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Vice-Chancellor's Message

The Distance Learning Centre is building on a sbidlition of over two decades of
service in the provision of External Studies Praogre and now Distance Learning
Education in Nigeria and beyond. The Distance Legrrmode to which we are

committed is providing access to many deservingeNagns in having access to higher
education especially those who by the nature ofr thegagement do not have the
luxury of full time education. Recently, it is coibuting in no small measure to

providing places for teeming Nigerian youths who éme reason or the other could
not get admission into the conventional universitie

These course materials have been written by wrgpesially trained in ODL course
delivery. The writers have made great efforts tovjate up to date information,
knowledge and skills in the different disciplinegdaensure that the materials are user-
friendly.

In addition to provision of course materials innprand e-format, a lot of Information
Technology input has also gone into the deployméburse materials. Most of them
can be downloaded from the DLC website and ardabtaiin audio format which you
can also download into your mobile phones, IPod3MRong other devices to allow
you listen to the audio study sessions. Some ofthéy session materials have been
scripted and are being broadcast on the univessityamond Radio FM 101.1, while
others have been delivered and captured in audimaliformat in a classroom
environment for use by our students. Detailed mi@iton on availability and access is
available on the website. We will continue in otfods to provide and review course
materials for our courses.

However, for you to take advantage of these formas will need to improve on

your L.T. skills and develop requisite distancermgagy Culture. It is well known that,

for efficient and effective provision of Distancealning education, availability of
appropriate and relevant course materialssga qua nonSo also, is the availability

of multiple plat form for the convenience of oundgnts. It is in fulfilment of this, that

series of course materials are being written tdkenaur students study at their own
pace and convenience.

It is our hope that you will put these course matsirto the best use.

bl

Prof. Abel Idowu Olayinka
Vice-Chancellor



Foreword

As part of its vision of providing education fotiberty and Development” for

Nigerians and the International Community, the @nsity of Ibadan, Distance
Learning Centre has recently embarked on a vigorepssitioning agenda which
aimed at embracing a holistic and all encompasapoach to the delivery of its
Open Distance Learning (ODL) programmes. Thus veecammitted to global best
practices in distance learning provision. Apart nfroproviding an efficient

administrative and academic support for our stuigjeme are committed to providing
educational resource materials for the use of twdemts. We are convinced that,
without an up-to-date, learner-friendly and dis@nkearning compliant course
materials, there cannot be any basis to lay clanbding a provider of distance
learning education. Indeed, availability of appraf@ course materials in multiple
formats is the hub of any distance learning provisvorldwide.

In view of the above, we are vigorously pursuingaasatter of priority, the provision
of credible, learner-friendly and interactive caummaterials for all our courses. We
commissioned the authoring of, and review of comnsgerials to teams of experts and
their outputs were subjected to rigorous peer reveensure standard. The approach
not only emphasizes cognitive knowledge, but aksitssand humane values which are
at the core of education, even in an ICT age.

The development of the materials which is on-gafsp had input from experienced
editors and illustrators who have ensured that #reyaccurate, current and learner-
friendly. They are specially written with distantgarners in mind. This is very

important because, distance learning involves maidential students who can often
feel isolated from the community of learners.

It is important to note that, for a distance leartmeexcel there is the need to source
and read relevant materials apart from this coursgerial. Therefore, adequate
supplementary reading materials as well as otHernmation sources are suggested in
the course materials.

Apart from the responsibility for you to read tlsisurse material with others, you are
also advised to seek assistance from your coursiitdeors especially academic
advisors during your study even before the inteéractession which is by design for
revision. Your academic advisors will assist youngsconvenient technology
including Google Hang Out, You Tube, Talk Fusiom;. eout you have to take
advantage of these. It is also going to be of insreadvantage if you complete
assignments as at when due so as to have necéssdipacks as a guide.

The implication of the above is that, a distan@rer has a responsibility to develop
requisite distance learning culture which includdgent and disciplined self-study,

seeking available administrative and academic suppod acquisition of basic

information technology skills. This is why you aemcouraged to develop your
computer skills by availing yourself the opportynif training that the Centre’s

provide and put these into use.



In conclusion, it is envisaged that the course natewould also be useful for the

regular students of tertiary institutions in Nigewho are faced with a dearth of high
quality textbooks. We are therefore, delighted tespnt these titles to both our
distance learning students and the university’'sileegstudents. We are confident that
the materials will be an invaluable resource to all

We would like to thank all our authors, reviewersl goroduction staff for the high
quality of work.

Best wishes.

@"—na‘:i

Professor Bayo Okunade
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About this course manual

About this course manual

Community Health Nursing Il NSG321 has been produne
University of Ibadan Distance Learning Centre. @durse manuals
produced by University of Ibadan Distance LearrQantrer are
structured in the same way, as outlined below.

How this course manual is

structured

The course overview

The course overview gives you a general introdadiiothe course.
Information contained in the course overview wilelpn you
determine:

= |f the course is suitable for you.

= What you will already need to know.

= What you can expect from the course.

= How much time you will need to invest to complédie tourse.
The overview also provides guidance on:

= Study skills.

= Where to get help.

» Course assignments and assessments.

= Margin icons.

We strongly recommend that you read the overviewefully before
starting your study.

The course content

The course is broken down into Study Sessions. Esitily
Session comprises:

= An introduction to the Study Session content.
= Study Session outcomes.

= Core content of the Study Session with a varietyeafning
activities.

= A Study Session summary.
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= Assignments and/or assessments, as applicable.

Bibliography

Your comments

After completing Community Health Nursing Il we wdu
appreciate it if you would take a few moments tgegis your
feedback on any aspect of this course. Your feddivaght include
comments on:

Course content and structure.

Course reading materials and resources.

Course assignments.

Course assessments.

Course duration.

Course support (assigned tutors, technical hetp), et

Your constructive feedback will help us to impromed enhance
this course.



Course Overview

Course Overview

Welcome to Community
Health Nursing Il NSG 327

This course is designed to help students to dewelsgarch interest
and skills in students with a view to preparingnthéor their

professional responsibility. The course is aimedgaiding and

assisting students to integrate the concepts ofmaamty health

nursing into their primary professional roles.

The course seeks to equip nursing students witlwlatge and
skills of assessing and working with families ahd tommunities
wherein they live. Family theories that explain gibke life cycles
of the family with their attendant challenges arglered during
the course. Attempt is also made at identifying neuhble
population within the family and communities with véew of
identifying their needs and possible challengesn@anity health
nurses in collaboration with these groups of argemered to
skilfully proffer solutions to the identified chaliges. Finally,
some current issues affecting community healtreapdored.
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Getting around this course manual

Margin icons

While working through thiscourse manualou will notice the
frequent use of margin icons. These icons servésignpost” a
particular piece of text, a new task or changeciiviy; they have
been included to help you to find your way arouhd course

manua.

A complete icon set is shown below. We suggest tyau

familiarize yourself with the icons and their meanibefore

starting your stud

Q)

=l

Activity Assessment Assignment Case study
Discussion Group Activity Help Outcomes
L I
Note Reflection Reading Study skills
/o7 0,
Summary Terminology Time Tip




Study Session 1Family Health Nursing

Study Session 1

Family Health Nursing

Introduction

In this study session, we will discuss the conadptamily both
from traditional and WHQview points We will also lis and
explain types of famies. We will discuss functions of families
well as implications of community health nursingstly, we will
highlight family assessment tools and discuss abaurof theorie:
in nursing and social sciences that give insignto family
dynamics and family process

Learning Outcomes

©

Outcomes

Terminology

When you have studied this session, you shouldleeta

1.1 define family from traditional view and as accoglito
WHO

1.2 list and explain types and functions of the fanahd their
implications to community health nurs

1.3 discuss implications of community health nur:

1.4 explain foundations for family health assessmentits
various forms

1.5 discuss the concepts of basic tools used in faimaglth
assessment

1.6 explain the concept of family theories

Family A group consisting of parents and children living together
in a household

World health A specialized agency of the United Nations that is
organization concerned with international public health
(WHO)
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1.1 Definitions of a Family

Traditional Definition: A “legal, lifelong, sexug exclusive
marriage between one man and one woman with childwere
the male is the primary provider and the ultimattharity”.

Criticising traditional definition of the family:

1. Legal

2. Lifelong

3. Sexually exclusive between one man and one woman
4. Male being the primary provider and ultimate auitlyor
5. Children involvement

Current trends- WHO'’s acceptable definition: A fgms a self-
identified group of two or more individuals whosssaciation is
characterized by special terms, who may or maybeotelated by
bloodiness or law, but who function in a way thagy consider
themselves to be a family.

OR

A family refers to two or more individuals who deypeon one
another/ who choose to be involved in each otherss and are
therefore bound together by emotional ties anchaesef belonging
(for emotional, physical and/or financial support).

1.2 Types of Families

Let’s remind ourselves of the various definitionsles, functions
and values of families!

» Traditional/ nuclear family: a social unit compos#d father
and a mother joined together in matrimony and their
biological children/offspring (natural, adoptedomth)

* Extended family: the above + extensions via bialabties or
kinship (e.g. uncles, aunts, grandparents etc)

» Family of origin (or orientation): the family intavhich an
individual is born
» Family of pro-creation: the family created for térpose of
raising children
* Blended (bi-nuclear) family: the combination of two
divorced families through remarriage.
* We now have single- parent families, step-pareatsilfes,
same-gender families, families of need (voluntayify) and
families consisting of friends.

Advancement in reproductive technology has givse to:
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= Surrogate motherhood (when a woman, for someoner oth
than herself, carries a child conceived from an etgch
was not her own) e.g. in gayism / lesbianism.

In the next 25 years (Staples, 1989):

= Sexual relations will precede marriage

= People will have a trial period of cohabitation dref entering
into marriage, and marriages will be delayed te latenties/
thirties

» The divorce rate will continue to increase

= Remarriage will occur more slowly

= Couples will limit their families to 1 or 2 childne

= Dual wage- earner family will be the norm in alluseholds

1.2.1 Family Functions

Throughout history, a number of functions have bgeriormed by
the family. This refers to how families go about atieg the
purposes of the broader society.

Family functions are basically divided into 2:

* Instrumental functions: those that pertain to activities of
daily living.

* Expressive functions: those that have to do with the
affective dimension of the family.

The functions include:

1. Socialization and Social Placementhe parents are the major
agents of socialization which involves inculcatitig norms and
values for the many family roles that are requicddhe family
members. The family is responsible for transforntimg infant into

a social being who can assume adult social roliso@Agh this role
is shared with many institutions outside the faneily. the school,
churches, mosques, health and human service agencie

2. Reproductive Function the continuity of both the family and
the society continues to be ensured through thmstion. Though
thwarted, by the various emerging trends discusdeulit earlier,
this function is being achieved through adoptiontifiaal
insemination, or other technological means that maynay not
include a second parent.

3. Economic Function achievement of economic survival is now
done through many means as against what operatéeipast
(children were expected to contribute towards tfashers were
expected to bring in money while the mother staysoane to take
care of the children elc
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1.2.2 Family Structure

This refers to the characteristics and demograpl@as age, sex,
number) of individual members who make up familytainMore
specifically, it defines the roles, responsibikt&nd the positions of
family members. There is no “typical” model of faynstructure.
The family structure changes and modifies over tiflee same
individual may participate in a number of familyeliexperiences
over time

ITQ

Question
What is the difference between family functions &dily roles?
Feedback

Family roles are responsibilities performed by wdiial members
of the family with a view of achieving family goalsWHILE
Family functions are responsibilities performedtbg family as a
unit with a view of achieving the goal of the commty wherein
such a family lives.

1.3 Implication for Community Health Nursing

A family is who they say they are i.e. do not toyré-constitute or
re-define for them (keep your socio-cultural opmim yourself).
Community health nurses working with families shibul
communicate and include all family members in Heattre
planning.

Views the family from 3 perspectives:

As a Context In this context, the emphasis of care is thevialdial
bearing in mind that he or she is a part of a lagestem, the
family. Mostly used in other specialty areas ofgiing e.g. how has
the clients’ diagnosis of insulin-dependent diabetdéfected the
family?

As a Client This is when the family is seen as a whole, rathan

the individuals. The family is viewed as a set mieracting parts
and emphasizes assessment of the dynamics amosg plaets
rather than the individual parts. it looks at themily as a
interactional system e.g. how is the family reagtio the mother’'s
recent diagnosis of liver cancer?

As a Component of Societythe family is seen as one of the many
institutions of the society along with health, edlimn, religious
and financial institutions to receive, exchanggige services
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1.4 Family Assessment

The identificdion of one or more family to utilize is not an eimc
itself but a means to an end. It is to help the Gidess the fami
for strengths, weaknesses, potential and actuatatdir The
following are to be assess

1.4.1 The Family Environment

It's the plysical, psychological and social dimensions of
environment within which the family lives. This iesxpedien
because all these have their contributory impacthe famil.

1.4.2 Physical Environment

This includes the dwelling and the conditions binside and
outside. Size, number of rooms, orderliness, candibf the yard
furnishings, plumbing, heat, health and safety fd&a.g. presenc
or absence of smoke detectors and fire extingusshenergenc
exits etc; ability to purchase basic serv e.g. refuse collectiot
security, electricity etc. Other physical aspedtshe environmen
to be assessed include neighborhood, air and wgtetity.
Information about the neighborhood can be obtaitledugh
windshield survey and by asking questiorom the family
members: how easily accessible are schools, chsirehesques
hospitals, stores, public transportation; typehafes occupyin
the environment, crime rate, air, water and noigiépon, quality
of sanitation etc

Each of these areas should be addressed based on the identified need of the
family. In addition, the family members should be asked about their
knowledge and perceptions to some of these issues because this to a large
extent influences both the way the family functions within that environment
and the degree to which the family will respond to nursing interventions.

1.4.3 Psychological Environment

The significant aspects of this include developmerntiadas, family
dynamics and emotional strengths. Also to be sed is the
communication patter- verbal and nonverbal, both within an
outside the family, family roles and coping stragsgn use

1.4.4 Social Environment

This includes religion, race, culture, social class,nernic status
and external resourceuch as school and health resources (
does the family manage health and ilines
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1.4.5 Family Strengths

This includes ability to provide for physical, enooial, anc
spiritual needs of the family, sensitivity to theeds of other famil
members, efictive communication pattern, ability to provi
support, security and encouragement, ability totiatd anc
maintain growt- producing relationships within and outside of
family, capacity to create and maintain constrietiand
responsible communityelationships in the neighborhood, ability
grow with and through children, ability for s- help and the ability
to accept help when appropriate, ability to perfdamily roles
flexibly, respect for the individuality of each fdyn member,
ability to Lse a crisis or seemingly injurious experiences @eans
of growth and a concern for family unity and loye

Though attainable, it is unlikely that any familylivhave all these
gualities. However, the degree to which they masnifehese
behaviors givs the nurses clues to how well the family
managing its life. The stronger the family is, thesser the
intervention and vic- versa.

1.5 Family Assessment Tools

¢

Tip

1.5.1 Genogram

This is a tangible and graphical picture outlinfagily’s patterns
over ¢ period of like three generations. It records far
information e.g. significant life events, culturand religious
identification, occupations, place of reside.

1.5.2 Family Health Tree

The genogral + genetic and familial diseases, obesity, anor
nervosa, mental iliness, infectious diseases, fansk factors
(cancers, DM, hypertension) and strengths (longesfecific
diseases’ resistance, regular general health cteg

1.5.3 Ecomap

This is a visual depiction of the family members contaith the
larger systems through a graphic description ofélationship an
interactions with its immediate external environmeh helps tc
explore the available connections and resourcestifg|g the
ones to be made and explored as"

Other tools include observation of the family and their environment and the
family interview.
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The whole family should be engaged in completirg dasessment
tools so that family member’s involvement in thewn health care

is ensured right from the beginning. It should at@noted that
“visual gestalt”, conveyed through the use of thesds provides

information more simply and usefully than writing words. They

act as constant reminders for nurses to “thinkahaly”.

Family Diagnosis
There are two major systems of nursing diagnossedan actual
and potential threats identified during family assaent.

1. The Omaha System of problem identification. It Haar
levels: the domain, the problem, the modifiers &émal signs
and symptoms.

2. The North American Nursing Diagnosis Association
(NANDA) community diagnostic labels

1.6 The Family Theories

A number of theories in nursing and social sciengigs insight
into family dynamics and family processes

1.6.1 Nursing Theories

Neuman’s System Model; King’s Open Systems Modaly'®
Adaptation Model and Roger’s Life Process Model

Neuman’s System Model

Has family system approach as its foundation. Qpthat

(a) The way that family members express themsehfkgences the

whole and creates the basic structure of the family

(b) All transactions take place within this struetand are directed
toward keeping the structure stable as it movewdmt stability

(wellness) and instability (illness).

The major goal of the nurse using this theory ibdlp stabilize the
family system within its environment.

Roy’s Adaptation Model

Roy believes that the family can be a unit of asiglyand the
adaptive system that is assessed. Enhancement dification of
the focal stimuli (factors precipitating an adagtimesponse),
contextual stimuli (all other factors that contiiuo the behavior),
and residual stimuli (factors that may affect bebtavor which
effects are not validated) promotes adaptatiom@family system.
The nurse using this theory assesses the familingagkills and
the environmental context within which the familacés the
stressor and uses this data to facilitate a pesadaptation to the
changes engendered by the crisis

Roger’s Life Process Model

Rogers describes the family as an “irreducible faremergy field”.
She believes that individuals within the family geates “energy”
and the energy generated by family dynamics inflfeenall

11
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members i.efamily members can learn from one another in w
that are unique and beneficial to the family mere.

King’s Open System Model

Imogene King views the fami as both a context and as a clie
She believes that nurses are partners in health wih families
and respects clients/ family’s decisions. The theopines tha
family nursing consists of helping individuals teach goal:
through improved interaon and communicatio

She opines that mutual goal setting requires datignaking
between the nurse and the far- as individuals or as a whole. S
assumes that the client has the right to- determination. It free
the nurse to provide educationstructional support, resourcir
and referrals that are truly going to make a bifetence to the
clients’/family’s lives.

It is one that encourages active clients’ participation by empowering them to
make informed decisions regarding their individual lives and the health of the
entire family.

The nurse simply develops a healthy relationship with the family, identifies
actual/ potential problems, and provides adequate information and mutually
set realistic goals for short- term or long- term resolution of the identified
problems.

1.6.2 Social Science Theories

Examples of these arDevelopmental theory, General Syste
Theory, Structuri Functional Conceptual Framewc

These theories are important to understand becthese give
direction to nursing care of familie

Developmental Theory

It is also known as the Life Cycle Approach. It ponts that
families evolve through typical developmental stgand
experience groth and development much in the same wa
individuals. Each stage is characterized by spedgsues an
tasks< The ways in which the tasks are resolved helprdehe the
family’s capability for handling the challenges thie next stage
Developmental asks are works that must be completed at
stage of development before movement to the nexgestis
possibl.

This approach is useful in that it helps the nurse in planning the health care
that is family oriented and appropriate to the family’s stage of development.
The degree to which developmental tasks are successfully resolved by the
family affects the functional and dysfunctional aspects of family life.
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Tip

Anxiety is generated when developmental taskseselved poorl
and this anxiety m: be carried from one generation to anot
Unpredictable life events such as childlessnestimefy death
divorce, severe illness, war and the like, all txestress for th
family.

Adoption is another aspect of family developmentiig certain
phase, tasks and emotional issues that must be addreBsed
parents, adoptive parents, and adoptees each lm@re dwn
developmental tasks. However, this model has Ignit@alue
because it purports a t-parent nuclear family and begins w
marriage. It raintains that the nuclear family is the norm arat
most young adults marry in their early twentiesobefdeveloping .
career of their own and ch- rearing activities

- Birth parents: must make a decision to give up the child; prepare for the
adoption; relinquish the child for adoption; resume their lives afterwards and
mourn the loss of the child; may later decide to search for the child or make
themselves available to be found by the child; or finally accept the loss with
peace.

- Adoptive parents: first make a decision to adopt and go through the process
of adoption; receive the child and accept the new member into the family;
deal with adoptive issues throughout life — link up with biological parents or
not.

- Adoptee: separation from biological parents; bond with adoptive parents;
decides whether to seek out their biological parents or not; disclosure of
adoptive status to family of procreation or not etc

The major strength of this approach is that it provides a basis for forecasting
what a family will be experiencing at any period in the family life cycle.

Structural- Functional Conceptual Framework

Family structure refers to family organization, amgement o
family units and the relationship of family units bne anothe
There are 3 main dimensions of family structlinternal family
structure (family composition, gender, rank, and ordeexternal
family structure (extended family and larger systems);
contextual family structu (ethnicity, race, social class, religi
and environment

This theory looks at the arrangement of memberdimithe
families, relationships between the members«d the roles and
relationships of the individual members to the vehdamily.
Emphasis is placed on how the societal structuppats the basi
functions of the families, or vice ver

This approach describes the family as open to a@eitsifluences
yetat the same time the family maintains its bounda

13}
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Nurses refer to this model when they talk aboutstihecture, form:
or type of family, such as sin¢- parent families, step familie
nuclear families, or extended families. It is afus&ameworl for
assessing families and hee

lliness of a family member results in alteration tbie family
structure and function e.g. if a single motheidljsshe ma y not b
able to carry out her various roles, so grandparensiblings ma
have to assume ildcare responsibilities. Family assessment
include determining if changes resulting from Hhealssues
influence the family’s ability to carry out its fations. Family
power structures and communication patterns amectafd by the
illness of a pant.

General System Theory

Systems depend on both positive and negative fe&kdbanaintair
a state of homeostasis/ steady state. The theomis callec
cybernetics. The theory is useful in family assessnbecause
emphasizes the interdependencthe family parts and asserts tl
whatever affects the family as a whole affects exats parts

The theory also explains the way a member relatiéls ather
members of the family and with tlsociety

Questior

Define developmental thec

Feedbacl

Developmental theory states that families evolveubh typical
developmental stages and experience growth andogerent much ir
the same way as individue

Study Session Summary
@7 In this Study Sessionwe were able to discuss the concep

family as viewed within the contemporary definitsorrools for
assessing the family physical, social and psychcéd

Summary environments and making subsequent family diagnosese
reviewed. Various theories adaptabled useful for providing
adequate care to families by community health rsurgere alsc
explorec.

Assessment
A\ 2 According to WHO, define the term famil

What would you describas an “ideal” family structur
Identify the various domains to bassessed by the
community health nurses during family vis

4. Identify the major difference between the genogramal
Assighment family health tree

5. Which family assessment tool would be appropriatt

explaining the General system theory?

whN e

14
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Study Session 2

Family with Special Needs

Introduction

In this study session, we will explain the ideacbfld abuse an
child neglect. We will also describee risk factors for communit
health nurse as well as the types of child e. Finally, we will
discuss the various types of implications of ch@dtuse/chilc
neglect to commuity health nurses.

Learning Outcomes

When you have studied this session, you shouldleeta

@ 2.1 differentiate between child abuse and ckneglect with

definitions

Outcomes

2.2 list and explainisk factors associated with child abuse
neglect

2.2 list and explain types of child abuse

2.4 discuss theimplications of child abuse/ neglect to f

community health nurse

Terminology

Child abuse

Is when a parent or caregiver, whether through action or
failing to act, causes injury, death, emotional harm or risk
of serious harm to a child

Child neglect

A type of maltreatment related to the failure to provide
needed, age-appropriate care

2.1 The Concept of Child Abuse

Child abuseis defined as a physical or mental injury, sexumlsa
or exploitation, negligent treatment, or maltreatinef a child by
somebody who is responsible for the child’s heattt welfare

16
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Types of abuses in the family
Domestic violence (a spectrum of violence within the family)

Spousal/ partner abuse (physical, emotional, or sexual abuse perpetrated by
either husband or wife against the marriage partner; also called “marital
rape”).

Wife abuse(physical, emotional, or sexual abuse perpetrated by husband
against his wife )

Women battering (women in relationships in which battering is on-going)

Elder abuse (physical abuse, neglect, intimidation, cruel punishment, financial
abuse, abandonment, isolation, or other treatment of an elder, resulting in
physical harm or mental suffering).

There are basically 4 types: physical abuse, emati@buse
sexual abuse, and negl Each year, approximately 160,0
children are severely abused, 3 million are abasedor neglecte
and 1,00-2,000 die as a result of the assault by their akest
Unde- fives are the mostly abused followed by un~ one.
Children are often referred to as innocent. Theyvainerable b
the virtue of their age, size, sex, basic depergl@mcadus and
lack of powel

Definitions of what constitutes child abuse diffgr culture, soci-
economic groups anineighbourhoods This is largely becaus
children are regarded to as their parent’s properind so th
community has been so reluctaniinterfere in matters concernil
child rearint.

2.1.1 Nursing Assessment

The Community health nurse who works with the fgmdr
individuals is in a position to recognize abused tmadvocate fo
the child. Advocacy is difficult, if the nurse castnmairtain the
objectivity necessary for obtaining a history. Ths becaus
history taking is an important aspect of advoc

Also, differentiating between child abuse and chiiscipline may
pose a challenge too. Any suspicious finding wasranthorougt
history and a complete physical assessment to pediad child’s
safety.

2..2 Child Neglect

This is when the family fails to provide for chifdbasic needs ¢
food, clothing, shelter, supervision, educationpgamal affectior
and stimulation, and heh care. It is the most frequently repor
form of child maltreatment. A thorough history ta§i and
assessment is critical as w

17‘
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Depending on the particular manifestation of ndglethe
community health nurse should assess what typewfagion and
support the family might need to improve the cdr¢he child. If
the family does not have enough resources to peofad basic
needs, the nurse can offer referral to social seraigencies that
can assist.

It is also necessary to explore the parents’ chibdhupbringing
because if they too were neglected then, it mal haesnatural to
parent in the way they know. An important nursingeivention is
to teach specific skills for increased positive goér child
interactions, improving problem- solving abilitiegnhancing
personal hygiene and nutritional skills.

Family therapy may be another useful adjunct if family is
amenable.

Neglect may be a precursor to other types of abugght exist in
tandem with other types of abuses or as a sindotar of abuse.
Though neglect is less externally traumatic thamewotforms of
child abuse, the long- term sequelae and poteritial adult
dysfunction are serious.

Points to be considered by the nurse

* Is clothing too large, too small, or inappropridte child’s
developmental stage?

* Is the child dressing himself, herself without aaglult's
supervision?

* Do the parents have unrealistic expectations of diiéd’s
ability to cope with environmental realities e.glccweather?

e Is either parent abusing substances and thus dwepldie
family income?

2.3 Risk Factors for Child Abuse

18

e Unplanned/ unwanted pregnancy

» Teenage pregnancy

» Single parenthood

» Closely spaced children

* Substance abuse

» Social isolation

* Poor support system

» Limited knowledge of child development

* Previous report to child protective services
e Previous history of child abuse

* Partner violence

e Children with disability/ developmental challenges
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2.4 Types of Child Abuse
2.4.1 Physical Abuse

Obvious signs are seen like bruises (normal chddhbruising is
common over bony prominences whereas bruising fftssues-
lower back, buttocks, abdomen, under the armpitsiooulders
where the child/ baby was grabbed, multiple sitedifferent stages
of healing- is suggestive of abuse); burns- cigaretirns, hot iron,
curling comb, immersion of arms and legs in hotematractures,
abdominal injuries- though may not have externgihsi

2.4.2 Sexual Abuse

This may or may not involve force or coercion depeg on the
age of the child

2.4.3 Emotional Abuse

These are verbal or behavioural actions diminishinggself worth
or self esteem of the child. It includes name noglliput- downs,
isolating, stigmatizing, humiliating or ignoring eth child.
Community health nurses should help to explore whis
applicable and assist parents to make a conscitws ® resolve
this.

2.5 Implications for the Community Health Nurse

2.5.1 Primary Prevention

This includes:

« Community mitigation laws/ policies against violenc

* Public health education

» Strong community sanctions

* Decreased vulnerability to violence/ abuse throudgcent
dressing, security consciousness within and outkiedome

» Health education- child health education, adoleseglucation,
self defence skills etc.

» Family cohesion

« Assessment of risk factors already explored

2.5.2 Secondary Prevention

It entails early identification/ prompt managemdttis includes:

» Family recreation periods to ventilate abusive fedtors
» Effective communication with abusive families

* Early identification of signs and symptoms of abuse
« |dentification of stressors

19
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* Removal of client away from stressor or eliminatthg stressc
etc

Tertiar y Prevention

It is arehabilitation and prevention of recurrer It includes:

» Referral to appropriate community agen
* Role modeling

* Support groug

 Public policies et.

ITQ

Questior
Differentiate between physical abuse and emotiabab:

Feedbacl

Emotional Abus includes verbal or behaviml actions diminishing th
self worth or self esteem of the child. It alsolines name calling, p-
downs, isolating, stigmatizing, humiliating or igimgy the child
WHILE Physical Abuse includes obvious sé like bruises, buri-
cigarette burns, hot iron, curling comb, immersararms and legs i
hot water; fractures, abdominal injui- though may not have exterr
signs

Study Session Summary

o7

Summary

In this Study Sessiorwe explained the idea of dd abuse and
child neglect identifying their similarities and striking tf
difference. We also discussed thésk factors for communit
health nurses as well as the types of child ablseyside variou:
types of implications of child abuse/child neglto community
health nurse Lastly, community health mses wer identified as
being able to provide primary, secondary and tertiatervention
to better the potential impacts of child abuse/led.

Assessment

Assignment

1. Differentiate between Child abuse and child neg

2. ldentify any risk factors associated with child sbuanc
neglect

3. Highlight and explain the types of abuse in chih

4. Describe the various ways the community health engen
help identify early and pwent child abuse/ neglect in ¢
society?
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Study Session 3

Women Empowerment

Introduction

This study session discusses the concept of wormgmwerment
Levels as well as benefits of women empowerment wé
explored too. Finall* barriers of women empowerment will
examine..

Learning Outcomes

When you have studied this session, you shouldleeta

3.1 define term women empowerment

3.2 explain levels of empowerment

3.2 discuss benefits of women empowern
3.4 explains barriers tawomen empowerme

Outcomes

Terminology

Empowerment A management practice of sharing information, rewards,
and power with employees so that they can take initiative
and make decisions to solve problems and improve service
and performance. To give power or authority to; authorize,
especially by legal or official means

Women The creation of an environment for women where they can
empowerment make decisions of their own for their personal benefits as
well as for the society

3.1 Women Empowerment

Empowerment is a word used to refer to the act of strengthe
the political, social, economics, emotional and cadional aspec
of an individual to help them in combating the peob around hin
or her.Women empowermentdeals with strengthening the ric
of womenin nation. This is not about lack of power; thesgpower
but the ability to exercise the power is lack

Despite many international agreements affirming &ammights,
women are still much more likely to be poorer anorenilliterate
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than the men. They usually have less access thantonmedical
care property ownership, credit training and empiegt.

The ability of women to control their own fertilitig absolutely
fundamental to women empowerment and equality, veheoman
can plan her family, she can plan the rest of tier When she is
healthy, she can be more productive and when h@odective
rights, including right to decide the number, tigyispacing of her
children; and ability to make decision regardingrogluction free
of discrimination, coercion and violence are proedotand
protected, she has freedom to participate morg &rd equally in
the society

3.1.1 Understanding Gender Equality

Gender equality implies a society in which womed amen enjoy
the same opportunity, outcomes, right and obligeatim all sphere
of life. Equality between men and women exist wiheth sexes
are able to share equally in the distribution ofvpoand influence,
have equal opportunities for financial independetinceugh work
or through setting up business, enjoy equal adoesducation and
opportunity to develop personal ambition. A criticspect of
promoting gender equality is the empowerment of eonwith a
focus on identifying and redressing power imbalanaed giving
women more autonomy to manage their own lives

3.1.2 Platform for Women Empowerment

To achieve equality, the platform for action empes the need
for women to work together and in partnership witen towards
the common goal of gender equity worldwide. Althbuthe
Beijing Declaration and Platform for action is aarslalone
document, it builds upon consensus and progres® ratearlier
United Nations conferences/summits particularlydbeference on
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women in Nairobi in 1985 which developed the Naiifoioward in
looking for strategies for the advancement of women

The Beijing platform focuses on 12 critical aredsconcern that
must be addressed to achieve gender equality anchews
empowerment.

 Women and poverty

* Education and training of women

*  Women and health

* Violence against women

*  Women and armed conflict

«  Women and the economy

* Women in power and decision making

* Institutional mechanisms for the advancement of @om
* Human right of women

«  Women and the media

3.1.3 Dimensions of Empowerment

Reproductive Health

Women are more vulnerable than men to reproduchigalth

problem. These problems include maternal mortaléyd

morbidity. Failure to provide information and see$ to help
women protect their reproductive health contrib@egender-based
discrimination and a violation of women'’s right

Economic Aspect

More women live in poverty than men. This is du¢hi® fact that
women are not allowed to go out and fend for théwese or they
are not paid properly for the services they rendidomen should
be paid in their work place and not being discriabéa in the
economic sphere

Educational Aspect

About 2/3 of the illiterate adults in the world are womerighter

women education is associated with both, howevantrmortality

and lower fertility as well as higher opportunity fthe education
of their children

Political Aspect

Social and legal institutions still do not guaranteemen equality
in human rights; that is right to vote and be vdi@d Women are
rarely found in high places of authority where dems are made
regarding the constitution of the country. Therefothey are
exposed to so many violent attacks and oppres3ibere should
be laws against domestic violence of women; thegukh be

allowed to take actions when cases are brought up
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Stewardship of National Resources

There should be provision of security, water, foadhér that
oversee the family’s health and diet because waieeah to put up
immediate practice whenever they learn about motritand
preserving the environment and material resources

3.1.4 Principles of Women Empowerment

According to the United Nations, the principles wfomen
empowerment are as follows:

Establish High Level of Corporate Leadership for Gender
Equality (Principle 1)

* Leadership Promotes Gender Equality.

» Affirm high level support and direct top level pojifor gender
equality and human right

» Establish company-wide goals and targets for geedeality
and include progress as a factor in managers’ pe#doce
reviews.

« Engage internal and external shareholders in tlveldement
of company policies programs and implementatiomgplthat
advances equality

Treat all Women and Men Fairly at Work - Respect and
Support Human Rights and Non-Discrimination (Principle

1)

* Inclusion And Non-discrimination

» Pay equal remuneration, including benefit, for wofkequal
values and strive to pay a living wages to all woraed men

* Ensure that work place policies and practice aee firom
gender based discrimination.

« Offer flexible work options, leave and re-entry oppnities to
positions of equal pays and status

Ensure the Health, Safety and Well- Being of all Women
and Men Workers (Principle Ill)

» Health, safety and freedom from violence.

» Taking into account differential impacts on womerd anen,
provides safe working conditions and protectiomfrexposure
to hazardous materials and discloses potentids.ris

» Strive to offer health insurance or other neededises
including for survivors of domestic violence andsere equal
access for all employees.

« Train security staff and managers to recognizessgjrviolence
against trafficking, labour and sex exploitation
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Promote Education, Training and Professional
Development for Women (Principle IV)

» Education and training

* Ensure equal access to all company supported ednicand
training programme, including literacy, vocatiordsses and
information technology.

 Provide equal opportunities for formal and informed
networking.

« Offer opportunities to promote the business casewiomen
empowerment and positive impact of inclusion fomnas well
as women

Implement Enterprises Development; Supply Chain and
Marketing Practice that Empower Women (Principle V)

* Enterprises Development Supply Chain And Marketing
Practices.

* Expand business relationships with women ownedrernses
including a small business and women entrepreneurs.

» Support gender sensitive solutions to credit anddifeg
burners.

« Respect the dignity of women in all marketing anttheo
company materials

Promote Equality through Community Initiations and
Advocacy (Principle VI)

* Community Leadership And Engagement

* Lead by example - showcase company commitment ndege
equally and women’s empowerment

e Use philanthropy and grants programs to support pemy
commitment to inclusion, equality and human right

Measure and Publicly Report Progress to Achieve Gender
Equality (Principle VIl)

* Transparency, Measuring and Reporting.

* Incorporate gender markers into ongoing reportiolggations.

* Make public the company policies and implementaptan to
promote gender equality.

« Establish bench mark that facilitates inclusionn@imen to all
levels

3.2 Levels of Empowerment

Generally, empowerment occurs at three levels:
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3.2.1 The Individual Level

This deals with individual women’s abilities to &kontrol over
their lives, their perceptions about their own eahnd abilities to
identify a goal and work towards this goal.

3.2.2 The Group Level

It deals with the collective action and sense @y that women
experience together

3.2.3 The Society Level

This deals with the permissiveness of the politiaad social
climate, the societal norms and the public diso®mwe what is
possible and impossible for women to do, and hownw should
behave.

3.3 Benefits of Women Empowerment

28

3.3.1 Economic

When women are empowered to do more, there is lphigsiof
economic growth and reduction in global povertycsirwomen
represent most of the world’s poor population. Adgtfound that
of a fortune 500 companies, those with more womeard
directions had significantly higher financial retarand increase
economic output of d nation

3.3.2 Political

When women are informed in decision making, theisions are
more family-friendly, this is due to their humantura. Big
Magrete Thatcher of the United Kingdom and Dora vkl of

Nigeria who brought about a radical change in figatfagainst
fake drugs are women who were involved in politics

3.3.3 Educational Benefit

Women and mothers are usually the first teachet #ahild
encounters at home. When women are educated sapessed/
impacted onto the children. More so, statisticsehatiown that
women are first leads that are now moving to the fisont of
many disciplines (medicine, nursing, engineerim.et

3.3.4 Reproductive Health

This will help women make informed decisions onuess like
family planning and child spacing. This will alseduce the rate of
maternal and child mortality and morbidity
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3.3.5 Entrepreneurship

This will help women create jobs and reduce the yarof
unemployed youth in the society. This helps womerbécome
decision makers sin decisions are needed in the management c
businesse

o o

3.3.6 The Family
As postulated by staples 1989 that in 15years ttheefamily will
be a dual wage earner. This is a situation whetkbywoman it

also involved in fending for the family. This hgsne a long wa
to help the family financiall

3.4 Barriers to Women Empowerment

Many of the barriers to women’s empowerment andtgdie in-
grained in cultural norms. Many women feel thesespures whili
others have become accustomed to being treatedomfe men.
Even if men legislated NGOs etc are awarthe benefits wome
empowerment and participation can have, many assedcof
disrupting the status quo and continue to let $alcreorms to get il
the way of development. Research shows that threasmg acces
to the internet can also result in anreased exploitation ¢
women. Types of victimization include cyber statkinarassmen
online pornography and flamin

Recent studies also show that women face more barriers in the workplace
than men do. Gender related barriers involve sexual harassment. Unfair hiring
practices, career progression and unequal pay where women are paid less than
men for performing the same job. Such barriers make it difficult for women to
advance their workplace or receive fair compensation for the work they
provide.
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3.4.1 Implications to Community Health Nursing

1.

2.

In order to understand empowerment, citizens whe ar
devalued must be seen as

oppressed and marginalized by society, not simplgli@nts

to be served. Sources of oppression range fromrpoaad
abuse to social isolation and lack of access taedhl
resources.

Service systems must give up their control ovempfewho

are currently devalued. This means eliminating plogver
relationships which exist between professionals @tidens

by ensuring collaboration and by supporting consume
controlled initiatives.

For a power transfer to occur, citizens must beahes to
identify the problems and solutions to personal and
community issues and must have direct access tdirfgn
that normally only goes to service agencies.

While power cannot be given to people by profess®n
concerned professionals can work to eliminate yiseematic
barriers that have been created which oppressratoand
disempower vulnerable citizens.

Listening to the concerns, stories, feelings, eepees, and
hopes of people who feel powerless is the basis for
broadening people's awareness of their oppressite.
language of professionalism, which encourages chkpary
and control, needs to be replaced by dialogue, lwhic
supports mutuality and reciprocity.

Build upon the strengths and capacities of citizams avoid

a focus on deficits. This is critical for buildirsglf-esteem,
which is both an outcome and part of the empowetmen
process.

Participation in community life at three levelscistical for

the empowerment of individuals: working on issudsolv
affect their own lives; connecting with others wiave had
similar experiences; and being involved in a rargfe
community groups and activities.

Encourage and support citizens to make ongoing
contributions to their communities through accessalued
social roles such as employee, volunteer, mentbmaate,

or friend.

10. Citizens who are consumers of services should bané&ol

over the resources and personal supports they toekde
with dignity.

11.1t is possible to learn important strategies almavention
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people become more empowered, they rely less analor
service systems and more on informal support ndisvor
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These learnings can be used as important princifdes
proactively empowering potentially vulnerable indivals
and groups.

The empowerment of women has become one of the most

important concerns of 21century not only at national level but
also at the international level. Efforts by the gmument are on to
ensure gender equality but government initiativese would not
be to achieve this goal. Society must take inut&tto create a
climate in which there is no gender discriminatamd women have
full opportunities of self-decision making and pagating in the
social political and economic life of the countrytiwa sense of
equality.

Finally, to empower the female sounds as thouglanselismissing
or ignoring males but the truth is both genderpdestely need to
be equally empowered.

When you educate a boy you educate an individutimMnen you
educate a girl you educate a nation. Educatiorhisnaan right and
an essential tool for achieving the goal of equalgvelopment and

peace

Question

What are the three levels of empowerment?
Feedback
They are:

a. The Individual Level: This deals with individual wen’s abilities
to take control over their lives, their percepticaisout their own
value and abilities to identify a goal and work &ods this goal.

b. The Group Level: It deals with the collective antiand sense of
agency that women experience together.
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c. The Society Legl: This deals with the permissiveness of
political and social climate, the societal normsd ame public
discourse on what is possible and impossible famamto do, an
how women should behave.

Study Session Summary

o7

Summary

This Study Sessiondiscussed the concept of worr
empowerment. Levels as well as benefits of womepaosvermen
will be explored too. Finally, arriers of women empowerme
were examined.

Assessment

Assighment

1. Define women empowerment

2. States the benefits of womempowermet

3. Discuss the various levels of empowern

4. What are the barriers to women empower?
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Study Session 4

Communicable and Infectious Diseases

Introduction

In this study session, we will juxtapose communiealand
infectious diseases. We will also described charestic feature:
of carriers state. Principles underlying the cdmdfacommunicable
diseases will also be discuss

Learning Outcomes

When you have studied this session, you shouldleeta
4.1 define the following terms:
a. communicable disease
Outcomes b. infectious disease
4.2 describe the chartaristic features of carrier st

4.3 explain the principles underlying the control
communicable disease

Terminology

Communicable Are infectious diseases transmissible (as from person to
diseases person) by direct contact with an affected individual or the
individual's discharges or by indirect means (as by a
vector)—compare contagious disease.

Infectious Are disorders caused by organisms — such as bacteria,
diseases viruses, fungi or parasite

4.1 Communicable and Infectious Diseases

Infective Agent/Agent of Infectior: Infectious diseases a
caused by different types of organisms ranging fremuses,
bacteria, fungi, protozoa, helmin.

Viruses: measles, small pox, common cold, influer
poliomyelitis, infective hepatit.
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Bacteria: tuberculosis, pneumonia, streptococci sore throat,
typhoid, bacterial dysentery, leprosy

Protozoa: Malaria, trypanosomiasis

Helminths: Schizotosomiasis, hookworm, tapeworm, filiariasis,
ascariasis (round worm).

Reservoir of Infection/Source of Infection This is the natural
habitat of infective agent i.e where they live anlltiply
depending on the host for survival. The reservoaynbe man,
animal or non-living thing.

Man: The reservoir in man, the organisms are specificalapted
to man e.g measles, small pox, typhoid, meningadaoeningitis,
gonorrhoea, syphilis, HIV/AIDS. This human resenincludes the
active cases (sick people) and the carriers

A carrier is a person who harbours infective agaétitout showing
the signs of the disease but his capable of tratisgnthe agent to
other people. There are 3 types of carrier staEmvalescent
carrier, Healthy carrier, Incubatory or precocicasrier

Convalescent Carrier This is a person who continues to
harbour the infective agent after recovering frdm illness e.g
typhoid, gonorrhoea etc. they may excrete the agermnly a short
period or may become a chronic carrier. A chronarrier
continues to excrete the organism continuouslynberinittently
over a period of years.

Healthy Carrier: A healthy carrier is a person who remains
well throughout the infection.

Incubatory or Precocious Carrier: the infected person
excretes the pathogen during the incubatory pdreddre the onset
of the symptoms.

Therefore, the carrier state plays an importante rah the
epidemiology of certain infectious diseases likeligmoyelitis,

meningococcal meningitis, typhoid, candidiasis, amo dysentery
or amoebiasis

4.2 Characteristic Features of Carrier State

* The number of people in the carrier state is mbam tthe
sick people in the society.

* The carriers and the contact do not know that hscis or
infected. Hence, the contacts do not take precautio
avoid infection.

* The carriers are not debilitated and can contimuenake
contact everywhere they go.
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« A convalescent carrier continues to excrete tharmggn to
become a chronic carrier, continuously or interemitty
over a period of years to a free zone

4.2.1 Reservoir of Animal

Reservoir of animal is callexbonosisZoonaosis is applied to those
infectious diseases of vertebrate animals thattramsmissible to
man under natural conditions.

* Where man uses the animal for food (teanisis) e.g
beef/pork, birdflu.

* Where there is a vector transmitting the infectioom
animal to man e.g plague (flea), viral encephalitis
(mosquito).

* Where the animal bites man e.g Rabies (dog).

« Where the animal contaminates man’s environment
including his food e.g salmonellosis

4.2.2 Reservoir in Non-Living Things

The agents are fully adapted to living free in maturhey are
saprophytes. Example living free in soil, they egithstand any
adverse environment changes. They are usually atgetand
spore forming e.g Tuberculosis. Others are clastiwdganisms and
they are 3: clostridium tetani (tetanus), clostmdi welchi (gas
gangrene), clostridium botulinum (botulism).

Mode of Transmission

It is the bridge that connects the infective agenthe susceptible
host. Once an infectious agent leaves a reserwoimust get
transmitted to a new host if it is to multiply acaluse diseases. The
route by which an infectious agent is spread is thede of
transmission. It is important to identify the dréat mode of
spread, because prevention and control differ d#ipgnon the

type.

We have different modes of transmission. They idelu
Agency of Non-Living Things

This is called vehicle and this can be achievedudih:

a. Contamination of hands, food, water and soil.

b. Inhalation and this is airborne infection which aatur in
poor ventilation, overcrowding in sleeping aread pablic
areas

Agency of Living Things
This are referred to as vectors. There are 2 types
Mechanical Vector: This type of vector serves as “taxi”
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Biological Vector: It involves a life cycle of the agent in the vector
e.g mosquitoes and blackfly i.e the agent must kymugh
secondary multiplication inside the vector befdris itransmissible
to man. The agent undergoes developmental procegtea the
vector and multiplies inside the vector. When theect bites, it can
be the host susceptible

Contact

This contact may be either direct or indirectly ghts can occur
where there is overcrowding i.e directislivery common in
the urban area than rural area

a) Direct: it refers to the transfer of an infectious agemwinfran
infected host to a new host, without the needritermediates such
as air, food, water or other animals. Direct modesur in two
ways.

i) Person to Personthe infectious disease is spread through direct
contact between people touching, biting, kissinggxusl
intercourse, or direct projection of respiratorgplets into another
person’s nose or mouth during coughing, sneezintpleng. e.g
HIV infection.

ii) Trans Placental Transmission this refers to the transmission of
an infectious agent from mother to foetus throtigh placenta.
e.g. toxoplasmosis, syphilis which can cause catgen
malformation

b) Indirect: is when infectious agents are transmitted to nestsho
through intermediates such as air, food, water,eabj or
substances in the environment, or other animaldirdat
transmission has three subtypes

i) Airborne Transmission: the infectious agent may be transmitted
in dried secretions from the respiratory tract, eckhcan remain
suspended in the air for some time. For example,itifectious
agent causing tuberculosis can enter a new hostighrair borne
transmission

i) Vehicle Borne Transmission a vehicle is any non-living
substance or object that can be contaminated bynf@ctious
agent, which then transmits it to a new host. Qontation refers
to the presence of an infectious agent in or orvéiecle

iii) Vector Borne Transmission a vector is an organism, usually an
anthropoid which transmits an infectious disease toew host.
Arthropod which act as vehicles include: houseflie®squitoes,
lice, and ticks

Susceptible host

There are various things in the body that protectsindividual
from infection. An example is the protective orgamisich serves
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as a protective mechanism of the host and incltldesskin and
mucous membrane. The skin helps to prevent thearedr of
micro-organisms while the mucous membrane in thee neelps
trap micro-organism and duct by the action of ciral mucous so
that it does not go further into the respiratorgaor.

Smokers are prone to infection because they hastoyed their
mucous membrane and cilia present. There is altibaaterial
fluid in the body e.g. saliva, gastric juice whdrves as protective
mechanism that prevent micro-organisms from engetie body.

Situations that can make the host susceptibleféations

* Age: especially in the young and elderly

* Malnutrition

* Fatigue

* Trauma

* Pregnancy

« Lifestyle of the host including knowledge of goodetd
knowledge of hygiene, knowledge of disease condil.
these will help protect against infection

Combating Communicable Diseases

Combating communicable disease begins with prementhen
control. There are 5 levels of preventive medicine:

* Health education

* Specific protection

» Early detection and prompt treatment of disease.
» Disability limitation

« Rehabilitation

Health Education

This is a slow undramatic form of preventive meukciaimed at
changing the attitude and behavioural pattern oftemain
unchanged in spite of technical and social advanths most
often have lasting effect and is a long term measithis health
education must be related specifically to individcammunicable
diseases

Specific Protection

It depends on the aetiology of the disease and mofle
transmission. Examples of specific protection idelu
immunization and vaccination. Also, the use of prgdactic drugs
like antimalarial, mosquito nets, mosquito proof ttve windows
and doors, mosquito repellent and mosquito coitsbeaprotective

Early Detection and Prompt Treatment of Disease

This is linked with curative services i.e. there snube
infrastructures. Detective clinics such as chasiad for x-rays for
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detecting tuberculosis, pregnant women have arakenédr

detecting abnormalities in pregnancy to ensure thather and
baby are in good health and after delivery, cartiarcs to detect
cancers. Any problem identified is treated promgthd to back
this up, the hospital must have improved laboratorg facilities.

All these will improve the chances of early detectiof diseases
and hence prevent further diseases. Also there ieisskilled

manpower of health care professional which will ibeolved in

this early detection of diseases

Disability Limitation

After clients have been cured, disability could depesuch as in
poliomyelitis. It involves preventing and reducingsks of
complications and deformity. e.g. preventing fooadin a patient
with poliomyelitis

Rehabilitation

This is restoring function to a high level as mashpossible and
enabling patient to live as near normal as posgsilitlein the limit
of the handicap, preventing relapse and complinatio

Control of Communicable Diseases

This can be achieved by:

Notification of existence of infection or disease

This is usually done by legal empowerment. It mhesdone at the
local, state, national and international levels $pecific diseases.
Examples of international notifiable diseases drelara, yellow
fever.

Tracing Source of Infection

This can be in man, animal.

Blocking the Route of Transmission

Such as air-borne, food-borne, water-borne etc.
Protecting the Susceptible Host

This can be achieved by immunization, prophylagdtigys.

4.3 Principles Underlying the Control of

38

Communicable Diseases

There are five ways of controlling infection by &keng the cycle:

A. Direct Action against Agent of Infection by Deahg with the
Reservoir and Source of Infection

» Active treatment of ill patient
* Treatment of carriers of infection
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Isolation

Availability of modern health facilities readily @essible to
the people who will utilize them, the facilities carthe
operators must be culturally acceptable to the lgecphe
people involved in the planning state of the cdntod
infection, the facilities should be vast with gdatboratories,
trained personnel and availability of potent drugs.
Effective health education

There should be complete elimination of the ageft o
infections to avoid transmission, if they are vestdestroy
them or eliminate them e.g mosquito (malaria)
Notification of health authorities (LG-STATE-FEDERA

B. Preventing the Means of Transmission (Vector) im Getting to
the Infective Agent

By destroying the vector

By good refuse disposal e.g if housefly is a vector

By good sewage disposal through building of goatét®
and discouraging defecation of faeces in the bush.
Discouraging the use of fresh faeces as fertilizerplant
vegetables.

Refuse must be well covered

C. Direct Action against Means of Transmission (th&/ehicle)

Water: by purification of water

Milk: pasteurization and storage of milk in a good
environment

Hands: wash hands after going to the toilet, after clegnin
the toilet, before preparation of foods and befeating.
Also, ensure the nails are cut short

Flies: protect your environment from flies by destroying
houseflies. All food establishment and houses mnhest
screened with net. Foods on the table and pot oflfo
should be covered

Soil: do not use fresh faeces to plant vegetables ediyecia
fruits e.g carrot, cucumber

D. Direct Action against Means of Transmission (th&/ector)

Kill with insecticides

Attempt to put a barrier between the susceptiblgt lamd
the means of transmission by using mosquito nets an
covering of doors and windows with nets.

Wearing of a long sleeve shirt and trousers to gmebites
of flies if a farmer

4.3.5 Making the Susceptible Host Less Susceptible

Immunization
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» Use of prophylactic drugs to prevethe attack of diseas
e.g. Daraprim to prevent malaria

* Health education to prevent occurrence of the disethe
community health worker should give health educabo
the following as the case may be:

» Clean water supply

» Actions to prevent pollution of clean we

* Importance of food hygiene

» Danger of food wdding through stagnant we

» Filtration of waters (using clean white clc

* Importance of netting windows and dc

* Importance of personal hygiene

» Maintenance of good environmental sanite

* Importance of giving immunizatiorchildren and women ¢
child bearing age

* Importance of early treatment of common minor aiits

« Mobilize the community to build toilets, sink wellZone
Rivers, clear weeds and dispose empty conte.

ITQ

Questior
Which other name can you call zoonosis and whas dorean
Feedbacl

Zoonosis is also called reservoir of ani. Zoonosis is applied to tho
infectious diseases of vertebrate animals thatransmissible to ma
under natural conditior

Study Session Summary

o7

Summary

In this Study Sessiowe were able to explain communicable
infectious diseases. We also described charadtefesatures o
carrier’s state. Principles underlying the casitof communicable
diseases we also discussed.

Assessment

What is a communicable disease?

List the characteristic features of carrier ¢

Explain the principles underlying the control
communicable diseases

wn PR
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HIV/AIDS

Introduction

In this study session, we will state what HIV/AlIB&nd for, we
will examine current issues about HIV in Nigeriadasefine HIV
and AIDs. We will also discuss the mocof transmission of HIV
Finally, we will descibe the signs and symptoms of HIV zother
nor- medical management

Learning Outcomes

When you have studied this session, you shouldleeta
@ 5.1define HIV and AIDS

5.2list and explain the curremsues about HIV in Niger
Outcomes 5.3analyse HIV’s mode of transmission
5.4 describe HIV signs and symptoms

Terminology
Human A virus that attacks the immune system, the body's
immunodeficiency | natural defence system
(HIV)
Acquired A disease in which there is a severe loss of the body's
immunodeficiency | cellular immunity, greatly lowering the resistance to
syndrome (AIDs) infection and malignancy

5.1 Definition of Concepts

e HIV Stands for HumannhmunodeficiencyVirus. It is a
group of viruses known as retrovirusethis gets into the
body and invades the cells of the body immune gy.

e AIDS stands for acquired immunodeficiency syndromes.
caused by HIV and occurs when the virus has destrey
much of the body defencélsat immune cell counts fall -
critical levels or certain life threatening infections
cancerous cells develop
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5.2 Current Issues about HIV/AIDs in Nigeria

Nigeria is the most populous country in Africa witte populatior
of over 160million.In Nigeria an estimated of 3.6% the
population i living with HIV and AIDS. Several factors ha
contributed to the spread of HIV in Nigeria andsiaénclude

1. Sexual networking practices such as polyge

2. High incidence of untreated sexually transmittddations.

3. Low condom use.

4. Poverty.

5. Poor health status.

6. Stigmatizaton and denial of HIV infection among
vulnerable groups

7. Another important factor is the issue of diversknetity,

religion, languages and culture which has posedagon
challenge to HIV prevention programmes

Globally, 85% of HIV transmission is through heterosexual intercourse.

In United States, approximately one-third of new diagnoses appear to be
related to heterosexual transmission.

Infections in women are increasing.

Worldwide, 42% of people living with HIV are women and in US,
approximately 25% of new diagnoses are women and the number increases
daily.

HIV infection in children has declined and this is due to early diagnosis and
treatment of mothers.

The first case of HIV/AIDS in Nigeria was in 198Bdsince then
there has been an increase in the epidemic of ibeask. Fo
instance an estimation of 5.-5.4% of the population have be
affected with HV/AIDS by 1999fen chard et ¢ 2002) and by
2006 6.1 million of 14 million population is living with
HIV/AIDS. The number of people with the disease k&sadily
been increasing and little wonders its inclusiothia MDGs. Aftel
the first case in 198 it was reported in 1986 and by 1987
Nigeria health sector established the National AlB8visory
Committee, which was shortly followed by establigmin of
National Expert Advisory Committee on All (NEACA).
Prevalence of HIV/AIDS in Nigeria has been on theréase sinc
1986.It increased from 1-5.8% in the period between 1991 ¢
2001 In 2005, thee was reduction of about 4.4 Estimated
number of affected person in 2006 was million with female
constituting about 58% (lleuma S.A,200

Approximately 220,0C people died from AIDS in Nigeria in 20(
this has brought about a decline in life ectancy. In 2010 th
overall life expectancy was only 52 years becaus¢he rapid
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spread of HIV in Nigeria both the governmental andn-
governmental organizations are putting strategiesplace to
combat the deadly disease e.g. PEPFER (Presidemgenty plan
for AIDS relief), Global Bank and World bank aresttwo main
funders of HIV programs in Nigeria; NACA; SACA; LA
NELA; ARFH just to mention a few

5.3 Mode of Transmission of HIV

There are four routes of HIV transmission in Nigetihough the
first three routes serve as the main route of trasson

5.3.1 Heterosexual Sex

Factors contributing to this include lack of infation about
sexual health and HIV; Low levels of condom use High levels
of sexually transmitted diseases

5.3.2 Blood Transfusion

HIV transmission through unsafe blood accountstfa second
largest source of HIV infection in Nigeria

5.3.3 Use of Sharp (Infected) Objects

* A number of small scale studies indicated sharihgharp
instruments including

* hypodermic needles

e use of unsterilized tattoo grooming equipment atabids
(e.g. razor blades)

5.3.4 Mother - to - Child Transmissions
Each year around 57,000 babies in Nigeria are wtmHIV.

5.3.5 Organ Transplant

Although this is rare, but a recent incident inWam occurred
when the HIV test result for the donor was mistékehought to
have been negative (false negative).

5.4 HIV Signs and Symptoms

* Many people with HIV do not know they are infected

 Early HIV symptoms also include fever, headache,
tiredness, and enlarged lymph nodes in the neck.

* AIDS is the later stage of HIV infection, when thedy
begins losing its ability to fight infections.

The infections that happen with AIDS are called @pymistic
infections: they include

A
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Pneumonia caused by pneumocystis

brain infection with toxoplasmosis

widespread infection with a bacteria called M.

(mycobacter)

4. A weakened immune system can also lead to othesuah
conditions;

5. Lymphoma a form of cancer of the lymphoid tissue) in

brain, reddish, or purplgpots that develop on the skin ol

the mouth

whN e

5.5 Non-Medical Management

The basic principles of good medical practice appdy the
provision of care for infected individuals and sappfor their
families and friends. Patients infected with HIVedawed with
numerous challenges at all stages of the diseaszsibe AIDS i
highly a publicised disease for which there is noer A diagnosis
of HIV infection often has a devastating impacttba individual,
family and friends. It places great emotiontress on the nurses
themselves. The fear of stigma is associated wiibSAtherefore
social isolation can occ.

According to WHO/ICN joint declaration on AIDS, the nursing responsibility is
to people who require nursing care and that in providing care he/she promotes
an environment in which the values, customs and spiritual beliefs of
individuals are respected.

Owing to the widening range of disease manifestatiand to th:
psychological aspects of the infection, broad msifenal nursing
skills, counselling are needed to provide optimalsing care
wherever it might be need.

5.5.1 HIV Medication

The drugs are called highly active antiretrovitaérapy and the
have substantially reduced HIV related complicatiand dea..

5.5.2 HIV Prevention

The only way to prevent infection from the virus ts avoid
behaviwr that put you at risk; Decreasing risk relatedsexual
inter course i.e. the Use of condom and Avoidingltiple sex
partner. It also includes decreasing risk of prantransmission,
decreasing risk at workplace, exposure to contamihdluid
needle stick injury and sharing nee:
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5.5.3 Implications for Health Care Workers

The implications will be considered under the foliog levels of
nursing interventions

Primary (prevention of HIV/AIDS and promotion of health)

» Abstinence

* Being faithful/fidelity

+ Condom use

* Sex education

» Public enlightenment and awareness

» Proper disposal of sharps in the hospital

* Proper screening of blood before transfusion
* Universal safety precautions

» Proper sterilization of surgical instruments

» Caesarean section for infected mothers

Secondary (early identification by screening and pympt
management)

 Early antenatal screening to prevent mother to dchil
transmission

* Post- exposure prophylaxis for health workers wiaweh
being exposed to infected blood or blood products

* Voluntary Confidential Counselling and Testing (VOC
should be done for the populace

* Anti retroviral drugs should be commenced as samal for
those qualified

* Treatment of opportunistic infections

* Regular medical check up

Tertiary (rehabilitation and living healthy with HI V/AIDS)

* Introduce them to People Living with HIV/AIDS (PLWA)
group

* Psychotherapy

* Advice on healthy living example rest, adequatet,die
exercise etc and avoiding risky behaviours like lsm
alcoholism, self medications, etc

» Carry the family along in the long term management

The biggest historical and commonest barrier toaeutic nurse-
patient communication was “distancing” oneself frtme patient,
associated with lack of involvement. Back in the/@8, nurses
were taught and advised to distance themselves padiants, so as
to concentrate on the tasks in hand without feslgefting in their
way. Unfortunately, this impression or ideologyl ®xits till date.

The problem of distancing/isolation leads into theblem of
avoiding disclosure as the nurse worries that exgjoan area
might do more harm than good. Medicine has beeinisdy
criticized for this patriarchal approach of knowiwpat is best for
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the patient and telling only what the doctor thirtke patien
should know. A frequent complaint of patients iattkhey rarely
see a nurse during their hospitalization, unlesstsings medicin
or carries out a procedt.

Distancing oneself from clients present with insufficient exploration of
possible correlates to the existing problems; a situation which might do more
harm than good. Health practitioners have been criticized for the patriarchal
approach of “sieving” information and informing client with is “perceived “as
appropriate.

The constant para of hospital personnel in and out of the w
with their often short, professional and superfigiaits referred tc
as “people, people everywhere and not one to cam@inotes
ineffective communication. This is because the nurstsegn a:
just one more, and this could be confusing and estiray for
patients who might not be able to differentiate tberticular
contributions of individuals”

It was observedhat doctors found idifficult to communicate
about a serious disease with poor prognosis tdiarpabut did no

hesitate when the news was good. In this casesttthie nurse wh

collaborated with the doctor to decide how thegudt(and family’

should be informed. But e must remember that the patient is

only person able to decide where a conversationldhze directed

and question(s) must be answered honestly, ratharavoidec

Nurses should remember that HIV/AIDs is of publéealth conceri
and Nigeria accous for 10% of the global HIV/AIDS burden. Li
expectancy in Nigeria moved from 54 years for wonaeal 52
years for men in 1991 to 48 years for women angietss for met
in 2009. Nigeria has a long way to go in tacklihgs tdevastatin
epidemic. Communii and public health nurses are therefore in
best position to educate, advice and counsel tipailpce on th
prevention of contacting this dise

ITQ

Questior
How can organ transplant be a mode of HIV transomng
Feedbacl

Organ transplant can b mode of HIV transmission when theV test
result for the donors mistakenly thought to have been negative (|
negative)
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Study Session Summary

o7

Summary

In this Study Sessiowe staéd what HIV and AIDs stand for, th
is human immunodeficiencyimus and acquired immunodeficien
syndrome We examined curremssues about HIV in Niger. We
also discussed the modes of transmission of HIVialRi, we
descibed the signs and symptoms of HIV and the varions-
medical managemes.

Assessment

\

Assignment

1. Identify the various modes of transmission for W.IAIDs
2. Discuss the current issues about HIV in Nig

3. What do HIV and AIDS stand for?

4. Discuss HIV signs and symptoms
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Study Session 6

Teenage Pregnancy

Introduction

This study session will discuss the cort of teenage pregnant
defining a teen aan individual between the ages of thirteen
nineteen, and pregnancy as a physiological stateelea the
periods of conception to birth when a woman caraiekeveloping
foetus in her uterus. Impact and causes of teenagmancy will
also be discussed. Finally, roles of community thealurses ir
teenage pregnancy will be emphas.

Learning Outcomes

When you have studied this session, you shouldleeta
6.1 define following term
a. ateen
Outcomes b. pregnancy
c. teenage pregnancy
6.2 discuss the impact of teenage pregn
6.3 explain the causes of teenage pregr

4.4 examine roles of icommunity health nurse in teene
pregnancy

Terminology

Teenage Relating to or characteristic of people between 13 and 19
years old

Pregnancy The condition or period of being pregnant or the state of
carrying a developing embryo or foetus within the female
body

Teenage A teenage girl, usually within the ages of 13-19, becoming
pregnancy pregnant. A girl who has not reached legal adulthood,
which varies across the world, who becomes pregnant
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6.1 Definition of Teenage Pregnancy

Who is a teen? A teen is an individual betweenailes of thirteen
and nineteen while Pregnancy is a physiologicakdtatween the
periods of conception to birth when a woman caraiekeveloping
foetus in her uterus. It can also be defined asate ©f being
pregnant. Teenage pregnancy is therefore definedtesnage girl,
usually within the ages of 13 to 19 becoming pregnahis refers
to girls who have not reached legal adulthood wiviahes across
the world who become pregnant.

Teenage pregnancy is pregnancy in human femalesr uhd age
of 20 at the time that the pregnancy ends. A pnegnaan take
place after the start of the puberty before firenstrual period, but
usually occurs after the onset of periods. In welltished girls,
menarche usually takes place around the age of 13.8regnant
teenagers face many of the same obstetrics issueth@r women.
There are, however, additional medical concerngrfothers aged
below 15 years. For mothers aged 15-19, the risksaassociated
more with socioeconomic factors than with the kyodal effects of
age. Risks of low birth weight, premature labouraemia , and
pre-eclampsia are connected to the biological tggdf,i as it was
observed in teen births even after controllingddrer risk factors
(such as utilization of antenatal care etc.).

In developed countries, teenage pregnancies aem afsociated
with social issues, including lower educationalelsy higher rates
of poverty, and other poorer life outcomes in at@id of teenage
mothers. Teenage pregnancy in developed countsiegsually

outside of marriage, and carries a social stigma many

communities and cultures. By contrast, teenage npmren

developing countries are often married, and theggpancies
welcomed by family and society. However, in theseeties, early
pregnancy may combine with malnutrition and poaaltiecare to
cause medical problems.

Teenage pregnancies appear to be preventable bgrebensive
sex education and access to birth control meth®llstinence-only
sex education does not appear to be effective

6.2 Impact of Teenage Pregnancy

5o

Several studies have examined the socioeconomidjcaie and
psychological impact of pregnancy and parenthootkéns. Life
outcomes for teenage mothers and their childrey; winer factors,
such as poverty or social support, may be more itapbthan the
age of the mother at the birth. Many solutions ¢oirteract the
more negative findings have been proposed. Teepagmts who
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can rely on family and community support, sc services and
child-care support are more likely to continue their edionr anc
get higher paying jobs as they progress with tbeurcatio..

6.2.1 On the Mother

Being a young mother in an industrialized countan affect one'
education. Teen mothers are more likely to dropodtiigh school
However, recent studies have found that many detmeothers ha
already dropped out of school before becoming et but those
in schools at the time of their pregnancy wereikadyl to graduate
as their peers

Young motherhood in an industrialized country caffec
employment and social class. Less than one thirdeehage
mothers receive any form of child supp vastly increasing th
likelihood of turning to the government for assi&t@ The
correlation between earlier childbearing and failto complete
high school reduces career opportunities for margunyg
women.[One study found that, in 1988, 60% of tee mothers
were impoverished at the time of giving birth. Atilohal researcl
found that nearly50% of all adolescent mothers bkougpcial
assistance within the first five years of theirldsi life.

Teenage women who are pregnant or mothers are seven times more likely to
commit suicide than other teenagers. Women who became mothers in their
teens — freed from child-raising duties by their late 20s and early 30s to
pursue employment while poorer women who waited to become moms were
still stuck at home watching their young children — wound up paying more in
taxes than they had collected in welfare.

According to the National Campaign to Prevent TBeegnancy
nearly 1 in 4 teen mothers will experience anotpeggnancy
within two years of havingheir first. Pregnancy and giving bir
significantly increases the chance that these methvl become
high school dro-outs and as many as half have to go on wel
Many teen parents do not have the intellectual motenal
maturity that is needeco provide for another life. Often, the
pregnancies are hidden for months resulting incl & adequat
prenatal care and dangerous outcomes for the bdkaesors tha
determine which mothers are more likely to havdoaaty space!
repeat birth inclde marriage and education: the likelihc
decreases with the level of education of the yonogan— or her
parent— and increases if she gets married.

6.2.2 On the Child

Early motherhood can affect the psychosocial deretnt of the
infant. The children of teen mothers are more \ikiel be borr
prematurely with a low birth weight, predisposirgem to man)
other lifelong conditions. Children of teen motherg at highe
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risk of intellectual, language, and socio-emotiondélays.
Developmental disabilities and behavioural issuesicreased in
children born to teen mothers. One study suggdbtddadolescent
mothers are less likely to stimulate their infdmbugh affectionate
behaviours such as touch, smiling, and verbal comication, or to
be sensitive and accepting toward his or her needs.

Another found that those who had more social suppere less
likely to show anger toward their children or tolyreupon
punishment.

Poor academic performance in the children of teemagthers has
also been noted, with many of them being moreikiehn average
to fail to graduate from secondary school, beheddkba grade
level, or score lower on standardized tests. Daughborn to
adolescent parents are more likely to become te@thers
themselves. A son born to a teenage mother is timess more
likely to serve time in prisan

6.2.3 Other Family Members

Teen pregnancy and motherhood can influence yousigdings.
One study found that the younger sisters of teethens were less
likely to emphasize the importance of education amgployment
and more likely to accept human sexual behaviocaremging, and
marriage at younger ages; younger brothers, toce voeind to be
more tolerant of non-marital and early births, d@diéion to being
more susceptible to high-risk behaviours. If theiryger sisters of
teenage parents babysit the children, they havaaeased risk of
getting pregnant themselves. Once an older daugpatera child,
parents often become more accepting as time goesThg
probability of the younger sister having a teenpgggnancy went
from one in five to two in five if the elder sistad a baby as a
teenager.

6.2.4 On the Community

Teenage pregnancy affects the society in many wagscially in
the form of greater public expenses. Some exampfethese
expenses are foster care, social welfare progrants reealth
expenses. Pregnant teenagers do not have a lifeupuio support
a baby, so they often need the help of those artherd. This help
comes in the form of informal community support,clsuas
babysitting or hand-me-down baby essentials.

Others include;

» Contributes to the already high number of youngskid
having babies.

» Decreases the chances of finishing secondary schubl
going on to the University, thus, one more undareated
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person not contributing to the advancement of the
community.

» Starts or continues a cycle of young people hawkiug
young which is hard to break. Hence, a communityn \&n
increasing number of teenage mothers.

» Forces young people to find jobs/forces the comiguiai
take care of their responsibility of the commurtityereby
reducing the per- capital income.

» The potential that the child won’t have active pariea their
life which leads to behavioural problems laterifa nd in
school thereby increasing the number of h hoodlumtbe
community.

> Teenage pregnancies are considered as a high risk
pregnancy, which means they are more likely to have
medical complications as they have they have musted
growing thereby leading to an increase in the nhityteate
of the community

6.3 Causes of Teenage Pregnancy

These include;

6.3.1 Early Marriage

In some societies, early marriage and traditioreddgr roles are
important factors in the rate of teenage pregnaRoy.example, in
some sub-Saharan African countries, early pregnanoften seen
as a blessing because it is proof of the young wsrfartility. The

average marriage age differs by country and camtwhere
teenage marriages are common experience highds lelveeenage
pregnancies. In the Indian subcontinent, early iager and
pregnancy is more common in traditional rural commes than

cities

6.3.2 Lack of Sex Education

The lack of education on safe sex, whether it @nfrparents,
schools, or otherwise, is a cause of teenage pnegnavany
teenagers are not taught about methods of birttralcamnd how to
deal with peers who pressure them into having sfare they are
ready. Many pregnant teenagers do not have anyitmygof the
central facts of sexuality.

In societies where adolescent marriage is less aomrauch as
many developed countries, young age at first iotgnge and lack
of use of contraceptive methods (or their incoesistand/or

incorrect use; the use of a method with a highufaifrate is also a
problem) may be factors in teen pregnancy. Mostage

pregnancies in the developed world appear to béaonpd. In an
attempt to reverse the increasing numbers of teepaggnancies,
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governments in many Western countries have inettusex
education programs, the main objective of whictoiseduce suc
pregnancies and STDs. Countries with low levelste#nager:
giving birth accept sexual relationships among agens an
provide comprehensive and balanced information abouiadiéy.

6.3.3 Adolescent Sexual Behavior-Alcohol and Drugs

Adolescent Sexuality. In most countries, most men experience sexual
intercourse for the first time before their 20" birthdays. Men in Western
developed countries have sex for the first time sooner than in undeveloped
and culturally conservative countries such as Sub-Saharan Africa and much of
Asia. The increased sexual activity among adolescents is manifested in
increased teenage pregnancies and an increase in sexually transmitted
diseases.

Inhibition-reducing drugs and alcohol may possibly encou
unintended sexual activity. If so, it is unknown tlie drugs
themselves directly influence teenagers to engageriskier
behaviwr, or wrether teenagers who engage in drug use are
likely to engage in sex. Correlation does not impdyisation. Th
drugs with the strongest evidence linking them ®enhge
pregnancy are alcohol, cannabis, "ecstasy" andr athiestitutec
amphetamines. Thdrugs with the least evidence to support a
to early pregnancy are opioids , such as heroimphige, anc
oxycodone, of which a weknown effect is the significar
reduction of libido—t appears that teenage opioid users |
significantly reducedates of conception compared to their -
using, and alcohol , "ecstasy" , cannabis, and atapfine usin
peer.

6.3.4 Lack of Contraception

Adolescents may lack knowledge of, or access toyveational

methods of preventing pregnancy, as they may bembarrassed
or frightened to seek such information. Contraaepfor teenager

presents a huge challenge for the clinician. In81#%e governmer

of the United Kingdom set a target to halve thear-18 pregnancy
rate by 2010.The Teenage Pregnancy Sgy (TPS) was
established to achieve this. The pregnancy ratehis group,

although falling, rose slightly in 2007, to 41.7r @00 women

Young women often think of contraception either'tag pill' or

condoms and have little knowledge about other ods. They are
heavily influenced by negative, sec-hand stories about methao

of contraception from their friends and the medReejudices ar

extremely difficult to overcom

Over concern about si-effects, for example weight gain and ac
often affect choice. Missing up to three pills a month is coom,
and in this age group the figure is likely to bgHar. Restartin
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after the pill-free week, having to hide pills, drinteractions and
difficulty getting repeat prescriptions can allde® method failure.

Some women gave three main reasons for not using
contraceptives: trouble obtaining birth controle(tmost frequent
reason), lack of intention to have sex, and thecomeeption that
they "could not get pregnant.

2 o er G\
ﬁ @'}g\\

@)
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Among teens in the UK seeking an abortlon a sfodyld that the
rate of contraceptive use was roughly the sametdens as for
older women. In other cases, contraception is Usgidproves to be
inadequate. Inexperienced adolescents may use @@nNdo
incorrectly, forget to take oral contraceptives,fail to use the
contraceptives they had previously chosen. Conptaee failure
rates are higher for teenagers, particularly po@spthan for older
users. Long-acting contraceptives such as intrizgtedevices,
subcutaneous contraceptive implants , and contiizeejnjections
(such as Depo-Provera and Combined injectable aceytive),
which prevent pregnancy for months or years atre tiare more
effective in women who have trouble rememberingate pills or
using barrier methods consistently. According to eTh
Encyclopaedia of Women's Health, published in 2G0ére has
been an increased effort to provide contraceptioadblescents via
family planning services and school-based healtichsas HIV
prevention education

6.3.5 Age Discrepancy in Relationships

According to the Family Research Council, a corstre
lobbying organization, studies in the US indicateatt age
discrepancy between the teenage girls and the rmerimpregnate
them is an important contributing factor. Teenagels gin
relationships with older boys, and in particulathwadult men, are
more likely to become pregnant than teenage girieliationships
with boys their own age. They are also more likeycarry the
baby to term rather than have an abortion
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6.3.6 Sexual Abuse

Studies from South Africa have found tha—20% of pregnancie
in teenagers are a direct result of rape, whilauab0% of teenag
mothers had unwanted sexual experiences precedivey

pregnancy. Before age 15, a majority of st-intercourse
experiences among females are reported to b-voluntary; the
Guttmacher Institute found that 60% of girls whal le®ex befor¢
age 15 were coerced by males who on average weyeais theil
senior. One in five teenage fathers admitteforcing girls to have
sex with them. Multiple studies have indicated eorsg link

between early childhood sexual abuse and subsedeentge
pregnancy in industrialized countries. Up to 70%wafmen whc
gave birth in their teens were molested as yourls; by contrast,
25% of women who did not give birth as teens weoteste:.

In some countries, sexual intercourse between a minor and an adult is not
considered consensual under the law because a minor is believed to lack the
maturity and competence to make an informed decision to engage in fully
consensual sex with an adult. In those countries, sex with a minor is therefore
considered statutory rape.

In most European countries, by contrast, once aeacdent ha
reached the age of consent, he or stn legally have sexu:
relations with adults because it is held that imegal (althougt
certain limitations may still apply), reaching tlage of conser
enables a juvenile to consent to sex with any panvho has als
reached that age. Therefore, thefinition of statutory rape i
limited to sex with a person under the minimum afeonsent
What constitutes statutory rape ultimately diffeygurisdictior.

6.3.7 Socio-Economic Factors

Teenage pregnancy has been defined predominanthinwihe
research field and among social agencies as a sociablgm.
Poverty is associated with increased rates of tgemaegnancy
Economically poor countries such as Niger and Bahegh hav
far more teenage mothers compared with economicadiz
countries suc as Switzerland and Japan. A young po\-stricken
girl clutches her chil

There is little evidence to support the commondbdhat teenag
mothers become pregnant to get benefits, welfand, @uncil
housing. Most knew little about housing or final aid before
they got pregnant and what they thought they kné&encturnec
out to be wron.
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6.3.8 Low Self-Esteem /Desperation

Some teenagers in their pursuit of being accepyatidir peers and
also due to their desperation venture into acésitithat are
detrimental to their health by getting involvedsame illicit acts
such as premarital sex, alcohol abuse etc. Mogstitney have the
feeling that others are doing it so they can alsdt é@nd not doing

it makes teenagers feel inferior to others. Thesdskof teenagers
most time lack the adequate knowledge about use of
contraceptives

6.4 Role of the Community Health Nurse

The role of the Community health nurse is explaineder the
primary, secondary and tertiary prevention

6.4.1 Primary Prevention

This aims at postponing first sexual intercourgs. fbcus is to
educate and empower teens.

We can utilize primary preventions by;

» Educating the teens on risks and consequences.of se

« Empower teenagers to prevent pregnancy by making
contraceptives and emergency contraception easiljahle.

» Access to information is crucial for young peopleomvant to
prevent pregnancy.

» Parental involvement in prevention programs mayuced
teenage pregnancy.

Parents, schools, religious institutions (Agentsaifialization) also
have an important role to play in the primary preiwan of teenage
pregnancies.

6.4.2 Secondary Prevention

This is at encouraging teens to use contraceptiwasistently and
to detect pregnancy early through pregnancy tesaldo involves
providing services for early detection of teen piwy, early
prenatal care and support to prepare teen for biegoaparent

6.4.3 Tertiary Prevention

This is to counsel teens about available optiockiding keeping
the baby, adoption and abortion. It also involvesrtimg
programmes that prevent future unwanted pregnaacmsg teens
and help parenting teens give the best care to ¢héd. Strategies
include parenting classes, services to help teemsplete their
education, well child care, nutrition and immuniaatservices; and
provision of social support groups to the teenagéhar.
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What stands out is the fact that pregnancy is acehimr only a
very few. For most sexually active teenagers, & tdcknowledge
and communicatioiskills ensure that the odds are stacked ag
them. For the first time, however, national targetseduce teenac
pregnancy have resources attached to .

Change is achievable only by giving consistent messages to young people.
Developing SRE policies in schools and providing sexual health services that
young people feel confident to use are vital, as is ensuring teenage parents are
fully supported to give themselves the best chance in life.

Teenage parents and their children are amor most vulnerable
members of society and this has now been formattpgnised b

public health strategy. Rather than labelling yopegple, we hav

been given a chance to work with them to tackle dheses o

teenage pregnancy and to ensure that the' at least make
informed choices about when to become pa.

ITQ

Questior

How can a mother suffer teenage pregna
Feedbacl

As a teenage mother, the following could be theaotp of teenag
pregnancy

a. Being a young mother in an industrialized countay @ffect one'
education. Teen mothers are more likely to dropodtiigh school

b. Young motherhood in an industrialized country -caffec
employment and social class

c. Teenage women who are pregnhant athmrs are seven times m
likely to commit suicide than other teenagel

d. According to the National Campaign to Prevent T&agnancy
nearly 1 in 4 teen mothers will experience anotiregnancy withir
two years of having their first

Study Session Summary

o7

Summary

In this Study Sessionwe discussed the concept of teen
pregnancy defining a teen an individual between the ages
thirteen and nineteen, and pregnancy as a physialogtate
between the periods of conception to birth wheroeman carries
developing fetus in her uterus. Impact and caudegse@nage
pregnancy was also discussed.ally, roles of community heall
nurses in preventing teenage pregnancy was emphbasiac
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 examined

Assessment

Who is a teen?

Discuss fully the impact of teenage pregnancy

What are the causes of teenage pregnancy?

Examine the role of a community health nurse in
preventing teenage pregnancy

PoNPE

Assignment
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