underhashtag#shettysPSM
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 FORDOUBTSINPSM:pleaseinboxmeinfacebookinmyprofile:RAJEEVSHETTY.

 Topracticemcqsonstatisticsucanrefertomybook“STATSMADESIMPLE”availableon

amazonstores/DAMSstores.

…………………………………………ALLTHEBEST………………………………………………………..


