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INTRODUCTION

PHS 804: Maternal and Child Health is a two-credit course for students
offering Masters of Public Health Science. Reprdidechealth is a
crucial part of general health and a central featwf human
development. It is a reflection of health durifgld¢hood, and crucial
during adolescence and adulthood, sets the stageefdth beyond the
reproductive years for both women and men, andc&ffthe health of
the next generation.

Reproductive health is a universal concern, butisitof special
importance for women particularly during the reproilve years.
Although most reproductive health problems ariseringu the
reproductive years, in old age general health naes to reflect earlier
reproductive life events. Men too have reproduchiealth concerns and
needs through their general health is affectecepyaductive health to a
lesser extent than is the case for women. Howewen have particular
roles and responsibilities in terms of women's odpctive health
because of their decision-making powers in reprobdediealth matters.
Failure to deal with reproductive health problemaray stage in life sets
the scene for later health and developmental pnahleBecause
reproductive health is such an important compooéigeneral health it
is a prerequisite for social, economic and humarid@ment.

WHAT YOU WILL LEARNIN THISCOURSE

In this course, you have the course units and eseaguide. The course
guide will tell you what the course is all aboutislthe general overview
of the course materials you will be using and howge those materials.
It also helps you to allocate the appropriate timeach unit so that you
can successfully complete the course within theukdied time limit.
The course guide also helps you to know how to lgmuaiyour Tutor-
Marked Assignments (TMAs) which will form part ofoyr overall
assessment at the end of the course. Also, thdirdavregular tutorial
classes that are related to this course, wherecgaunteract with your
facilitators and other students. Please, | encausay to attend these
tutorial classes.

COURSE AIMS
The course aims to give you a detailed understgndih issues

surrounding Maternal and Child Health which is emportant branch of
Public Health.
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COURSE OBJECTIVES

To achieve the aims set above, each course unialset of specific
objectives which are included at the beginning loé tunit. These
objectives will give you what to concentrate/foauswhile studying the
unit. Please read the objectives before studyiaguthit and during your
study to check your progress.

Below are the comprehensive objectives of the @ais a whole. By
meeting these objectives, you should have achigkiedaims of the
course as a whole. Thus, after going through thesey you should be
able to:

Understand the definition of reproductive health
Understand the concept and importance of reprogribialth
Describe the components of the reproductive hgalttkage
Understand the magnitude of reproductive healtblpros
Understand reproductive health indicators

Understand the historical development of the concep
Understand the concept of the life course approach
Know the rationale of the life course approach
Understand the challenges in implementing a lifeurse
approach to health

Know the linkage between the continuum of care toallife-
course approach

Understand the ICPD concept

Understand the Beijing +10 concept

Understand the definition of family planning

Understand the rationale for family planning progsa in
developing countries

Understand steps in counselling

Know different Family planning delivery systems
Understand the magnitude of abortion

Identify reasons behind unplanned pregnancy

Define Unsafe abortion and know contributing fastor
Know the barriers to safe abortion

Understand the abortion law in Nigeria

Understand different components of post-abortiae ca
Understand the concept of antenatal and obstedtrec ¢
Discuss traditional antenatal care

Discuss focused antenatal care

Discuss the new 2016 ANC model

Understand the component of essential obstetre car
Understand the component of emergency obstetrec car
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Understand the Concept of Safe Motherhood.

Know the Safe Motherhood Action

Understand Effective Strategies to Achieve Safehdidtood
Know the pillars of safe motherhood

Understand the concept of maternal mortality.

Understand the determinant of maternal death

Understand the commonest causes of maternal death
Understand possible preventive actions against rmmlte
mortality

Understand the definition of maternal mortalityigat
Understand the definition of Maternal mortalityest
Understand the importance of maternal mortalitioras a health
indicator in a society

Understand the differences between maternal miyrtitio and
rate

Understand the approaches measuring maternal morntatio
and rate

Understand the concept of obstetric care

Understand the concept of unmet obstetric care

Understand the delays in Obstetric care

Understand the concept of the integrated approachetvborn
care

Know the importance of integrating newborn care

Explain the meaning of adolescent development

Understand the importance of adolescents reprodubgalth
Know the reproductive health risks and consequenites
adolescents

Discuss the challenges of adolescent reproductadhh
Understand concept about adolescent reproductaghheervices
Understand the factors affecting reproductive headteds

Know the socioeconomic and psychological consecesnuf
pregnancy for unmarried adolescents.

Understand the concept of needs and issues for men
Understand how to improve men’s and boys’ own skxamal
reproductive health

Know building blocks to work on men’s sexual angrosluctive
health

Know the sexual and reproductive health servicéage for men
and adolescent boys

Understand the concept of safe motherhood

Understand the roles of males in safe motherhood

Know the Safe Motherhood Action

Know the essential services of safe motherhood

To identify common cancers in this region
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To recognise aetiology and risk factors for cancers

To know Cancer Screening methods

To understand the treatment modalities and Prementi

To understand the aetiology and mode of transnmssio

To be able to classify STIs and HIV/AIDs

To have good knowledge of prevention and treatroe8fTIs
Understand Health systems

Access to care at all levels

Understand district health system

Identify key reproductive health services at thstrdit level

To understand the tertiary health care

Reproductive health roles and functions

Be able to define Primary Health Care (PHC)

Have a good knowledge of RH

RH roles at the primary care level

Know the major community-based intervention

Understand the overview of the principles and psses entailed
in monitoring and evaluating sexual and reprodeécthealth
programmes

Understand the monitoring and evaluation concepts,
Understand the differences between monitoring aatliation
Know the limitation of monitoring and evaluation

Understand the indicators used in monitoring araduation
Understand integration at the point of servicewsli
Understand integration at the health sector level

Understand integration within national developmghnning
processes

Understand the definition of quality of care

Understand the conceptual framework of qualityarec
Understand the determinants of quality improvement

Know the quality of care indicators

Know the tools to measure improvements in quality
Understand the barriers to quality of care

Understand the effect of education on reprodudisath
Understand the effect of employment on reprodudimalth
Understand the effect of income on reproductivdthea
Understand the effect of family and social suppanm
reproductive health

Understand the effect of community safety on repotisle health
Know the different publications and reports focgsam MCH.
Know the different websites and surveys on MCH.

To know the various MCH programmes at the distiestel by
UNFPA

Understand the functions of UNFPA

vii
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Know the definition of HMIS

Understand the rationale of HMIS

Know the benefit of HMIS

Know the reproductive health indicators

Understand the importance of reproductive healtficators

WORKING THROUGH THISCOURSE

To complete this course, you are required to reauth estudy unit, read
the textbooks and read other materials which mayrogided by the
National Open University of Nigeria.

Each unit contains a self-assessment exercisestaceltain points, in
the course, you would be required to submit assegrisfor assessment
purposes. At the end of the course, there is d 8ramination. The
course should take you about a total of 12 weeksotaplete. Below
you will find listed all the components of the csey what you have to
do and how you should allocate your time to each wmorder to
complete the course on time and successfully.

This course entails that you spend a lot of timadmy. We would
advise that you avail yourself of the opportunityatiending the tutorial
sessions where you have the opportunity of comgarour knowledge
with that of other people.

THE COURSE MATERIALS
The main components of the course are:

The Course Guide

Study Chapters
References/Further Reading
Assignments

Presentation Schedule

akrwpPE

STUDY UNITS

The study units for this course are made up ofetl{ modules and
Twenty-nine (29) units as given below:

Modulel Basic concepts and Landmark Events Related to
Reproductive Health and its Evolution

Unit 1 Introduction to Reproductive Health
Unit 2 Historical Background of Maternal and Chiéalth

viii
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Unit 3 Life Course Perspectives
Unit 4 International Conference on Population ancev&opment
(ICPD), Post-ICPD, Beijing+10

Module2 Reproductive Health Behaviour In Nigeria

Unit 1 Contraception as a Pre-Conceptional Healtérvention
Unit 2 Abortion as a Public Health Issue

Unit 3 Antenatal and Obstetrical Care Models

Unit 4 Safe Motherhood and Continuum of Care

Module3 Maternal Mortality

Unit 1 Determinants of Maternal Mortality

Unit 2 Measurement of Maternal Mortality Ratio dRdtes

Unit 3 Obstetrical Care (EOC, EMCOR, BOC), Unmets@lrical
Need, Delays in Obstetrical Care Provision,

Unit 4 Integrated Approach to Newborn Care

Module4 Maternal and Child Health Needs of Special
Populations

Unit 1 Issues of Adolescents and Young Adults
Unit 2 Needs of And Issues for Men
Unit 3 Role of Males in Safe Motherhood

Module5 Diseases of Public Health Importance in Maternal
Health

Unit 1 Cancers of The Reproductive Tract, Cancdr§h@ Breast
Unit 2 Sexually Transmitted Infections, HIV/AIDS

Module6 Health Systems|ssues

Unit 1 Access to Services at Various Levels

Unit 2 Role of the District Health System in Repuotive Health

Unit 3 Role of the Tertiary Care Hospital in Repuotive Health

Unit 4 Primary Health Care and Reproductive Hehlttuding
Community-Based Interventions

Module7  Cross-Cutting Themes

Unit 1 Research, Monitoring and Evaluation

Unit 2 Quality of Care

Unit 3 Integrated Approach to the Provision of Refurctive Health
Services
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Unit 4 Socio-Economics of Reproductive Health Care
Module8 Data Sourcesin Reproductive Health

Unit 1 Websites, Reports, Surveys and Publicatkn®ising On
Maternal and Child Health

Unit 2 MCH Programmes at the District Level By UNKP

Unit 3 MIS in Reproductive Health

Unit 4 Reproductive Health Indicators

ASSIGNMENT FILE

There are three types of assessments in this cdtirsé are the Tutor-
Marked Assessments (TMAS); second is the Self-Assent Exercises
while the third is the written examination. In soly the questions in the
assignments, you are expected to apply the infeomaknowledge and
experience acquired during the course. The assigismenust be
submitted to your facilitator for formal assessmenticcordance with
prescribed deadlines stated in the assignment file.

References and other resources are provided. Theliwects you to
work on exercises related to the required readinggeneral, these
exercises test you on the materials you have jogered or require
you to apply it in some way and thereby assist ymevaluate your
progress and to reinforce your comprehension of thaterial.

Together with TMAs and SAEs these exercises willphgou in

achieving the stated learning objectives of eadhamd of the Course
as a whole.

The work you submit to your facilitator for assessitnaccounts for 30
per cent of your total course mark. At the endhaf ¢course, you will be
required to sit for a final examination of 1% hodtsation at your study
centre. This final examination will account for Z9of your total course
mark.

PRESENTATION SCHEDULE

Your course materials have important dates foready and timely

completion and submission of your TMAs and attegdurtorials. You

should remember that you are required to submiyalr assignments
by the stipulated time and date. You should gugadrest falling behind
in your work.

There is a timetable prepared for the early anelyncompletion and
submission of your TMAs as well as attending therial classes. You
are required to submit all your assignments atstifgulated time and
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date. Avoid falling behind the scheduled time. Phesentation schedule
included in this course guide provides you with artpnt dates for the
completion of each tutor-marked assignment (TMA)ouY should
therefore try to meet the deadlines.

ASSESSMENT

There are three aspects to the assessment of tlieecdl he first is
made up of self-assessment exercises, the secoststoof the tutor-
marked assignments and the third are the writtenm@xation/end of
course examination. You are advised to do the esescIn tackling the
assignments, you are expected to apply informatmowledge and
techniques you gathered during the course.

The assignments must be submitted to your faalhtdor formal
assessment in accordance with the deadlines dtatbe presentation
schedule and the assignment file. The work you stutonyour tutor for
assessment will count for 30% of your total comsek. At the end of
the course, you will need to sit for a final or esfccourse examination
of about three-hour duration. This examination wdunt for 70% of
your total course mark.

TUTOR-MARKED ASSIGNMENT (TMAS)

The TMA is a continuous assessment component of gourse. It
accounts for 30% of the total score. You will bevagi TMAS
guestions to answer and these must be answeredebgbu are
allowed to sit for the end of course examinatiohe TMAs would be
given to you by your facilitator and returned afy@u have done the
assignment. Assignment questions for the unitshis tourse are
contained in the assignment file. You will be abdecomplete your
assignment from the information and material caorgdi in your
reading, references and study units. However, itlasirable in all
degree level of education to demonstrate that you have read and
researched more into your references, which wiWegyou a wider
viewpoint and may provide you with a deeper underding of the
subject.

1. Make sure that each assignment reaches yolitatmi on or before

the deadline given in the presentation scheduleamstgnment file. If

for any reason you cannot complete your work oreticontact your

facilitator before the assignment is due to disdhgspossibility of an

extension. The extension will not be granted atfter due date unless
there are exceptional circumstances.

2. Make sure you revise the whole course contefiréesitting or the

examination. The self-assessment activities and M be useful for

Xi
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this purpose and if you have any comments pleasthelo before the
examination. The end of course examination covémsmation from all
parts of the course.

FINAL EXAMINATION AND GRADING

The end of course examination for Principle of Epmdology and
Disease Control will equal to or less than 2 haurd it has a value of
70% of Control total course work. The examinationl wonsist of
guestions, which will reflect the type of self-t@st, practice exercise
and tutor-marked assignment problems you have ously
encountered. All areas of the course will be asskss

Use the time between finishing the last unit antling for the
examination to revise the whole course. You mighd fit useful to
review your self-test, TMAs and comments on thenfotee the
examination. The end of course examination covaigmation from
all parts of the course.

COURSE MARKING SCHEME

Table 1. Course Marking Scheme

Assignment Marks

Assignment 1 — 3 Three assignments, at 10% e&0% of
course mark

End of Examination 70% of overall course marks
Courst

Total 100% of course materials

Table2: Course Organisation

Unit | Title of Work Weeks | Assessment
Activity | (End of
Unit)
Course Guid Weelk
1 Week 1| Assignment
1
2 Week 2| Assignment
2
3 Week 3| Assignment
3
4 Week 4| Assignment
4
5 Week 5| Assignment
5

Xii



PHS 804 COURSE GUIDE

6 Week 6| Assignment
7 Week 7 6Assignmert
8 Week 8 7Assignmert
9 Week 9 zAssignmert

HOW TO GET THE MOST OUT OF THISCOURSE

In distance learning, the study units replace thigaxsity lecturer. This

is one of the huge advantages of distance leamioge; you can read
and work through specially designed study mateaalgour own pace

and at a time and place that suit you best. Thinkas reading from the

teacher, the study guide tells you what to readenwto read and the
relevant texts to consult. You are provided exexigt appropriate
points, just as a lecturer might give you an irsslaxercise. Each of the
study units follows a common format. The first itésnan introduction

to the subject matter of the unit and how a paldicunit is integrated

with the other units and the course as a whole.t lexhis is a set of

learning objectives. These learning objectivesaeant to guide your

studies. The moment a unit is finished, you mustbgok and check
whether you have achieved the objectives. If thismade a habit, then
you will significantly improve your chances of pemgthe course. The
main body of the units also guides you through rénguired readings

from other sources. This will usually be eithemfra set book or from

other sources. Self-assessment exercises are edovidoughout the

unit, to aid personal studies and answers are gedvat the end of the
unit. Working through these self-tests will helpuyto achieve the

objectives of the unit and also prepare you foortmarked assignments
and examinations. You should attempt each selfaesyou encounter
them in the units.

The Following are Practical Strategies for Working through This
Course

1. Read the Course Guide thoroughly.

2. Organise a study schedule. Refer to the coursevievefor more
details. Note the time you are expected to speneach unit and
how the assignment relates to the units. Importitails, e.g.
details of your tutorials and the date of the fidgty of the
semester are available. You need to gather togedhethis
information in one place such as a diary, a wadirtbalendar or

Xiii
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10.

11.

an organiser. Whatever method you choose, you glumdide on
and write in your own dates for working on eacht.uni

Once you have created your own study schedule vdoything
you can to stick to it. The major reason that stisldail is that
they get behind with their course works. If you geto
difficulties with your schedule, please let youtotuknow before
it is too late for help.

Turn to Unit 1 and read the introduction and thgdlives for the
unit.

Assemble the study materials. Information abouttwitai need
for a unit is given in the table of contents at lbieginning of each
unit. You will almost always need both the studytwou are
working on and one of the materials recommendedfuaher
readings, on your desk at the same time.

Work through the unit, the content of the unit litdeas been
arranged to provide a sequence for you to follow.y&u work
through the unit, you will be encouraged to reamrfryour set
books.

Keep in mind that you will learn a lot by doing ajbur
assignments carefully. They have been designed|mpyou meet
the objectives of the course and will help you pdke
examination.

Review the objectives of each study unit to confilhat you have
achieved them. If you are not certain about anghefobjectives,
review the study material and consult your tutor.

When you are confident that you have achieved a’suni
objectives, you can start on the next unit. Procaeitl by unit
through the course and try to pace your study sb ybu can
keep yourself on schedule.

When you have submitted an assignment to your témor
marking, do not wait for its return before startmgthe next unit.
Keep to your schedule. When the assignment is rretljrpay
particular attention to your tutor's comments, both the tutor
marked assignment form and also that written oragsggnment.
Consult your tutor as soon as possible if you heawe questions
or problems.

After completing the last unit, review the coursed gprepare
yourself for the final examination. Check that ymave achieved
the unit objectives (listed at the beginning of eaait) and the
course objectives (listed in this course guide).

FACILITATORSTUTORSAND TUTORIALS

There are Sixteen (16) hours of tutorials providedupport of this
course. You will be notified of the dates, timesl docation of these

Xiv
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tutorials as well as the name and phone numbeowf facilitators, as
soon as you are allocated a tutorial group.

Your facilitator will mark and comment on your agsinents, keep a
close watch on your progress and any difficulties ynight face and
provide assistance to you during the course. Yeueapected to mail
your Tutor Marked Assignment to your facilitator fbe the
scheduledd date (at least two working days areinedju They will be
marked by your tutor and returned to you as soopoasible. Do not
delay to contact your facilitator by telephone email if you need
assistance.

The following might be circumstances in which yowul find
assistance necessary, hence you would have toctgmtar facilitator
if:

l. You do not understand any part of the study orabsigned
readings.

i You have difficulty with the self-assessment exgesi

iii. You have a question or problem with an assignmentith
the grading of an assignment.

You should endeavour to attend the tutorials. Thithe only chance
to have face to face contact with your course ifatdr and to ask
guestions which are answered instantly. You caserany problem
encountered in the course of your study.

To gain many benefits from course tutorials preparguestion list
before attending them. You will learn a lot fronrtpapating actively
in discussions.

SUMMARY

Maternal and Child Health is a course that is desiigto acquaint the
student with the basic concepts and landmark eveelsted to
reproductive health and its evolution, describerg@oductive health
behaviour of Nigerians, introduce the concept ofemaal mortality, its
determinants and measurement, enumerate the matemndachild
health needs of special populations with regardepooductive health,
discuss the communicable and non-communicable skseaf public
health importance, introduce the concept of hesajytitems and the
roles of the different levels of care in reproduethealth, discuss the
concept of monitoring and evaluation as a publialthetool and also
introduce the concept of quality of care and theicseconomics of
reproductive health care.

XV
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Upon completing this course, the student will beipped with the
basic knowledge of the meaning of reproductive theand its
components as well as the reproductive health @&odis. The student
will also have the knowledge of Management infoioratsystems in
reproductive health and the Maternal and Child theptogrammes of
the UNFPA.

To gain the most from this course you should endeato apply the
principles you have learnt to your understanding?ablic Health.
We wish you success in this course and we hopenyibdind it both
interesting and useful!

XVi
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MODULE 1 BASIC CONCEPTSAND LANDMARK
EVENTS RELATED TO REPRODUCTIVE
HEALTH AND ITSEVOLUTION

UNIT 1 INTRODUCTION TO REPRODUCTIVE
HEALTH

CONTENTS

1.0 Introduction

2.0 Objectives

3.0 Main Content
3.1 Definition of Reprodivet Health
3.2  Concept and Importance girf@ductive Health
3.3  Components of Reproductiealth
3.4  Magnitude of Reproductiveatile Problems
3.5 Reproductive Health Indicato

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION

Reproductive health is a universal concern butf ispecial importance
for women particularly during the reproductive y@aHowever, men
also demand specific reproductive health needs ek particular
responsibilities in terms of women's reproductiealth because of their
decision-making powers in some reproductive healtratters.
Reproductive health is a fundamental component rofiralividual’s
overall health status and a central determinantquadlity of life.
Reproductive health is life-long, beginning evefobe women and men
attain sexual maturity and continuing beyond a womahild-bearing
years.

20 OBJECTIVES

By the end of this unit, you will be able to:

) understand the definition of reproductive health
understand the concept and importance of reprogubgalth
describe the components of the reproductive healthage
understand the magnitude of reproductive healtblpros
understand reproductive health indicators.
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3.0 MAINCONTENT
3.1 Déefinition of Reproductive Health

There are many and varying definitions of repromhechealth, some
focused predominantly on the physiological andiligrtaspects, and
others more holistic in their view. Reproductiveahlle is a state of
complete physical, mental and social well-being aod merely the
absence of disease or infirmity, in all mattersatia to the
reproductive system and its processes. This defmits taken and
modified from the WHO definition of health.

3.2 Concept and Importance of Reproductive Health

Reproductive health implies that people can hagatesfying and safe
sex life and that they can reproduce and the fr@ebodecide if, when,
and how often to do so. Implicit in this last car@h are the right of
men and women to be informed and to have accesaféy effective,
affordable and acceptable methods of family plagmhtheir choice, as
well as other methods of their choice for the ragah of fertility which
are not against the law, and the right of accesgppwopriate health-care
services that enable women to go safely throughgnamecy and
childbirth and provide couples with the best chaotbaving a healthy
infant. It also includes sexual health, the purpa$sewhich is the
enhancement of life and personal relations, andmaely counselling
and care related to reproduction and sexually ingttesd diseases.

3.2.1 Reproductive Health Care

RH care is the constellation of information and/gesss designed to help
individuals attain and maintain the state of repcitve health by
preventing and solving reproductive health problems

RH care includes a variety of prevention, wellnasd family planning
services as well as diagnosis and treatment ofodegptive health
concerns.

3.2.2 Positive Reproductive Health

Positive RH means that individuals can manage gestuality and have
unrestricted access to the full range of reprogtadtiealth care options

3.2.3 Importance of Reproductive Health

The following are the importance of reproductivaltie
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o Reproductive health is a human right stated inrinatonal law.

) Reproductive health plays an important role in ndbtp,
mortality and life expectancy.

o Reproductive health problems are the leading catiseomen’s

ill health and mortality worldwide.
3.3  Components of Reproductive Health

Below are the components of reproductive health:

o Quality family planning services

o Promoting safe motherhood: prenatal, safe delia@ postnatal
care, including breastfeeding

) Prevention and treatment of infertility and sexdgsfunction in
both men and women

o Prevention and management of complications of @nahbrtion
and safe abortion services, were not against the la

) Treatment of reproductive tract infections, espgciaexually
transmitted infections including HIV infection aAdDS

o Information and counselling on human sexuality,poesible
parenthood and sexual and reproductive health

o Active discouragement of harmful practices, suchfawale
genital mutilation and violence related to sexyaliand
reproduction

o Management of non-infectious conditions of the oepictive

system, such as genital fistula, cervical cancemmications of
FGM and reproductive health problems associatedh wit

menopause
o Gender equity
° Functional and accessible referral

34 Magnitude of Reproductive Health Problems

Nigeria Demographic Health Survey 2018 (NDHS20&8eals:

o Total Fertility Rate: 5.3 children per woman (4rburban areas
and 5.9 in rural areas).
o Antenatal care coverage: 67% of women age 15-49 gdwe

birth in the 5 years preceding the survey recemei@natal care
(ANC) from a skilled provider during the pregnanfy their
most recent birth. Fifty-seven per cent had attléasr ANC
Visits.

o Maternal Mortality Ratio: 512 maternal deaths p86€,000 live
births.
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35

Lifetime risk of maternal death: The lifetime rigk maternal
death indicates that one in 34 women in Nigerid mave a death
related to maternal causes.

Prevalence of female genital mutilation (FGM): 2@¥%women
age 15-49 are circumcised, a decrease from theefigh 25%
reported in 2013.

Age at circumcision: 86% of circumcised women aget@ were
circumcised before age 5, while 5% were circumcigedge 15
or older.

Attitudes towards FGM: Among women who have heafd
FGM, 78% believe that female genital mutilatiom required
by their religion and 67% believe that it should be continued.
Current contraceptive use: Modern contraceptive igskigher
among sexually active unmarried women (28%) tharoram
currently married women (12%). The contraceptivevptence
rate for any method is 17% among currently marwedhen.
Contraceptive discontinuation: Two of every fivenéis (41%)
that women began using a contraceptive method an5tlyears
preceding the survey, they discontinued the methddin 12
months. The most common reason for discontinuatvas the
desire to become pregnant (35%).

Demand for family planning: The total demand fomiky
planning among currently married women is 36%,; 3gf%total
demand is satisfied by modern methods.

Unmet need for family planning: Unmet need for figmplanning
Is higher among sexually active unmarried womerg{}&an
among currently married women (19%).

Future use of contraception: 35% of currently nealrivomen
who are not using contraception intend to use fapidnning in
the future.

The infant mortality rate: 67 deaths per 1,000 buths

Under-5 mortality: 132 deaths per 1,000 live birthkis implies
that more than 1 in 8 children in Nigeria dies Ibeftheir 5th
birthday.

Reproductive Health Indicators

According to WHO, health indicators are definedvasables that help
to measure changes. Indicators are not only to unedke health status
of a community but also to compare the health stafuone country to

another for assessment of health care needs, lfmcadbn of scarce

resources and monitoring and evaluation of headttvises, activities

and programmes. Examples of reproductive healticanors include:

Fertility
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Life Expectancy
Perinatal Mortality
Low birth weight
Maternal Mortality

40 CONCLUSION

In this unit, you have learnt about the definitafireproductive, concept
and components of reproductive. Also, the magnitofleeproductive
health problems was discussed with reproductivéithealicators.

SELF-ASSESSEMENT EXERCISE

1. What is the importance of reproductive health?
2. Highlight the components of reproductive health.

50 SUMMARY

Reproductive health is a holistic approach to thkvdry of health care.
An index case seen provides access to the famignsoire the welfare
and well-being of other family members.

An effective reproductive health program must be

. Continuous
. Comprehensive
. Coordinated

. Collaborative

6.0 TUTOR-MARKED ASSIGNMENT

1. Describe ways by which quality family plannisgrvices will
improve maternal health?

2. Describe the effective strategies and intefgan to achieve safe
motherhood.

3. Describe the target population in reproduchigalth.
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1.0 INTRODUCTION

The creation of public health programmes to improe health of
women and children has its origins in Europe at #mel of the

nineteenth century. With hindsight, the reasonstfis concern look
cynical: healthy mothers and children were seegdyernments at that
time to be a resource for economic and politicabéions. Many of

Europe’s politicians shared a perception that thHeealth of the nation’s
children threatened their cultural and military ieeons.

Caring for the health of mothers and children sgamed a legitimacy
of its own, beyond military and economic calculaio The increasing
involvement of a variety of authorities — medicatlday, charitable and
governmental — resonated with the rising expeatatiand political
activism of civil society.

Maternal and child health programmes became a@tbhlth paradigm
alongside that of the battle against infectioug@ses. One of the core
functions assigned to the World Health OrganisatftvtHO) in its
Constitution of 1948 was “to promote maternal amildchealth and
welfare”. By the 1950s, national health plans amdicgy documents
from development agencies invariably stressed tmathers and
children were vulnerable groups and therefore pyiottargets” for
public health action. The notion of mothers anddrkn as vulnerable
groups were also central to the primary health casgement launched
at Alma-Ata (now Almaty, Kazakhstan) in 1978. THisst major
attempt at massive scaling up of health care cgeera rural areas
boosted maternal and child health programmes, by focus on
initiatives to increase immunisation coverage anthtkle malnutrition,
diarrhoea and respiratory diseases. In practidél bkealth programmes
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were usually the central — often the only — progratic content of
early attempts to implement primary health care.

20 OBJECTIVES

By the end of this unit, you will be able to:
e discuss the historical development of the concept.

3.0 MAINCONTENT
3.1 Historical Development of the Concept

It is helpful to understand the concept and to emarnts origins. During
the 1960s, UNFPA was established with a mandataise awareness
about population “problems” and to assist develgpoountries in
addressing them. At that time, the talk was of ridtag room only”,
“population booms, demographic entrapment” and csiyarof food,
water and renewable resources. Concern about papulgrowth
(particularly in the developing world and among th&or) coincided
with the rapid increase in the availability of teologies for reducing
fertility - the contraceptive pill became availallering the 1960s along
with the IUD and long-acting hormonal methods.

In 1972, WHO established the Special Program of eReh,
Development and Research Training in Human Reptaiu¢HRP),
whose mandate was focused on research into thdogevent of new
and improved methods of fertility regulation andues of safety and
efficacy of existing methods. Modern contraceptivethods were seen
as reliable, independent of people’s ability toctice restraint, and
more effective than withdrawal, condoms or periabstinence.

The 1994 ICPD has been marked as the key evertieirhistory of
reproductive health. It followed some important urtences that made
the world think of other ways of approaches to odpctive health.

3.2 Development of Reproductive Health

Here, take note of the following, in the Pre-1971&hA-Ata Conference:

) Basic health services in clinics and health centres
Primary health care declaration 1978
o MCH services started with more emphasis on chitdigal
o Family planning was the main focus for mothers
Safe motherhood initiative in 1987
. Emphasis on maternal health
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o Emphasis on reduction of maternal mortality Repobide

health, ICPD in 1994

Emphasis on quality of services

Emphasis on availability and accessibility

Emphasis on social injustice

Emphasis on individuals woman's needs and righpsdeleictive

Health Millennium development goals and reprodgctrealth in

2000

o MDGs are directly or indirectly related to health

o MDG 4, 5 and 6 are directly related to health, iMDG 1,2,3,
and 7 are indirectly related to health

o World Summit 2005, declared universal access toorkptive
health
o “Sexual and reproductive health is fundamentaht docial and

economic development of communities and nationd, arkey
component of an equitable society.”

SELF-ASSESSMENT EXERCISE

Briefly discuss the MGD that is reproductive heakttated with their
targets.

40 CONCLUSION

In this unit, you have learnt the historical backgrd of maternal and
child health.

50 SUMMARY

Maternal and child health has received a paradigifh t® what is now
known as reproductive health. Maternal and childlthecomprises a
major component of reproductive health.

6.0 TUTOR-MARKED ASSIGNMENT

Discuss the historical background of maternal dnidl thiealth.
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1.0 INTRODUCTION

Investing in a life-course approach to health seatial to ensure that
we promote a healthy start to life, meet the headteds of our citizens
throughout their stages of life and accomplish ¢oal of improved

health and well-being for all. In this regard, salxand reproductive
health becomes a critical aspect of the life-coaggaroach to health for
all as it provides opportunities, from preconceptto transitional life

phases, for early investment in health promoticth dgisease prevention.

20 OBJECTIVES

By the end of this unit, you will be able to:

) discuss the concept of the life course approach

o explain the rationale of the life course approach

o outline the challenges in implementing a life ceuapproach to
health

o discuss the linkage between the continuum of cackthe life

course approach.
3.0 MAINCONTENT
3.1 Definition of Life Course Approach
Making a life course approach to the study of rdpotive health
involves the investigation of factors across lifada also across
generations, that influence the timing of menardbdility, pregnancy

outcomes, gynaecological disorders, and age at paeise. It also

11
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recognises the important influence of reproductiaalth on chronic
disease risk in later life.

A life-course approach considers an individual’stiren progress

throughout life to explain why certain outcomesukesThe outcomes
depend on the interaction of multiple protectived anisk factors

throughout people’s lives. A life-course approackamines how

biological (including genetics), social and behavad factors

throughout life and across generations act indegathd cumulatively

and interactively to influence health outcomesepndemiology, a life-

course approach is being used to study social dnsigal factors

during gestation, childhood, adolescence and agldththat affect

chronic disease risk and health in later life. Tapgproach provides a
more comprehensive vision of health and its deteamnts. It provides a
framework that examines opportunities to interveninprove health in

later life and highlights the importance of sergidhat focus on the
needs of the individuals/ groups in each stagéeof |

Sir Michael Marmot set out the life-course approash a way to
conceptualise the way an individual accumulatestipesand negative
health impacts through their life. Although some tbese may be
mitigated or fade with time, many have impacts tl@ntinue
throughout life and may have a cumulative effectheey interact with
new impacts.

3.2 Rationalefor Adopting Life Course-Approach

By taking this long term approach, we can startctmsider the

fundamental causes behind health and well-beingittons and ensure
actions nationally and locally will have the mostpact on outcomes.
Furthermore, the population of the world is ant@ted to grow.

Therefore the interventions we invest in now actbsslife-course will

be beneficial later as well if they are effectivaeducing the burden of
disease as the total population of older peopleeases.

3.3 Challenges in Implementing a Life Course Approach to
Health

In the life-course approach to health, includingHSRhe theoretical
framework is increasingly supported by sound ewigesnd is a rational
and commonsense approach. However, in realityafpdication of a
life-course approach to the development and impieat®n of proven
interventions that improve health and well-beingd gorevent poor
outcomes is not so simple. The following are thetdies that contribute
to the challenge of operationalising the life ceuapproach and are not

12
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limited to these:

o Genetic and environmental factors, including thes@conomic
environment

o Political will

o Weak healthcare system

° Inadequate reflection in the way healthcare pragidee trained,

healthcare systems are organised and healthcdedvered.
34 TheContinuum of Care and the Life-Course Approach

In the critical area of SRH, the emphasis has edominantly on
maternal and newborn health, specifically the ptajldnealth of women
during pregnancy and delivery and their health thiadl of their newborn
in the first few weeks thereafter. A core princigleat has been
advocated by the WHO to improve maternal, newbah hild health
(MNCH) is the adoption of a “continuum of care” apach by
programmes and policymakers.

This approach has two features:

o Essential MNCH care must be provided “verticallydrh the
individual household, to the community to the heédicilities.
o Care also needs to be provided in a life-coursercagh

throughout the various stages of life (i.e. pregpancy,
pregnancy, the neonatal period, infancy and chodho
adolescence, and into the post-reproductive stegefinuously
and seamlessly.

Such a comprehensive life-course approach, combimeth a
strengthening of health delivery systems to provimversal health
care, would contribute much to improving healthcontes at both the
individual and population levels, but to date fdvamy countries have
been able to achieve this ideal.

40 CONCLUSION

In this unit, you have learnt the concept and retie of the life-course
approach; we also discussed challenges in implengeat life course
approach to health and finally, the linkage betw#®n continuum of
care and the life course approach.

SELF-ASSESSMENT EXERCISE

1. Define life course-approach in reproductive health.

13
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50 SUMMARY

The life-course approach provides a useful fram&worensure that
action to improve health outcomes, including repaiive health, is
truly delivered for all of the population and dosst become isolated
within one age group or portion of the communityrdminds us that
creating a healthy sexual and reproductive lifaureg a whole system
approach where interventions can resonate acrosedandual’s life
span and highlights the importance of building sbd@oundations in
childhood that can impact both directly and indie@n outcomes
beyond reproductive health indicators.

It gives us an important reminder that sex is oet jhe preserve of the
young and that although reproductive capability rdagline with age,

the risk of infection, sexual abuse and violenaggrcion and harm

continue across the life-course. Finally, the &fairse approach
reiterates that reproductive health is importarévesry age and in every
community, both as an independent aspect of haalthidentity and as
a part of our lives that can bring pleasure and @yevery age

throughout all stages of life.

6.0 TUTOR-MARKED ASSIGNMENT

=

Discuss the concept of the life course approach.
2. What are the challenges in implementing a life seuspproach
to health?
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1.0 INTRODUCTION

In the 1960s, as mortality rates declined aroune world, some
researchers and policymakers grew panicked thatigign growth would
outstrip natural resources, leading to famine awndietal collapse.
Governments responded: some studied the impadpefigtion growth on
economies and the environment, others expandedlyfapianning
programmes, and a few took actions, sometimes igeeones, to lower
fertility rates.

The ICPD Programme of Action brought the global oamity together
and reflected a new consensus about a responsgpitdapon growth. It
firmly established that the rights and dignity aflividuals, rather than
numerical population targets, were the best wayirfdividuals to realise
their own fertility goals. Furthermore, governmeitsknowledged that
these rights are essential for global developnigm. ICPD represented a
resounding endorsement that securing reproducgiaits individual rights
and women’'s empowerment is the obligation of eveountry and
community.

Beijing Platform for Action focused on 12 Criticateas of Concern

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

16
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Institutional Mechanisms for the Advancement of Vdom
Human Rights of Women

Women and the Media

Women and the Environment

The Girl-child

20 OBJECTIVES

By the end of this unit, you will be able to:
. discuss the ICPD concept
. explain the Beijing +10 concept.

3.0 MAINCONTENT

31 International Conference on Population and Development
(ICPD), POST-ICPD, BEIJING+10

In September 1994, Nigeria participated in therma&onal Conference
on Population and Development (ICPD), held in Gaisgypt. The

ICPD marked the beginning of the paradigm shiftrfrthe concept of
Maternal and Child Health and Family Planning (MER) to

Reproductive Health. At the ICPD, the nations & world reached an
understanding of the key concepts of reproductivealth and

reproductive rights and affirmed that reproductiealth is a right for all
men, women and adolescents.

The global community, at the ICPD, further agrebdt treproductive
health and rights are indispensable to people’éthaad development,
and set the goal of achieving universal accesspooductive health
information and services by the year 2015. Thusedomes imperative
for every nation to operationalise the reproductinalth concept and
promote quality reproductive health services inititerest of the well-
being of the people, enhanced social life of thenrmuoinity, national
development, and the future of the human society.

The ICPD Programme of Action and the Beijing Platfoplay
independent and mutually reinforcing roles in rewiohising the
international standards for the rights and healtthe world’s women.
The Cairo Conference took the lead in focusingepraductive health,
including family planning and sexual health, reprcive rights,
education and women’s empowerment as necessary tooachieve
social and economic progress and sustainable dawelat. The Beijing
Conference brought all rights of women to the fayef to promote
equality, development and peace in the world. Bothiferences focused
on gender equality as a concern for all and thefttenf all, prescribing
societies to consider all women’s roles, includingir reproductive and

17
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productive roles.

Both conferences also recognised the importance woimen’s

empowerment, which is the process by which unepoaler relations
between men and women are transformed and women egpiality

with men. On the individual level, it includes pesses by which
women gain inner power to express and defend tigdits and gain
greater self-esteem and control over their ownsligad relationships.
Male participation and acceptance of changing rades essential
elements of these processes.

Some of the objectives that both conferences lggtéd as crucial in
achieving gender equality, equity and women’s engyavent include:

o Securing women’s human rights

o Ensuring male involvement and responsibility in veons
reproductive health

Providing quality health care services

Taking a life-cycle approach to women’s health

Attending to adolescent sexual and reproductivéitheaeds
Preventing and treating HIV/AIDS

Eliminating all forms of violence against womencluding
harmful  cultural practices such as female genital
mutilation/cutting (FGM/FGC).

Both conferences also emphasised the rights oifcpkatly vulnerable
groups, such as women migrants and refugees.

40 CONCLUSION

In this unit, you have learnt the key consideraiarf the ICPD and
Beijing +10 concept.

50 SUMMARY

The full implementation of the ICPD Programme oftidi is essential
for the achievement of all the Millennium Developrmhé&oals. More
than common objectives and subject areas, howthestyvo documents
reflect principles of human rights shared and suggo by the

international community and affirmed in several emfational

conventions, such as the Convention on the Elinanaif All Forms of

Discrimination against Women (CEDAW, 1979) and @anvention on
the Rights of the Child (CRC, 1989).
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6.0 TUTOR-MARKED ASSIGNMENT

1. What are the objectives of ICPD and Beijing+10?

2. What are the challenges in implementing theilgplatform?
SELF-ASSESSMENT EXERCISE

1. What was the focus of Beijing+10?

7.0 REFERENCESFURTHER READING
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1.0 INTRODUCTION

Family planning helps save women'’s and childreived and preserves
their health by preventing untimely and unwanteggpancies, reducing
women’s exposure to the health risks of childbiatid abortion and
giving women, who are often the sole caregiverstentione to care for
their children and themselves. All couples andvitlials have the right
to decide freely and responsibly the number andcisgaof their
children and to have access to the informationcation and means to
do so. This is considered to be part of the basimmdn rights of all
individuals or couples as it was endorsed by théeriational
Conference on Population and Development in Cairifio4.

According to Nigeria Demographic and Health Sura®i8, Current
contraceptive use: Modern contraceptive use isdnigimong sexually
active unmarried women (28%) than among currentiyriad women
(12%). The contraceptive prevalence rate for anthotkis 17% among
currently married women. Contraceptive discontirmratTwo of every
five times (41%) that women began using a contagepnethod in the
5 years preceding the survey, they discontinuedribthod within 12
months. The most common reason for discontinuatias the desire to
become pregnant (35%). Demand for family plannifige total demand
for family planning among currently married women36%; 34% of
total demand is satisfied by modern methods. Unmeeid for family
planning: Unmet need for family planning is highenong sexually
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active unmarried women (48%) than among currentiyrried women
(19%). Future use of contraception: 35% of curgentiarried women
who are not using contraception intend to use farpianning in the
future.

2.0 OBJECTIVES

By the end of this unit, you will be able to:

o define family planning

o explain the rationale for family planning programsieveloping
countries

o state steps in counselling

o discuss different Family planning delivery systems.

3.0 MAIN CONTENT
3.1  Definition of Family Planning

Family Planning Refers to the use of various methaidfertility control
that will help individuals (men and women) or cagplto have the
number of children they want and when they wantrtha order to
assure the well-being of children and the pareRtmily planning
simply means preventing unwanted pregnancies bg safthods of
prevention. Timing of pregnancy and intervals b&m@regnancies are
strongly related to personal preference and satistom. Age, family
desires, family supports, economic and social orstances, and access
to health care may all play a role in birth spacing

3.2  The Rationale for Family Planning  Programs in
Developing Countries

Here, you are to note the following.
3.2.1 Demographic Rationale

Reducing high fertility and slowing population grbwprovided the
dominant rationale for FP programs in the 1960s 48d@0s. The
rationale was based on concerns over the potgntieljative effects of
rapid population growth and high fertility on ligrstandards and human
welfare, economic productivity, natural resourcas] the environment
in the developing world, but still, surveys showedubstantial unmet
need for family planning.
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3.2.2 Health Rationale

During the 1980s, the public health consequencesigsf fertility for
mothers and children are a set of concerns for itfiernational
community, especially for developing countries. IHigates of infant,
child, and maternal mortality as well as abortiond aits health
consequences, were pressing health problems in na@weloping
nations and had also become of greater concerninf@rnational
development agencies.

3.2.2.1 Benefits To Women’s Health

Simply by providing contraceptives to women whoice$so use them,
we can reduce maternal deaths by as much as ade-thi

3.2.2.2 Family Planning Benefits Children’s Health

Family planning indirectly contributes to childrerfiealth, development
and survival by reducing the risk of maternal miisteand morbidity.
Spacing births at least 2 years apart has to dothvir survival.

3.2.2.3 Family Planning Benefits Women and Their Societe

Family planning reduces the health risks of wommah gives them more
control over their reproductive lives. With betteealth and greater
control over their lives, women can take advantajeeducation,

employment, and civic opportunities. If couples éndgwer children in

the future, the rate of population growth would rdase. As a result,
future demands on natural resources such as waldettile soil will be

less. Everyone will have a better opportunity faregter quality of life.

3.2.3 Human Rights Rationale

This rationale became preeminent in the 1990sam Ipecause of the
excesses reactions to the demographic rationalests on the belief
that individuals and couples have a fundamentahtrigp control
reproductive decisions, including family size ahe timing of births.
This rationale found its strongest articulatiortbeet ICPD, held in Cairo,
in 1994.

3.3 Family Planning Methods

The commonly used family planning methods are:

1. Natural Method
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Breastfeeding

Abstinence

Withdrawal (Coitus interrupts)
Calendar methods

Cervical mucus (Billing’'s Method)
Sympathothermal

2. Artificial methods

o Barrier methods

o Diaphragm

o Condom

o Intra-uterine device (IUD)

J Hormonal

. Pills

o Implants

o Injectable

o Surgical methods (Permanent)

o Tubal ligation (ligating the oviduct)
o Vasectomy (ligating the sperm duct)
o Emergency contraception

o IUD

o Levonorgestrel-only or combined estrogenprogesteron
o RU486

3.4 Steps in Counseling

The main goal of family planning is to improve theality of life and
reproductive health by empowering individuals andples to exercise
their right to safe sex, and to decide whethervahen to have children
and how many to have. Counselling new clients alfanily planning
needs a step-by-step process. The process incladasing, making
choices, making decisions and carrying them ouwtofisists of six steps
which can be remembered with the acrony®sTHER . Not every new
client needs all the steps; some clients need meation to one step
than another. Counsellingg a key component of family planning
services. Counselling is one person helping anakehey talk person-
to-person. It has 6 steps:

G — GREET client respectfully

A — ASK about their FP needs

T — TELL them about contraceptive options

H — HELP them make a decision

E — EXPLAIN & demonstrate the use of a method
R — RETURN/REFER
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SELF-ASSESSMENT EXERCISE
Discuss what you understand by family planning.

4.0 CONCLUSION

In this unit, you've learnt about the definition family planning. The
benefit and importance were also discussed. Typws different

methods of family planning were not left out of thlkscussion.

Counselling which is a vital aspect of improvingess was highlighted
above.

50 SUMMARY

Family planning is an integral component of repitke health. The
length of time between a woman’s pregnancies came laasignificant
impact on health outcomes for both the woman and bady. The
accepted way to measure the interval between pneg®sis to count
the period of time from live birth, stillbirth, noarriage or induced
abortion to the conception of the next pregnandye World Health
Organisation and other international agencies lbelgl the view that
birth spacing of 2 to 3 years, particularly follaia live birth, was the
recommended interval.

6.0 TUTOR-MARKED ASSIGNMENT

1. How will you counsel a new client who is at yoummidy
planning clinic?

2. Differentiate between natural and artificial familglanning
methods.

3. Describe family planning and the various methods.

7.0 REFERENCES/FURTHER READING
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1.0 INTRODUCTION

Every individual has the right to decide freely aadponsibly — without
discrimination, coercion and violence — the numipgcing and timing
of their children, and to have the information andans to do so, and
the right to attain the highest standard of sexanal reproductive health
(ICPD 1994). Access to legal, safe and comprehenahortion care,
including post-abortion care, is essential fordattainment of the highest
possible level of sexual and reproductive health.

2.0 OBJECTIVES
By the end of this unit, you will be able to:

explain abortion

identify reasons behind unplanned pregnancy
define Unsafe abortion and know contributing fastor
state the barriers to safe abortion

discuss the abortion law in Nigeria

describe different components of post-abortion.care

3.0 MAIN CONTENT
3.1 Definition of Abortion

Abortion is the termination or initiation of ternaition of pregnancy
before reaching viability (before 20weeks or <5@@Pgs according to
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WHO or before 28 weeks of gestation or less thamp fekal weight in
our environment). Clinical stages of spontaneowstain are:

threatened,
inevitable,
incomplete,
complete
missed abortion.

If any of the stages mentioned gets infecteddtited septic abortion.
3.2  Magnitude of Abortion

Abortion is more than a medical issue, or an ethigsue, or a legal
issue. It is above all a human issue, involving wanmand men as
individuals, as couples and as a member of theegocihree out of ten
of all pregnancies end in induced abortion. Ne&dlf of all abortions

are unsafe, and almost all of these unsafe aberttake place in

developing countries. About 45% of all abortions ansafe and almost
all of these abortions occur in developing coustrie

Between 2015 and 2019, on average, 73.3 milliouged (safe and
unsafe) abortions occurred worldwide each yearrdinere 39 induced
abortions per 1000 women aged between 15-49 y@anrg; of 10 (29%)

of all pregnancies, and 6 out of 10 (61%) of alihntended pregnancies,
ended in induced abortion. Among these, 1 out wfa3 carried out in

the least safe or dangerous conditions. Over liafl @stimated unsafe
abortions globally were in Asia, most of them iuttoand central Asia.
About 3 out of 4 abortions that occurred in Afrigad Latin America

were unsafe. The risk of dying from an unsafe atwonivas the highest
in Africa. Each year between 4.7% — 13.2% of matkedeaths can be
attributed to unsafe abortion.

3.3 Reasons behind Unplanned Pregnancy
3.3.1 Non-Use of Contraception

The majority of unwanted pregnancies occur in Nensis of
contraceptive methods. Despite the fact that fapldyning services are
more effective and available than ever before. Adiog to the latest
Nigeria Demographic and Health survey 2018:

o Current contraceptive use: Modern contraceptive igskigher
among sexually active unmarried women (28%) tharorgm
currently married women (12%). The contraceptivevptence
rate for any method is 17% among currently marwedhen.
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o Contraceptive discontinuation: Two of every fivenéis (41%)
that women began using a contraceptive method anStlyears
preceding the survey, they discontinued the methddin 12
months. The most common reason for discontinuatvas the
desire to become pregnant (35%).

o Demand for family planning: The total demand fomifky
planning among currently married women is 36%; 3dftotal
demand is satisfied by modern methods.

o Unmet need for family planning: Unmet need for figmplanning
Is higher among sexually active unmarried womer{}&an
among currently married women (19%).

o Future use of contraception: 35% of currently nearivomen
who are not using contraception intend to use fapidnning in
the future.

Other factors include:

Lack of control over contraception
Young age or single marital status
Abandonment or unstable relationship
Mental or physical health problems
Severe malformation of the fetus
Financial constraints

Sexual coercion or rape
Contraceptive failure

3.4  Unsafe Abortion and Contributory Factors

Unsafe abortion defined as a procedure for ternmigaan unwanted
pregnancy either by persons lacking the necesskitis ©r in an

environment lacking minimal medical standards ahbe results in the
deaths of 47 000 women every year and leaves mslltemporarily or
permanently disabled. Yet unsafe abortions are stimentirely

preventable: they are a result of unmet need fonilya planning,

contraceptive failure, a lack of information abadntraception, and
restricted access to safe abortion services.

Abortion is unsafe when it is carried out eitheradbyperson lacking the
necessary skills or in an environment that doesconform to minimal

medical standards or both. The people, skills, aradlical standards
considered safe in the provision of induced abostiare different for
medical abortion (which is performed with drugsrey and surgical
abortion (which is performed with a manual or eiecaspirator). Each
year between 4.7% — 13.2% of maternal deaths caatthibuted to

unsafe abortion.
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35 Barriers to Safe Abortion

Barriers to accessing safe abortion include:

. restrictive laws

. poor availability of services

. high cost

. stigma

. the conscientious objection of healthcare provideis

. unnecessary requirements, such as mandatory wangds,

mandatory counselling, provision of misleading miation,
third-party authorisation, and medically unnecesdasts that
delay care.

3.6  Abortion Law in Nigeria

In Nigeria, abortion is legal only when performeddave a woman’s
life. Still, abortions are common, and most areafm$ecause they are
done clandestinely, by unskilled providers or b&hortion laws make

it one of the most restrictive countries regardegortion. Nigeria's

criminal law system is divided between the northemd southern states
of Nigeria.

The Criminal Code is currently enforced in southeates. The abortion
laws of the Criminal Code are expressed withinieast228, 229, and
230. Section 228 states that any person providingistarriage to a
woman is guilty of a felony and up to 14 yearsmprisonment. Section
229 states that any woman obtaining a miscarriaggiilty of a felony

and up to imprisonment for 7 years. Section 23@estahat anyone
supplying anything intended for a woman's miscggig also guilty of

a felony and up to 3 years of imprisonment.

The Penal Code operates in northern states, wdttiab laws contained
in sections 232, 233, and 234. The sections ofPthieal Code parallel
the Criminal Code, besides the exception for aborwith the purpose
of saving the life of the mother. The Penal Cogesishments include
imprisonment, fine, or both. The offences of thesdes are punishable
regardless of whether the miscarriage was sucde$ébu provisions
have been made to the Criminal Code making exaeptior the
preservations of the mother's life. However, theesaof Rex vs Edgar
and Rex v&ournehave made it generally accepted that abortion
performed to preserve the mother's life is not goprepriate
transgression of the Criminal Code.
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3.7  Components of Post-Abortion Care

Post-abortion care (PAC) reduces maternal mortadityl morbidity
and addresses the unmet need for family planningpcd cause of
induced abortion.

Post-abortion care, one of the only integratedisergtelivery models in
international public health, provides an integrapegkage of maternal
and child health (MCH) and family planning (FP)\sees for women
having complications from a miscarriage, incompledbortion, or
induced abortion.

USAID's PAC model has three components:

o Emergency treatment of complications

o Family planning counselling and services

o Community empowerment through community awarenest a
mobilisation

SELF-ASSESSMENT EXERCISE
I. Discuss post-abortion care.
ii. What is unsafe abortion?

4.0 CONCLUSION
In this unit, you've learnt the definition of abior and unsafe abortion
as well as post-abortion care. Barriers to safetaimoand abortion laws

in Nigeria were also highlighted.

Unsafe abortion can be prevented through:

o comprehensive sexuality education;

o prevention of unintended pregnancy through theaiseffective
contraception, including emergency contraceptio, a

o provision of safe, legal abortion.

5.0 SUMMARY

Abortions are safe when they are carried out byeesgn with the
necessary skills, using a WHO-recommended methptbppate to the
pregnancy duration. Almost every abortion death disdbility could be
prevented through sexuality education, use of @ffeccontraception,
provision of safe, legal induced abortion, and tyneare for
complications. In addition, deaths and disabilifiesn unsafe abortion
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can be reduced through the timely provision of gyaecy treatment of
complications.

6.0 TUTOR-MARKED ASSIGNMENT

1. What are the pros and cons of legalising abortioNigeria?
2. In detail, explain the barriers to safe abortion.

7.0 REFERENCES/FURTHER READING

Abortion. Available at: https://www.who.int/westernpacifie@alth-
topics/abortion (Accessed: 14 March 2021).
Preventing unsafe abortion (no date). Available at:
https://www.who.int/news-room/fact-sheets/detaéimgnting-
unsafe-abortion (Accessed: 14 March 2021).

WHO. Unsafe abortion. Fifth edition, 2007

The Lancet Series on SRH. Unsafe abortion, 2006

UN. World Abortion Policies, 2007

MOH abortion protocol

NDHS 2018. Nigeria Demographic and Health Survey
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1.0 INTRODUCTION

Antenatal care can help women prepare for delivarg understand
warning signs during pregnancy and childbirth. Tigio preventive
health care, women can access micronutrient sugpiemon, treatment
of hypertension to prevent eclampsia, as well asumzation against
tetanus. Antenatal care can also provide HIV tgstind medications to
prevent mother-to-child transmission of HIV. In @asewhere malaria is
endemic, health personnel can provide pregnant wométh
medications and insecticide-treated mosquito netselp prevent this
debilitating and sometimes deadly disease.

2.0 OBJECTIVES

By the end of this unit, you will be able to:

explain the concept of antenatal and obstetric care
discuss traditional antenatal care

discuss focused antenatal care

discuss the new 2016 ANC model

state the components of essential obstetric care
describe the components of emergency obstetric care
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3.0 MAIN CONTENT

3.1 Definition of Antenatal Care

Antenatal care (ANC) can be defined as the careiged by skilled
healthcare professionals to pregnant women ancksckemt girls in order
to ensure the best health conditions for both nroétmel baby during
pregnancy. The components of ANC include risk ideation;
prevention and management of pregnancy-related amcurent
diseases; and health education and health promotion

ANC reduces maternal and perinatal morbidity andrtatity both

directly, through detection and treatment of pregyarelated

complications, and indirectly, through the idewtfiion of women and
girls at increased risk of developing complicatiahging labour and
delivery, thus ensuring referral to an approprigeel of care. In

addition, as indirect causes of maternal morbiditg mortality, such as
HIV and malaria infections, contribute to approxielg 25% of

maternal deaths and near-miss&SIC also provides an important
opportunity to prevent and manage concurrent deseathrough

integrated service delivery.

3.2 Definition of Obstetric Care

Essential obstetric and newborn care (EONC) encesgsaall care that
is provided during pregnancy, labour, childbirtmdathe postpartum
period to prevent and manage complications. Congpr&iie emergency
obstetric and newborn care (CEMONC) encompassesfdlhe basic

care for maternal and newborn emergencies as welksarean section
surgery, blood transfusion, and umbilical vein ntise and intubation

of the newborn. Basic and comprehensive emergelfisgetsic and

newborn care (EMONC) addresses the main causesatérmal and

newborn mortality.

A positive pregnancy experience is defined as:

o maintaining physical and sociocultural normality

o maintaining a healthy pregnancy for mother and b@gluding
preventing and treating risks, illness and death)

o having an effective transition to positive laboaddirth, and

o achieving positive motherhood (including maternelf-ssteem,

competence and autonomy)

3.3  Traditional Model of ANC
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The traditional model of antenatal care was dewdom the early
1900s. Emphasised was the number and frequencigitd of pregnant
women. And it includes approximately 12 clinic tgsif the woman
begins ANC in the first trimester (i.e., once a iofor the first six
months, once every two to three weeks for the h&grt months, and
then once a week until birth).

3.4 Focused Antenatal Care

In low- and middle-income countries (LMICs), ANCiligation has
increased since the introduction in 2002 of the WARC model,
known as focused ANC (FANC) or basic ANC, which asgoal-
orientated approach to delivering evidence-baséshvientions carried
out at four critical times during pregnancy. Foalisatenatal care is an
updated approach that recognises three key raalitie

o Antenatal care visits are a unique opportunitydarly diagnosis
and treatment of problems in the mother and préwenof
problems in the newborn

o The majority of pregnancies progress without coogion

o All women are considered at risk of complicatiomsduse most
complications cannot be predicted by any type bk ri
categorisation

Therefore, all women should receive essential eaict monitoring for

complications that are focused on individual needd1O used to

recommend four antenatal care visits for women whmggnancies are
progressing normally, with the first visit in thest trimester (ideally

before 12wks but not later than 16wks), and at @4k3, 32wks and

36wks. Each visit should include care that is appate to the woman'’s
overall condition and state of pregnancy and hepgrepare for birth
and care of the newborn.

The goal of antenatal care (ANC) is to help womeamain normal
pregnancies  through focused (goal-directed) ass¥gsm and
individualised care, including:

. Detection and treatment of existing conditions eohplications
. Prevention of complications and diseases

. Birth-preparedness and complication-readiness

. Health promotion

3.5 2016 WHO ANC MODEL

2016 WHO ANC model recommends a minimum of eight CAN
contacts, with the first contact scheduled to taksce in the first
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trimester (up to 12 weeks of gestation), two castacheduled in the
second trimester (at 20 and 26 weeks of gestaaod) five contacts
scheduled in the third trimester (at 30, 34, 36a688 40 weeks). Within
this model, the word “contact” has been used imstefa“visit”, as it
implies an active connection between a pregnant avomand a
healthcare provider that is not implicit with theond “visit”. Recent
evidence linked higher frequency of ANC contactsthwreduced
likelihood of stillbirths, increases maternal aretal assessments and
improves communication.

3.6 BASIC EMERGENCY OBSTETRIC AND NEWBORN
CARE (BEMONC)

Basic emergency obstetric and newborn care inclutdesfollowing
signal functions (i.e., key interventions to tremhage key causes of
maternal and newborn mortality):

. Administration of parenteral (intravenous or intiesoular)
antibiotics

Administration of a parenteral uterotonic

Administration of a parenteral anticonvulsant

Manual removal of the placenta

Removal of retained products of conception (e.ganual
vacuum aspiration)

Assisted vaginal birth (e.g., with vacuum or forgep

Newborn resuscitation

Care of the low-birth-weight (LBW) newborn

Administration of a parenteral antibiotic to thent®rn

3.7 COMPREHENSIVE EMERGENCY OBSTETRIC AND
NEWBORN CARE (CEMONC)

Comprehensive emergency obstetric and newborn inahedes all of
the BEMONC functions PLUS:

. Performing a cesarean section (C-section)
. Administration of blood

4.0 CONCLUSION
In this unit, we have discussed the basic conadpdNC and Obstetric
care. You have also learnt about the various motl&iNC by WHO

and the Components of both basic and comprehereinergency
obstetric and newborn care.
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5.0 SUMMARY

ANC is often the only contact women have with tlealth care system
as a result there is a need to increases the nuofbskilled birth
attendants in Nigeria which will afford an opportyrfor micronutrient
supplementation such as vitamin A, iron, folateline and opportunity
for prevention of disease transmission: tetanusy, Hhalaria to all
pregnant women.

6.0 TUTOR-MARKED ASSIGNMENT

1. Outline the components of basic emergency bhstand
newborn care.
2. Discuss the components of basic emergency toiostand

newborn care.
3. Differentiate between FANC and 2016 ANC model.

SELF-ASSESSMENT EXERCISE
Briefly describe the 2016 WHO ANC model.
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1.0 INTRODUCTION

In 1987, the World Bank, in collaboration with thW¥orld Health
Organization (WHO) and the United Nations Populati¢-und
(UNFPA), sponsored the Safe Motherhood Conferenddairobi. The
Safe Motherhood Initiative resulting from the cawfece was a major
effort aimed at reducing maternal mortality throoghthe world, and
particularly in developing regions. The Safe Mollwerd Initiative set as
its aim to reduce maternal mortality and morbidity one half by the
year 2000. The initiative recognised the need &iromal governments,
funding agencies, and non-governmental organisaifbiOs) to make
maternal health an urgent health priority and teuea that necessary
political and financial support was dedicated tes tbffort. Therefore
the Safe Motherhood Programme was officially launched inétig,
September 1990.

2.0 OBJECTIVES

By the end of this unit, you will be able to:

o explain the Concept of Safe Motherhood

o state the Safe Motherhood Action

o discuss Effective Strategies to Achieve Safe Mdtbed
o describe the pillars of safe motherhood.

3.0 MAIN CONTENT

3.1 Definition of Safe Motherhood
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Safe motherhood encompasses a series of initiatipeactices,
protocols and service delivery guidelines desigimeehsure that women
receive high-quality gynaecological, family plangirprenatal, delivery
and postpartum care, in order to achieve optimalthdor the mother,
fetus and infant during pregnancy, childbirth andtpartum.

Safe motherhood is a key component of reprodutt@adth; it decreases
maternal and infant mortality and morbidity. Altlghu most maternal
and infant deaths can be prevented through safeertwiod practices,
millions of women worldwide are affected by matérneortality and
morbidity from preventable causes.

Safe motherhood programs emphasise addressing @lese issues as
well as other reproductive health issues: sexusdiysmitted infections,
unplanned pregnancy, obstetric fistula, and femgémital cutting
(FGC).

3.2  Safe Motherhood Action

Making motherhood safe requires action on threetéro

1. Reducing the numbers of high-risk and unwantedmancies

2. Reducing the number of obstetric complications

3. Reducing the case fatality rate in women witimplications

3.3 Requirements for Safe Motherhood

Achieving safe motherhood and reducing maternaltaiity requires a
three-pronged strategy:

1. All women have access to contraception to awnhtended
pregnancies

2. All pregnant women have access to skilled edréhe time of
birth

3. All women with complications have timely access quality

emergency obstetric care
3.4 Effective Strategies to Achieve Safe Motherhood

The Safe Motherhood Initiative outlined strategiasd specific
interventions, referred to as the Pillars of SafetiMrhood, for the
reduction of maternal morbidity and mortality. Thaglude:

Focused Antenatal Care
Minimising Delays
Skilled Attendant at Birth
Pregnancy Spacing
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1. Family Planning -to ensure that individuals andples have the
information and services to plan the timing, numdoedl ~ spacing of
pregnancies;

2. Antenatal Care - to prevent complications whpossible and
ensure that complications of pregnancy are deteetaty and
treated appropriately;

3. Clean/Safe Delivery - to ensure that all birtteradants have the
knowledge, skills and equipment to perform a clesad safe
delivery and provide postpartum care to motherlzatay;

4. Essential Obstetric Care - to ensure that eissaxre for high-
risk pregnancies and complications is made availabl all
women who need it.

SELF-ASSESSMENT EXERCISE
What are the strategies to achieve safe motherhood?

40 CONCLUSION

In this unit, you have learnt about the concepsaie motherhood. We
have also discussed the strategies to achieve it.

5.0 SUMMARY

Safe motherhood means ensuring that all women laacess to the
information and services they need to go safelgugh pregnancy and
childbirth. It includes education on safe motherdgarenatal care (care
during pregnancy) and counselling with a focus omhinisk
pregnancies; promotion of maternal nutrition.

6.0 TUTOR-MARKED ASSIGNMENT

1. Describe the concept of safe motherhood.
2. Discuss in detail the strategies to achieve safia@nbood.
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1.0 INTRODUCTION

When a woman dies from anything having to do witgpancy, it is
called maternal mortality or maternal dedaternal death can happen
while a woman is pregnant, during labour and dejiver in the 42 days
after childbirth or the termination of pregnandya woman passes away
from an accident or a health issue that doesn# laaything to do with
the pregnancy, then it is not considered a pregnreglated death.

In countries with a good economy, modern techngl@nd access to
healthcare, the chances of dying during pregnaincghildbirth, or the

days and weeks after delivery are very low. Abd#o9of all maternal

deaths occur in developing countries. Maternal atityt is higher in

women living in rural areas and among poorer conitias Young

adolescents face a higher risk of complications death as a result of
pregnancy than other women from 2000 to 2017, fbbaf maternal

mortality ratio declined by 38 per cent-from 342athes to 211 deaths
per 100,000 live births, according to UN inter-agerstimates. This
translates into an average annual rate of reduofi@m® per cent.

The Millennium Development Goal (MDG) 5 to redudee tglobal
burden of maternal death by 75% by 2015, and thenteSustainable
Development Goal (SDG) 3, which seeks to signifiyacut the number
of deaths to 70 per 100,000 live-births by 2030¢d leo the
implementation of interventions to reduce the gldhaden of maternal
mortality According to the Nigeria Demographic HeaBurvey 2018
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(NDHS2018), Maternal Mortality Ratio in Nigeria 812 maternal
deaths per 100,000 live births in Nigeria; whichower than what was
recorded in the previous surveys (NDHS revealectiomal MMR of

576 deaths per 100,000 live-births and 545 deathsl0,000 in 2013
and 2008 respectively).

20 OBJECTIVES
By the end of this unit, you will be able to:

explain the concept of maternal mortality

discuss the determinant of maternal death

state the commonest causes of maternal death

highlight possible preventive actions against nretemortality.

3.0 MAINCONTENT
3.1 Déefinition of Maternal Mortality

Maternal death or maternal mortality is defined titne World Health
Organisation (WHO) as "the death of a woman whikgpant or within
42 days of termination of pregnancy, irrespectivéhe duration and site
of the pregnancy, from any cause related to or aagged by the
pregnancy or its management but not from accideotaincidental
causes.

3.2 Determinants of Maternal Mortality

Like many countries in Sub-Saharan Africa, the ilegdcauses of
maternal death in Nigeria are obstetric haemorrhaglempsia, sepsis
and complications from unsafe abortions. Similadyydies show that
factors such as age, education, antenatal cangy,mwmestic violence
and social autonomy (which have been establishedetesminants of
maternal mortality) are associated with this outeam Nigeria. Some
paper reviews show the influence of poverty, latkducation, cultural
food taboos and gender relations on maternal nityrtalNigeria.
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Fig. 1.1: Determinants of Maternal Mortality
Adapted framework (McCarthy & Maine) determinants of maternal
mortality

3.3 Causesof Maternal Mortality

The vast majority of maternal deaths occurred m-tesource settings,
and most could have been prevented. Women in les®laped

countries have, on average, many more pregnank&s Wwomen in

developed countries, and their lifetime risk of thedue to pregnancy is
higher. The causes of maternal deaths or fact@scaged with high

maternal mortality are divided into 3 categories:

) Obstetric factors (direct or indirect)
) Reproductive factors
) Non-obstetric and non-medical factors.

3.3.1 Obstetric Factors

Direct obstetric factors are factors that result from obstetric
complications during pregnancy, labour, and puéuperin descending
order of magnitude, they include:

Haemorrhages especially post-partum haemorrhage
Sepsis

Hypertensive disorders of pregnancy

Obstructed labour

Unsafe abortion

Others like anaemia in pregnancy

oO0AWNE
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Deaths resulting from the above, account for al80db of all maternal
deaths due to obstetric factors.

Indirect obstetrics factors are factors such as previously existing
disease conditions of the mother, or disease donditarising during
pregnancy and aggravated by pregnancy. Such conslithclude:

Malaria

Anaemia

Hepatitis
Tuberculosis
Sickle cell disease
Diabetes mellitus.

oA WNE

These factors account for the remaining 20% of matedeath due to
obstetrics factors.

3.3.2 Reproductive Factors

These are factors such as lack of family plannfagiors associated
with high-risk pregnancy (unfavourable age, age jauity), height and
weight of the mother.

3.3.3 Non-Obstetric and Non-Medical Factors

These are general causes not related to mediaabstetric conditions
often leading to the three delays in obstetricad gaovision.

34 Prevention of Maternal Mortality

Most maternal deaths are avoidable, as the headthsalutions to
prevent or manage complications are well known.sies preventive
actions against maternal mortality include:

Antenatal care

Community education

Family planning

Provision of improved facilities
Trained traditional birth attendants

arwpPE
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3.5 Why Study Maternal Mortality
Maternal mortality is therefore studied for theldaling reasons

1. To reduce the general health burden of a nation

2. To identify the causes and determinants in a spciet

3. To proffer solutions to achieve the goal set by WIHD the
reduction of maternal mortality by 4/5

Improving the well-being of mothers, infants, andildren is
animportant publichealth goal for the world. Their well-being
determines thiealth of the next generation and can help predict future
public health challenges for families, communities, and Hiealth
care system.

40 CONCLUSION

In this unit, you've learnt about maternal moriglitve also discussed
the determinants of maternal mortality. Causes afemmal mortality

were highlighted as well as the reasons why a temugn maternal

mortality is important.

50 SUMMARY

Maternal care is at the lowest level of use, paldidy in developing
countries. Preventing maternal death is almostvatgnt to upgrading
the socioeconomic status of the country in paricuiNobody knows the
exact number of maternal deaths each year duedogmdemiological
studies and poor recording of the health caretuigins. We concluded
that many of the contributory factors of maternadrtality could be

avoided if preventive measures were taken and ade@are available.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the concept of maternal mortality.
2. Explained in detail the determinants of maternaitaiiy.

SELF-ASSESSMENT EXERCISE

I Define the term maternal mortality.
. List the causes of maternal mortality.
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1.0 INTRODUCTION

The maternal mortality ratio is lkeey performance indicat¢KPI) for
efforts to improve the health and safety of mothe®ore, during, and
after childbirth per country worldwide. Often refed to as MMR. It is
not to be confused with theaternal mortality rate The maternal
mortality ratio is therefore a better indicator miternal death from
pregnancy-related deaths.

2.0 OBJECTIVES

By the end of this unit, you will be able to:

o explain maternal mortality ratio

) state the importance of maternal mortality ratio aashealth
indicator in a society

o explain the differences between maternal mortaityo and rate

o discuss the approaches for measuring maternal imprttio and
rate.

3.0 MAIN CONTENT
3.1 Definition of Maternal Mortality Ratio and Rate

The maternal mortality ratio is the annual numblefemale deaths per
100,000 live births from any cause related to ogragated by the
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pregnancy or its management (excluding accidentalingidental
causes). Maternal mortality ratio= Maternal deaft0®,000
Live births

The maternal mortality rate is the number of makdeaths (direct and
indirect) in a given period per 100,000 women gbproeluctive age
during the same time.
Maternal mortality rate = Maternal deaths x 1000

Women eproductive age

3.2 Differences between Maternal Mortality Ratio And Rate

As it was discussed or explained above, the mdtenaatality ratio
takes into cognizance the number of pregnant womdme community
(i.e. live births) while maternal mortality ratelks. about women of
reproductive age whether or not they are pregnamiog this will not
give a true reflection of the death rates from pegy because among
women of reproductive age not all of them will gibeth. Maternal
mortality rates include teenage girls who have siairted a family,
nulliparous women and women with subfertility amsingthe
denominator therefore it will not give a true retien of the maternal
deaths from women who are pregnant.

3.3 Approachesto Measuring Maternal Mortality

Below are the approaches in measuring maternalafitgrtratio and
mater mortality rate.

Civil registration system
Household survey

Sisterhood methods

Reproductive age mortality studies
Verbal autopsy

Census

o0k wNE

34 Importance of Maternal Mortality Ratio and Maternal
Mortality Rate asa Health Indicator

Reliable data on causes of maternal death candukfas

=

Policymakers to set priorities based on reliableadand
information and to appropriately allocate resources
Monitoring and Evaluation.

Increasing awareness about safe motherhood.

Encourage accountability.

Appropriate advocacy.

Help in raise funds.

oO0AWN
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4.0 CONCLUSION

In this unit, you have learnt the definitions of taraal mortality ratio
and maternal mortality rate. The importance of mgag maternal
mortality was also highlighted. And differences vbe¢n maternal
mortality rate and the ratio was discussed. Alsppreaches to
measuring maternal mortality were highlighted.

SELF-ASSESSMENT EXERCISE
1. What is the difference between Maternal MonjalRatio and
Maternal Mortality Rate?

5.0 SUMMARY

Maternal mortality is difficult to measure accutgfesven in countries
with the complete vital registration systems. lnumibies lacking a
complete vital registration systems, no approachuiaranteed to give
accurate estimates. Data need careful evaluatiod paeriodic

measurement by multiple methods is recommendedhédnlong run,

essential to improve the vital registration system.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss in detail approaches to measuring mataerartality.
2. Discuss in detail the importance of measuringenmal mortality.
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1.0 INTRODUCTION

Essential obstetric and newborn care (EONC) encesgsaall care that
is provided during pregnancy, labour, childbirtmdathe postpartum
period to prevent and manage complications. Basic@mprehensive
emergency obstetric and newborn care (EMONC) addsethe main
causes of maternal and newborn mortality.

20 OBJECTIVES
By the end of this unit, you will be able to:

e discuss the concept of obstetric care
e explain the concept of unmet obstetric care
e discuss the delays in Obstetric care.

3.0 MAINCONTENT
3.1 Definition of Obstetric Care

Essential obstetric care means professional medighkurgical care for
pregnant women with a special focus on the delivaamg immediate
post-partum period. It is defined by WHO in 198%hwrefinements
made in 1995, essential obstetric care consists of:

Facilities for surgery

Ability to provide intravenous oxytocin

Provision of anaesthesia

Availability of medical treatment (for shock, sepsanaemia, and

PONPE
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hypertensive disorders of pregnancy)
Avalilability of blood transfusion
Manual procedures

Monitoring of labour

Management of problem pregnancies
Manual vacuum aspiration

0. Special care for neonates.

R©O©o0o~NO O

Essential obstetric care is of two types- basiemss obstetric care and
comprehensive essential obstetric care. Ensurirgggsacto essential
obstetric care is important in reducing maternaithle.

Basic emergency obstetric and newborn care inclubdesfollowing
signal functions:

. Administration of parenteral (intravenous or intesoular)
antibiotics

. Administration of a parenteral uterotonic

. Administration of a parenteral anticonvulsant

. Manual removal of the placenta

. Removal of retained products of conception (e.ganual
vacuum aspiration)

. Assisted vaginal birth (e.g., with vacuum or forgep

. Newborn resuscitation

. Care of the low-birth-weight (LBW) newborn

. Administration of a parenteral antibiotic to thevt®rn

Comprehensive emergency obstetric and newborn inahedes all of
the basic emergency obstetric and newborn careifunscPLUS:

. Performing a cesarean section (C-section)
. Administration of blood

3.2 Dé€finition of Unmet Obstetric Care

The unmet obstetric care indicator provides knog#edf the nature and
magnitude of the need for essential obstetric carea defined
geographical area. The indicator is therefore gmpte for identifying
geographical differences in access to life-savibgt&tric interventions.
It further provides answers as to whether pregmnamhen are receiving
the major obstetric interventions they need, whiai@se with unmet
needs are, and how many they are. The maternahlhiypratio does not
address any of these.

It is suggested that the unmet obstetric care weaated in and to be
used in low-income countries. Indeed, unmet ohstemre has been
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applied in several African countries to measurécdsfin obstetric care,
contributing to changes in maternal health pradgticgeome.

3.3 Delaysin Obstetric Care

Timing is critical in preventing maternal death asidability. Although
post-partum haemorrhage can kill a woman in less tivo hours, for most
other complications, a woman has between six arftbi®s or more to get
life-saving emergency care. Similarly, most peahaeaths occur around
delivery or in the first 48 hours afterwards. Arék delays’ model (see
below) helps identify the points at which delaysnh caccur in the
management of obstetric complications. Understantiese delays can
help health officials design programmes to addtiesse delays. The first
delay often happens when a woman, or her family,offuseeking care.
The second delay can occur when she tries to eggmiopriate care.

Both of these delays relate to the issue of adcesare, involving factors
such as family and community beliefs, awarenedsrdatbility of care,
availability of transport and distance to care. lowed awareness in the
community and the use of new communications tedgmes- including
mobile phones — can address the first delay. Ingatdvansport services
and reduced transport costs can effectively addinessecond delay.

The third delay is a delay in receiving care atthdacilities. This involves
factors within the health facility, including orgsation, quality of care,
and availability of staff and equipment. Addressihgse situations is an
essential condition for ensuring that obstetric rgymecies are efficiently
managed.

Unless all three delays are addressed, no safeerhothd programme can
succeed.

Socioeconomic/Cultural ¥ PHASEI:
Factors y bacision to Sesk Care
b
Accessibiliby of Facilibes & PLASE TL:
Identifying and Reaching
Medical Facility
Quality of Care | —
w

o] PHASE IH: _
Recaipt of Adeguate and
Appropriate Treatmeant

Fig.3.1
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40 CONCLUSION

In this unit, you’'ve learnt about obstetric careiahhcomprises essential
obstetric care, basic essential obstetric carecantprehensive essential
obstetric care. We also discussed unmet obstadrie and finally, the
delays in seeking obstetric care were discussed.

SELF-ASSESSMENT EXERCISE
1. What is unmet Obstetric care?
2. What is the three delay model in seeking Olistetire?

50 SUMMARY

Essential obstetric care (EOC) or Comprehensivengiss obstetric care
(CEOC) provides not only the means to manage emeyge
complications when they happen, but also includesquures for early
detection and treatment to prevent the progressabnproblem
pregnancies to the level of an emergency.

Preventing or addressing the 3 delays in obstetacs will go a long
way to improve maternal health as well as childltheavhich in turn
improve the health status of the nation. Unmeteilst need is an
estimate of the number of women needing a majaetixsintervention.

6.0 TUTOR-MARKED ASSIGNMENT

1. What are unmet obstetric needs?
2. Explain what you understand by the three delayseaeking
Obstetric care.

7.0 REFERENCESFURTHER READING

The United Nations Children’s Fund (UNICEF), auth@Gountdown to
2015: Maternal, Newborn & Child Survival. Executive Summary:
Tracking Progress in Maternal, Newborn & Child Survival. The
2008 Report. New York: UNICEF; 2008. [Accessed June 25,
2008]. http://www.countdown2015mnch.org/documents/executiv
esummary finalrev.pdf

Graham WJ, Ahmed S, Stanton C, et al. Measuringgmal mortality:
an overview of opportunities and options for depeig
countriesBMC Med. 2008; 6:1-8.

Campbell OM, & Graham WJ, Lancet Maternal SurviSalies steering
group. Strategies for reducing maternal mortatigtting on with
what works. The lancet. 2006 Oct 7;368(9543):1284-9

54



PHS 804 MATERNAL AND CHILD HEALTH

WHO guideline orOptimising health worker roles to improve access to
key maternal and newborn health interventions through task
shifting (Optimise MNH) (2012).

WHO publicationIncreasing access to health workers in remote and
rural areas through improved retention: global policy
recommendations (2010)

Tuncalp O, Were WM, MacLennan C, Oladapo OT, Giilmghz AM,
Bahl R et al. Quality of care for pregnant womed aewborns-
the WHO vision. BJOG. 2015;122(8):1045-9. doi:101/1471-
0528.13451

Integrated Management of Pregnancy and ChildbilfMPAC). In:
Maternal, newborn, child and adolescent health [WM®b
page]. Geneva: World Health Organization
(http://www.who.int/maternal_child_adolescent/topeaternal/i
mpac/en/accessed 14 March 2021).

Integrated Management of Pregnancy and ChildbitMPAC). In:
Maternal, newborn, child and adolescent health [WM®b
page]. Geneva: World Health Organization
(http://www.who.int/maternal_child_adolescent/topieaternal/i
mpac/en/accessed 14 March 2021).

55



PHS 804 MODULE 3

UNIT 4 INTEGRATED APPROACH TO NEWBORN CARE
CONTENTS

1.0 Introduction

2.0 Objectives

3.0 Main Content
3.1 Developing a Package for the Integration ofwbi@n

Care

3.2 Why Integration is Important dNCH Service Delivery
3.3 Challenges of the IntegratioNefv Born Care

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION

The introduction of the Integrated Maternal, Newsband Child Health
(IMNCH) strategy has provided a uniquely undersédohel approach for
targeting interventions and leveraging resourceadalressing the inter-
related problems of maternal, newborn and childtatity, especially
within the context of developing countries. Thigpagach provides a
simplified continuum of care framework for integedtservice delivery,
leveraging and coordinating the use of resouraeslving a broad
range of stakeholders and engaging families andnaamties in
providing care for women and children. It was hopwat the integrated
approach would improve the delivery of maternalinern and child
health services better than previous approachesdbas the separate
implementation of these programs.

20 OBJECTIVES

By the end of this unit, you will be able to:
) relate the concept of the integrated approachwibom care
o explain the importance of integrating newborn care.

3.0 MAINCONTENT

Integrated maternal, newborn and child health esgrais an important
approach for accelerating the tempo of servicevdsfifor the reduction
in rates of maternal and child mortality in Africaountries.

It is an integrated approach for the care of math@ewborns and

children. It includes essential evidence-basedrietdions likely to
improve MNCH survival and nutrition. It aims to admate all existing
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efforts and resources for MNCH and further for RaynHealth Care
(PHC) services. It is a phased approach that i bui the existing
structure with a focus on improving the delivergtgyn.

3.1 Developing a Packagefor the Integration of Newborn Care

The following are the reasons to develop a packag¢he integration
of newborn care:

e To respond to the health and nutrition needs of ammewborns
and children under-5-year-old

e To accelerate progress towards the achievementds ¥, 4 and
5

e To improve efficiency, quality and utilisation oheg MNCH
services

3.2  Why Integration isImportant for MNCH Service Delivery

o To reduce missed opportunities — particularly int@otr when
coverage is low and needs high

o To reduce duplication of efforts — particularly iorfant when
resources are limited

o To make better use of resources (infrastructuedf ahd client’s

time, funds) — important when quality is low
3.3 Challengesof the Integration of New Born Care
Below are the challenges affecting the integratibnewborn care

Insufficient Health System Capacity

Fragmented Responsibilities

Lack of Investment and out-of-pocket expenses
Avalilability and quality of services

Access and utilisation of services

Insufficient Human resources

Poor Knowledge and Practice at Household level
Not enough community participation

40 CONCLUSION
In this unit, you've learnt the integrated approaxinewborn care.
50 SUMMARY

As integrated maternal, newborn, and child hediiNCH) packages
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are now being delivered to scale across many l@enAre countries,
there has been an acceleration in the decline obagl childhood
mortality since 2000.

6.0 TUTOR-MARKED ASSIGNMENT

Briefly describe the integrated approach to newluame.

SELF-ASSESSMENT EXERCISE

What are the reasons for developing the MNCH pagRag
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1.0 INTRODUCTION

Adolescence fromatin adolescere 'to grow up is a transitional stage
of physicalandpsychologicatlevelopmenthat generally occurs during
the period fronpubertyto legal adulthood age of majority.
Adolescence is usually associated with the teengemrs, but its
physical, psychological or cultural expressions nhagin earlier and
end later. For example, puberty now typically begin
duringpreadolescenge particularly in females. Physical growth
(particularly in males) and cognitive developmeah extend into the
early twenties. Thus, age provides only a roughkeraof adolescence,
and scholars have found it difficult to agree upgprecise definition of
adolescence.

A thorough understanding of adolescence in soci¢pends on
information from various perspectives, including/gisology, biology,
history, sociology, education, and anthropology.thivi all of these
perspectives, adolescence is viewed as a traritioeriod between
childhood and adulthood, whose cultural purposthés preparation of
children for adult roles. It is a period of mulgptransitions involving
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education, training, employment, and unemploymead, well as
transitions from one living circumstance to another

The end of adolescence and the beginning of achdthwaries by

country. Furthermore, even within a single natstate or culture, there
can be different ages at which an individual isstdered mature enough
for society to entrust them with certain privilegmsd responsibilities.
Such privileges and responsibilities include dmyvia vehicle, having
legal sexual relations, serving in the armed foroceson a jury,

purchasing and drinking alcohol, purchase of tobgmoducts, voting,

entering into contracts, finishing certain levefseducation, marriage,
and accountability for upholding the law. Adolesoenis usually

accompanied by an increased independence allowdtieoparents or
legal guardians, including less supervision as ey to

preadolescence.

2.0 OBJECTIVES

By the end of this unit, you will be able to:

o explain the meaning of adolescent development
o discuss the importance of adolescents reprodulbaadth
) describe the reproductive health risks and consemse in

adolescents

discuss the challenges of adolescent reproductaéh

explain adolescent reproductive health services

state the factors affecting reproductive healthdsee

discuss the socioeconomic and psychological corsems of
pregnancy for unmarried adolescents.

3.0 MAIN CONTENT
3.1 Adolescence Development

Adolescence begins with the onset of physiologycalbrmal puberty
and ends when an adult identity and behaviour ecepded. This period
of development corresponds roughly to the peridsvéen the ages of
10 and 19 years, which is consistent with the WoHialth
Organization’s definition of adolescence. The beyadrms "youth" and
“young” encompass the 15 to 24-year-old and 10 4ey€ar-old age
groups, respectively.

The five leading characteristics of adolescenceg are

1. biological growth and development
2. an undefined status
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3. increased decision making
4. increased pressures
5. Search for self.

In studying adolescent development, adolescencéeaefined:

1. Biologically as the physical transition marked Ihe tonset of
puberty and the termination of physical growth;

2. Cognitively, as changes in the ability to think t@astly and
multi-dimensionally

3. Socially, as a period of preparation for adult sole

Major pubertal and biological changes include clsngo thesex
organs height, weight, anchuscle massas well as major changes in
brain structure and organisatidhognitiveadvances encompass both
increments in knowledge and in the ability to thiakstractly and to
reason more effectively.

The study of adolescent development often involvgerdisciplinary
collaborations. For example, researchers naarosciencer bio-
behavioural healtmight focus on pubertal changes in brain structure
and their effects on cognition or social relatioBsciologists interested

in adolescence might focus on the acquisition dfiadoroles (e.g.,
worker or romantic partner) and how this varieasrcultures or social
conditions.

Developmental psychologistsight focus on changes in relations with
parents and peers as a function of school strucame pubertal
status. Some scientists have questioned the ualitgref adolescence
as a developmental phase, arguing that traits cfv@sidered typical of
adolescents are not in fact inherent to the teepages.

3.2 Understanding Why Reproductive Health Focuseson
Adolescents

For girls, puberty is a process generally markedhsy production of
estrogen, the growth of breasts, the appearanpala€ hair, the growth
of external genitals, and the start of menstruatimr boys, it is marked
by the production of testosterone, the enlargenoénthe testes and
penis, a deepening of the voice and a growth spurt.

Why Focus on Young People?
Young people constitute a large and growing segroktite population.
At the turn of the 21st century 1.7 billion peoplere between the ages

of 10 and 24. — Eighty-six per cent of these liveless developed
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countries. Adolescence is the phase of life betwelidhood and
adulthood, from ages 10 to 19. It is a unique stajehuman
development and an important time for laying thenidations of good
health. They experience rapid physical, cognitivel gsychosocial
growth. This affects how they feel, think, make idems, and interact
with the world around them.

Despite being thought of as a healthy stage of tifere is significant
death, illness and injury in the adolescent yeddsich of this is

preventable or treatable. During this phase, adelds establish
patterns of behaviour (for instance, related ta,dnnysical activity,

substance use, and sexual activity) that can grdtea health and the
health of others around them, or put their healthsk now and in the
future.

While young people face many new problems, thee aso new
opportunities which if combined with the energy amelativity of young
people can bring tremendous dividends and can thelm play a vital
role in their family and in society as a whole. et economic
development depends on having the increasing ptioporof the
reasonably well educated, healthy and economicghpductive
population.

3.3 Global Youth Today

The current generation of young people is the hiest, most educated,
and most urbanised in history. However, there ransme serious
concerns:

Education:

About 258 million children and youth are out of soh according to
UIS data for the school year ending in 2018. Thialtoncludes 59
million children of primary school age, 62 milli@h lower secondary
school age and 138 million of upper secondary age.

One in every five of the world's out-of-school dnén is in Nigeria.
Even though primary education is officially free damompulsory,
about 10.5 million of the country's children agetibyears are not in
school.

In Nigeria and according to the NDHS 2018, the pmynschool net
attendance ratio (NAR) for children age 6-12 is 6(B%% for girls and
62% for boys). The secondary NAR drops drasticadly47% among
girls and 52% among boys. There is a substantirdnce in the
primary school NAR between urban and rural are@8o(&and 53%,
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respectively). The difference increases at the regmy school level
(65% in urban areas and 37% in rural areas).

Youth with low levels of education experience seWerlimited
prospects for economic self-sufficiency. Educatgds is essential to
reducing child mortality, HIV/AIDS, and other dises. Furthermore,
educated women will most likely have healthy claldrwho will
complete schooling. Decades of research have shbain educated
women have greater control of their reproductivedj such as decisions
about the number and spacing of their children.

Sexuality

Globally, most people become sexually active duramplescence.
Premarital sexual activity is common and is onrtbe worldwide. Rates
are highest in sub Saharan Africa, where more liadinof girls aged 15-
19 are sexually experienced. Approximately 12 omilgirls aged 15-19
years and at least 777,000 girls under 15 years lgith each year in
developing regions. At least 10 million unintenda@gnancies occur
each year among adolescent girls aged 15-19 yedteeideveloping
world. The need for improved health and social ises/ aimed at
adolescents, including reproductive health seryisgseing increasingly
recognised throughout the world.

Health

Sexual activity puts adolescents at risk of variogsroductive health
challenges. Complications during pregnancy anddbiih are the
leading cause of death for 15-19-year-old girlsbglly. Of the
estimated 5.6 million abortions that occur eachr y@waong adolescent
girls aged 15-19 years, 3.9 million are unsafefrdauting to maternal
mortality, morbidity and lasting health problems.

Adolescent mothers (ages 10-19 years) face higdles of eclampsia,
puerperal endometritis, and systemic infections tvamen aged 20 to
24 years, and babies of adolescent mothers fabehigks of low birth

weight, preterm delivery and severe neonatal cadit

An estimated 1.7 million adolescents (age 10-19syaemere living with
HIV in 2019 with around 90% in the WHO African Regi(2). While
there have been substantial declines in new imfiestiamongst
adolescents from a peak in 1994, adolescentasttunt for about 10%
of new adult HIV infections, with three-quarters @amgst adolescent
girls These health risks are influenced by mangrielated factors, such
as expectations concerning early marriage and bseralationships,
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access to education and employment, gender inegugéexual violence,
and the influence of mass media and popular culture

Challenges

Adolescents often lack basic reproductive healtbrmation, skills in
negotiating sexual relationships, and access twrddble, confidential
reproductive health services. Incompetent providierher limit access
to services where they exist, as do legal barriersnformation and
services. Many adolescents lack strong stableioaktips with parents
or other adults whom they can talk to about theproductive health
concerns.

Despite these challenges, programs that meet tfemation and
service needs of adolescents can make a real efffer Successful
programs help young people develop life-planningdisskrespect the
needs and concerns of young people, involve contiesnin their
efforts, and provide respectful and confidentialichl services.

3.4 Reproductive Health Risks and Consequences orf
Adolescents

Adolescent reproductive health is affected by agpamcy, abortion,
STls, sexual violence, and by the systems thatt limgcess to
information and clinical services. Reproductivelties also affected by
nutrition, psychological well-being, and economi@agender inequities
that can make it difficult to avoid forced, coercedcommercial sex.

The following are a reproductive health risks aomtsequences for an
adolescent:

Pregnancy

Unsafe abortion

STls, including HIV/AIDS
Female genital cutting
Commercial sex

Sexual violence

o0k wNE

3.5 Psychological and Socio-Economic  Consequence®f
Pregnancy for Unmarried Adolescents

Below are the socioeconomic and psychological aqunseces of
pregnancy for unmarried adolescents:
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1. Psychological stress, poor self-esteem, lack ofehapd social
stigma

2. Disrupted education, poor academic achievement

3. Leaving home and prostitution

4. Poor socio-economic future, poor earning capab#wer career

or job opportunities.

Unstable marriage

Unwanted child- mistreated, abandoned

Their children face psychological, social and ecoimoobstacles

No o

3.6  Factors Affecting Reproductive Health Needs dkdolescents
Factors affecting reproductive health needs ofest@nts

Age

Marital status

Gender norms

Sexual status

School status

Childbearing status
Rural/urban residence
Peer pressure

Cultural/ political conditions

©CoNoh~wWNE

3.7 Adolescent Reproductive Health Services
Here, you are to note the following considerations.
3.7.1 Making Clinical Services Available

Adolescent clinical health services are best gdialffe providers trained
to deal with specific adolescent health concernsl &m counsel
adolescents about sensitive reproductive healtressand contraceptive
use. In all interventions, providers must considdolescents’ marital
status, overall health, and how much power they agexual activity.
Adolescents often name the following charactessés important to
meeting their health needs confidentiality; coneenilocation and
hours; youth-friendly environment; open to men amomen; strong
counselling component; specially trained providarsg comprehensive
clinical service.

3.7.2 Providing information

Providing appropriate and relevant information aboeproductive
health is essential to any program. Clinic-basedication and
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counselling are important to this effort, as arbogd-based programs.
Parents are a key source of information, althougty tmay feel ill-

informed or embarrassed to discuss these topids twéir children, or

simply may disapprove of young people expressingirdarest in

sexuality.

Youth-friendly approaches such as radio call-invehadrop-in centres,
magazines, and hotlines also can be effectiveesfied for reaching
adolescents.

3.7.3 Ensuring Community Support

Programs for adolescents often encounter problamsng community
acceptance since adults fear that access to edncatd services will
encourage adolescent sexual activity. Program atiahs have shown
this not to be the case. Some programs have fohatl explaining
objectives to parents, religious leaders, and conitydeaders, and
inviting them to discussion sessions with adolescdrelps reduce
opposition.

Adolescent Reproductive life involves governmenpresentatives,
NGOs, community groups, young people, and othera program to
increase awareness about reproductive health issaesourage
advocacy, and provide service.

40 CONCLUSION

In this unit, you've learnt the meaning of adolesxedevelopment; we
also discussed the importance of adolescents’ deptive health; more
so, the reproductive health risk, socioeconomicd asychological
consequences in adolescents.

5.0 SUMMARY

Most adolescent mortality and morbidity is prevéiaaor treatable, but
adolescents face specific barriers in accessingthhedormation and
services. Restrictive laws and policies, parentalpartner control,
limited knowledge, distance, cost, lack of confitlgity, and provider
bias can all restrict adolescents from gettingdéwe they need to grow
and develop in good health.

6.0 TUTOR-MARKED ASSIGNMENT
1. Explain in detail the factors affecting the reprotie health

needs of adolescents.
2. Discuss the challenges of adolescent reproductedhh
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SELF-ASSESSMENT EXERCISE

List the socioeconomic and psychological consegeerad pregnancy
for unmarried adolescents.
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1.0 INTRODUCTION

Men’s sexual and reproductive health advice carowrlooked, with

the focus is more often given to women’s more caxmexual and
reproductive health. Men have substantial sexudlraproductive health
needs, including the need for contraception, prswerand treatment of
HIV and other sexually transmitted infections (§TEexual dysfunction,
infertility and male cancers. Yet these needs #exn anfulfilled due to a
combination of factors, including a lack of servasailability, poor health-
seeking behaviour among men, health facilitieshaofiet considered "male-
friendly,” and a lack of agreed standards for @eihg clinical and

preventative services to men and adolescents boys.

2.0 OBJECTIVES
By the end of this unit, you will be able to:

e explain the concept of needs and issues for men

o describe how to improve men’'s and boys’ sexual and
reproductive health

o discuss the building blocks to working on men’s usdxand
reproductive health

o explain the sexual and reproductive health serpaekage for

men and adolescent boys.
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3.0 MAIN CONTENT

Ensuring that the sexual and reproductive healtbdsieof men and
adolescent boys are sufficiently addressed, aloitly tvose of women
and girls, is also part of a comprehensive gendarstormative
approach. Existing gender inequalities, to a laegtent- due to rigid
gender norms and harmful perceptions of what itneda be a man,
have far-reaching consequences on health and weiggbFor example,
in many contexts, women do not control decision imgkincluding
sexual and reproductive health choices, yet thegr k& significant
burden of contraceptive use and childbearing. Wheren and
adolescent boys are engaged in tackling genderuali¢y and
promoting women’s choices, the resulting outcomes @ositive and
men and women can enjoy equitable, healthy andyhiaghationships.

3.1 Improving the Sexual and Reproductive Health oMen and
Boys

Men have a variety of sexual and reproductive hea#teds such as
contraception, prevention and treatment of HIV afiter STIs, sexual
dysfunction, infertility and male cancers.

Yet these sexual and reproductive health needsfeee unmet due to a
combination of factors:

1. Low utilisation of sexual and reproductive healénvces due to
services that are not seen as “male-friendly” ded due to poor
health-seeking behaviour among men.

2. Policy and structural level factors, such as ingkidanguage in
policies, access to and availability of services vasll as
addressing structural stigma so that men, regardbéssexual
orientation, can be successfully reached;

3. Lack of focus on men and adolescent boys’ sexual an
reproductive health including a limited articulatiof what these
services are, to whom they should be deliveredhemvd to do so
in a way that is inclusive of men in a meaningfalyywand

4. Insufficient evidence about large scale and implaaae
approaches to addressing the sexual and reprodutigalth
needs of men, both as supportive partners as welients.

It is important to note that sexual and reproductnealth provision for
men and adolescent boys is not only about providenyices within a
clinical setting. Innovative service delivery metlsoare needed, for
example, at workplaces, places of worship, spaathegings and other
community venues.
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3.2 Building Blocks to Working on Men's Sexual and
Reproductive Health

The following are the seven essential and integlthkuilding blocks to
support the efforts of organisations to operaticeah greater focus on
men’s sexual and reproductive health:

I.  Using a gender-transformative approach
ii. Delivering quality gender-sensitive sexual and oeprctive
health clinical services
lii. Meeting men’s diverse sexual and reproductive heakeds
often requires a different approach
Iv. Including a focus on young men and couples
v. Adapting to the context and local needs among men
vi.  Building a committed organisation and workforce
vii. ~ Taking primary prevention and integrated approach

3.3 SRH Service Package for Men and Adolescent Boy

A combination of sexual and reproductive healtlvises are required to
respond effectively to the needs of men and adetgsuooys in all their
diversity.

SRH clinical services

o Assessment questions on male client history

o Physical exam of male client

otaniraception

o Sexually transmitted infections

© HIv and AIDS

o Disorders of the male reproductive system, including sexual dysfunction

o Male cancers

0 Fertility and infertility

o Supporting prenatal and postnatal care, including safe motherhood

@ Supporting safe abortion care

m Sexual and gender-based violence support

| @ Information and counselling ‘

Fig.2.1 Source: Global Sexual and Reproductive Health i&erv
Package for Men and Adolescent Boys

4.0 CONCLUSION
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In this unit, you've learnt the concept of needsl assues for men,
understood how to improve men’'s and boys’ own skexaad
reproductive health.

5.0 SUMMARY

There is now a body of research, however, that mhecuws that men,
throughout their lives, have important sexual aedreductive health
needs of their own. To effectively meet those needsk must be done
to better define the set of medical, educationdl @vunselling services
that men require and to determine how and by whbesd services
should be delivered. At the same time, policymakeadvocates,
providers and men themselves must be made awatentba have
sexual and reproductive health needs and that ngeetien's needs
would have considerable social benefits.

6.0 TUTOR-MARKED ASSIGNMENT

Describe how to improve the sexual and reprodudteeadth of Men and
Boys.

SELF-ASSESSMENT EXERCISE

List the building blocks to working on men’s sexwaild reproductive
health.

7.0 REFERENCES/ FURTHER READING
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Interagency Gender Working Group:
www.igwg.org/priorityareas/male.aspx Interagency riifg
Group on SRH and HIV Linkages: http://srhhivlinkageg/key-
technical
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1.0 INTRODUCTION

Reproductive health should be a concern not just women, as
reproductive health issues involve the whole faraitgl, indeed, society.
The International Conference on Population and Deveent’s

Programme of Action introduced a new concept ofenrakponsibility
and participation in reproductive health care &t @airo conference in
1994, but since then, not much has been done otigahterms in most
of the developing world.

Male involvement in reproductive health is a compgbeocess requiring
a social and behavioural change for men to playesemesponsible role
in reproductive health. It underscores contracepéigceptance by men
and implies the need to change men’s attitudesbahéviour towards
women’s health, encouraging men to be more supgodf women'’s
use of health care services including concerninigl-tiearing.

Male involvement in reproductive health issues edges a better
understanding between husband and wife; it redtlsesnumber of
unwanted pregnancies and the unmet need for fapegning. Male
involvement in reproductive health is also impottam the present
context of the huge burden of sexually transmitigfeéctions (STIs)
including HIV/AIDS. In patriarchal societies, wherwomen lack
autonomy in reproductive decision-making, especiadl contraceptive
use, men can contribute to the improvement in wosnéealth and,
consequently, the overall improvement in women'atust. Despite
consensus on the importance of the involvementesi m reproductive
health and reasonably supportive policy environmemnt many
developing countries, including Nigeria, reprodueti health care
services are largely female-oriented.

73



PHS 804 MODULE 4

2.0 OBJECTIVES

By the end of this unit, you will be able to:
explain the concept of safe motherhood
describe the roles of males in safe motherhood
discuss the Safe Motherhood Action
explain the essential services of safe motherhood.

3.0 MAIN CONTENT
3.1 Definition of Safe Motherhood

Safe motherhood encompasses a series of initiatipeactices,

protocols and service delivery guidelines desigimeehsure that women
receive high-quality gynaecological, family plangirprenatal, delivery
and postpartum care, to achieve optimal healthh®mother, fetus and
infant during pregnancy, childbirth and postpartum.

Safe motherhood is a key component of reprodutt@adth; it decreases
maternal and infant mortality and morbidity. Altlghu most maternal
and infant deaths can be prevented through safberwiod practices,
millions of women worldwide are affected by matérnsortality and
morbidity from preventable causes.

Safe motherhood programs emphasise addressing @lese issues as
well as other reproductive health issues: sexugdigsmitted infections,
unplanned pregnancy, obstetric fistula, and femgédmital cutting
(FGC).

Essential Services for Safe Motherhood include:

) Community education on safe motherhood

Prenatal care and counselling, including the pramnotof
maternal nutrition

Skilled assistance during childbirth

Care for obstetric complications, including emeiges
Postpartum care

Post-abortion care and, where abortion is not agj#e law, safe
services for the termination of pregnancy

Family planning counselling, information and seedc

o Reproductive health education and services foresdeints

3.2 Safe Motherhood Action

Making motherhood safe requires action on threetéro
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1. Reducing the numbers of high-risk and unwantednaegies
2. Reducing the number of obstetric complications
3. Reducing the case fatality rate in women with cacapions

3.3 Role of Men in Safe Motherhood

Reproductive health programmes have traditionalyused on women
to the exclusion of men. The patriarchal naturenany of these
societies ensures that decisions are mostly madenéy. There is
therefore a need to include men in all matters tequire joint spousal
decisions in achieving key reproductive health god&lor example,
numerous reports show that men’s general knowlealy# attitudes
towards ideal family size, sex preference of clilgrideal spacing
between births and contraceptive method greatljuenice their
partner’s preferences and opinions.

Fertility and family planning research and progragsnmave, however,
ignored men’s roles in the past, focusing insteademale behaviour.
Family planning services are also traditionallyserged in the context
of maternal and child health. Everyone, men inalljddould have the
right to information and access to safe, effectie#fordable and

acceptable reproductive health care services. Mely important to

ensure gender balance in the reproductive healtfhtsi and

responsibilities of both men and women.

A renewed interest in male participation in reprctdie health is related
to the HIV/AIDS pandemic and has focused on indgrepshe use of
condoms. Family planning plays a key role in emgyoptimal maternal
and child health and well-being. The promotion amifly planning in
countries with high birth rates has the potenialéduce poverty and
hunger, as well as avert 32% of all maternal deatits nearly 10% of
childhood deaths. Adequate birth spacing gives arstenough time to
recover from the previous pregnancy. In most paftéfrica and the
developing world, men dominate decision-making amily affairs,
including reproductive health care matters. The idamce of the male
Is underscored by the cultural institutions of @athy and religion, as
well as the economic power that tends to favour.men

Involving men in reproductive health care serviemsl decisions can,
however, be inherently difficult. Men may not alwgagnake the best
health care decisions. Men have their reproduckiealth concerns.
Their involvement should not be seen purely as anmeo achieve
better reproductive health care for women. Men'sxuaé and

reproductive well-being and behaviours directlyeaffthose of their
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partners. The involvement of men in reproductivaltimecare issues is
pertinent to achieving the Millennium Developmerdal.

Reproductive health programmes are likely to beerffective when
men are involved. The willingness of husbands te, ws allow their
spouse to use, family planning services determihesrate of fertility
reduction. Studies have shown that male involvenmaptoves couples’
knowledge and husband-wife communication about lfarpilanning,
and the wife’'s perception of her husband’'s approypalsitively
influences the couple’s contraceptive use.

In Nigeria, involving men in reproductive healthreaservices is
important to enhance couples’ reproductive hedfffiorts to identify
the demographic variables relating to male involeetwill therefore
help in formulating policies to increase male ivashent in
reproductive health. This study assesses the opidtip between the
level of men’s involvement in reproductive healthdademographic
variables, to measure the contribution of differdattors to the
involvement of men in reproductive activities. b@assesses the effect
of access to the media, contraceptive use andidgsttowards family
planning on men’s involvement in reproductive hHeadsues.

Most men approved of family planning, but only abdalf of them
were current users of male contraceptive methodse NMhvolvement
was associated with education, occupation, avemagethly income,
access to the media, duration of the marriage, eumbliving children,
approval of family planning, current use of a malentraceptive
method, and having a wife working outside the ho®eme studies
showed that education, number of living childred approval of family
planning were the factors that were independentiated to male
involvement in reproductive health.

Male involvement was also related to occupationnMeéhose wives
worked outside the home were more involved in répctive health.
Such women are likely to be more involved in dersismaking; hence,
the probability of their husband’s involvement aproductive health is
higher.

The media plays a vital role in providing infornmatiand motivation
about reproductive issues and encouraging involwenmereproductive
health. Men have more access to radio, TV and nepesg compared
with women because they usually have more free, timwe education,
more disposable income and, in many cultures, nfogedom of
movement compared with women. Access to the medig emhance
attitudes and behavioural change leading to immtowale participation
in reproductive health.
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Some studies showed that men with a higher leveddofcation who
approved of family planning and who had one oriviod children were
more likely to be involved in reproductive healthen who had higher
levels of education were more involved in reprotgchealth than those
with lower levels of education. Educated men wewganlikely to have
good knowledge about family planning and reprodwckiealth matters.

4.0 CONCLUSION

In this unit, you learnt about the role of male alwement in safe
motherhood and the factors affecting it.

5.0 SUMMARY

Male involvement in reproductive health care isdwed by the level of
education, the number of living children and apptowf family
planning. There is a need to focus on the idextifaetors to strengthen
and increase male participation in reproductivdthezare.

The patriarchal nature of Nigerian and many othab-Saharan
societies, in which decision-making is predominardl male affair,
makes the limitation of reproductive health issteesromen unrealistic.
Male involvement in reproductive health activitisstherefore relevant
to the achievement of reproductive health goalpe@slly as this
achievement is one of the Millennium Developmenalso

The media has a vital role to play in raising awass about the
importance of male involvement in reproductive heatare. A

favourable social and cultural climate should beated by media
campaigns and increased community-based awarenédse

Government, development partners and NGOs at adlldeshould be
committed with a strong political will in this regh

SELF-ASSESSMENT EXERCISE
Define safe motherhood?

6.0 TUTOR-MARKED ASSIGNMENT
1. What is the role of men in ensuring safe motherfood
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MODULE 5 DISEASES OF PUBLIC HEALTH
IMPORTANCE IN MATERNAL HEALTH

UNIT 1 CANCERS OF REPRODUCTIVE TRACT, BREAST
CANCERS
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1.0 INTRODUCTION

Reproductive cancers are those which occur ineépeoductive organs.
Breast, cervical and prostate cancers are the coostnon reproductive
cancers2006 Estimated US Cancer Cases shows the following

Women

Breast 31%
Lung & bronchus  12%
Colon & rectum 11%
Uterine corpus 6%
Non-Hodgkin L 4%
Melanoma of skin 4%

Thyroid 3%
Ovary 3%
Urinary bladder 2%
Pancreas 2%

All Other Sites 22%
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Men

Prostate 33%
Lung & bronchus 13%

Colon

& rectum 10%

Urinary bladder 6%
Melanoma of skin 5%

Non-Hodgkin L4%
Kidney 3%
Oral cavity 3%
Leukemia 3%
Pancreas 2%

All Other Sites 18%

The site and lifetime probability of developing cacer

All sites 1in3
Breast 1lin7
Lung & bronchus lin17
Colon & rectum 1in18
Uterine corpus 1in 38

Non-Hodgkin lymphoma 1 in 57

Ovary 1in 59
Pancreas 1in 83
Melanoma 1in 82

Urinary bladder 1in91

Uterine cervix 1in128

2.0 OBJECTIVES

By the end of this unit, you will be able to:

identify common cancers in this region
recognise aetiology and risk factors
state Screening methods and

explain the treatment modalities and Prevention.

MODULE 5
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3.0 MAIN CONTENT

3.1  Cancers of Reproductive Health
The following are examples of cancers of reprodwchiealth:

Breast Cancer
Endometrial Cancer
Ovarian Cancer
Cervical Cancer
Vulva Cancer
Prostate Cancer

3.2 Breast Cancer

Cancer of the breast is the most common malignafffegting women
worldwide. Globally, it accounts for about 31% effale cancers. The
highest age standardised incidence and mortalityusd in the United
Kingdom where incidence among women aged 50 andveabo
approaches two per 1000 women per year. About nngevenwill
develop the disease in their lifetime.

It is the commonest cause of death among women &ge80,
accounting for 1/5 of all deaths in this age groupthe US, 175,000
new cases are diagnosed and 46,000 die of it dgntralapan, one in
sixty women develops the disease in their lifetane the death rate is
about 30% that in the U.K.

In Africa, the true incidence is not known butstheing reported more
often than before. In UCH, Ibadan, it accounted@® of the 17,496

cancer cases recorded at the cancer registry betd860-1980. In

Uganda, it accounts for 4% of all cancers. In Ghareccounts for 13%
of all cancers.

Fibroadenoma &
cystic disease

i s { 7
Lobule ; il Pectoral muscles
Lobular cancexr— J [ minor

Ductal cancer.. '/ & major
Duct———:=5 ! iy
Duct ectasiaJLIF Vs Tk 4 _Intercostal
Lactiferous /i ey i Ho Y TR muscles
sinus : il it
Paget's
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Fig.1.1: The Breast Anatomy (Source
https://fpnotebook.com/_media/GynBreastAnatomyGaljpn)
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e Normal Breast Development

o Puberty: hypothalamus, anterior pituitary and ovary, insw@nd
thyroid hormone. About 3 to 4 days before menssisogen and
progesterone cause growth and proliferation.

) Pregnancy: growth and proliferation, estrogen, progesterone,
placental lactogen, prolactin and chorionic gongagnh

o Lactation: prolactin

o Menopause:involution of breast tissue

Development of Breast Carcinoma

Pl rwiral Daard b i i fal A g ad [l 1Y Irim i s

e

Bl g b lln it Edvps VLl Dl 0l
Hyparlan s Lsre me s

CGraphic comrtesy of
https: www strengthmlmowmg com heptvpes of mvamve bejsp

Fig.1.2: Development of Breast Cancer over a Period of Years
3.2.1 Aetiology and Risk Factors

Despite decades of research, no aetiologic fagtéofshuman breast
cancer has been identified.

Recently, there’s an increased interest in the ipiiigs that a great
percentage of human breast cancer may be caused/IRAL
INFECTION. A human retroviral analogue of murinemmaary tumour
virus (MMTV) and the Epstein-Barr virus has beepamted to occur in
about 37% and 50% of breast cancer cases respgctive

Predisposing Factors

Gender

Age

Family history

Parity

Age at first pregnancy and nulliparity
Age of menarche and menopause
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Hormonal factors

Prior breast biopsy

Previous breast cancer

Cancer of the corpus uteri and ovary
Diet and fat intake

Drugs

Socio-economic status.

Alcohol and Breast Cancer
Biological rationale for epidemiological findings

Ethanol ----acetaldehyde ---acetate
ADH ALDH
Acetaldehyde — DNA damage
Intervention studies — alcohol increases plasnmadist in pre and post-
menopausal women
High intake of folic acid mitigates excessive risk

3.2.2 Screening

Breast cancer screening involves testing othenhesathy women for

breast cancer in an attempt to achieve early dsggiorhe assumption
is that early detection will improve outcomes. Masgreening tests
have been employed. These include:

Breast self-examination (BSE)
Palpation by a certified physician
Thermography

Mammography

Table 1.1: Techniquesin Breast Cancer Screening

Breast cancer Screening Procedure | Frequency
Technique 1. Breast Self-Monthly after age 20.
Examinatiol

Technique 2. Palpation Every 3yrs for women
aged 20-40; vyearly
after age 4(

Technique 3. Thermography No longer
recommende!

Technique 4. Mammography Yearly after age 40.

Breast Self-Examination (BSE)
Examinations a woman can personally perform toaietbnormalities
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in her breasts. It involves visual and manual icpa of breasts for
shape, size, dimples, changes in the breast sk&irgction of nipple,
bumps, swelling or lumps. It is performed monthlftea age 20
preferably a few days after the menstrual period.

Fig. 1.3: Visual Examination of breasts before a mirror

Hers

Breast Self-Examination (BSE)
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i + braa

g ik a day, sach s
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Free Health Advics ling 1750 Wright Stress, Suite L at Alta Arden
(936} 4510671 Sacramente, CA 85025

Fig.1.4: Breast Self-Examination
e Benefits and Limitations of SBE
SBE is the most widespread technique. It incredeeschances of

detecting breast cancer at an early stage. EatBctien increases the
survival rate. About 80% of breast cancer casesliagnosed because a

84



PHS 804 MODULE 5

woman has found a lump in her breast.

The outcome of BSEs not detailed enough. Increete aof women
thinking that it is the only form of early screegithey require to protect
themselves against breast cancer. BSE harms irs tefrithe increased
numbers of benign lesions identified and the ineedanumber of
biopsies performed.

Palpation by a certified physician

Also referred to as clinical breast examination;igt the clinical
examination of the breast by a certified physici@ynaecologist).
Recommended for women between ages 20-40 at lewst every
3years and annually above the age of 40. Detdoned.cm or more.
Much more detailed detection can be made as t@xperience of the
physician aids in identifying what a lay woman acainndentify.
Although more detailed than BSE, it is also flawsdhuman frailty as
it is not reliable for large fatty breasts.

Thermography

This is also called thermal or infrared imagingprgved by the US
Food and Drug Administration in 1982; used to detae whether a
local abnormality in breast tissue temperature ressgnt, which may
indicate the presence of disease. Since the tetoperaf human skin
changes in response to disorders in the underlyssye, conditions
such as poor circulation, swelling, and cancervasible with cameras
sensitive to infrared heat.

e Benefits and Limitation

1. Patient is not exposed to radiation.

2. It is a pain-free examination.

3 Gives the physician a clearer understanding of dbedition
under review.

4. It is not a sensitive tool.

5 It is not an effective means of detecting breastea

Computerised thermal imaging

Computerised thermal imaging (CTI) is a new, norasive imaging
method that is being developed using the principéstraditional

thermography but with the addition of digital imageonstruction.

CTIl is a heat-sensing and processing system thes @s thermal
sensitive camera to capture a digital image baseth® heat radiating
from the body. The main component of the CTI tedébgw is the highly

sensitive, high-speed infrared camera.
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Mammography

Mammography is a special X-ray technique that edus visualize soft
tissues of the breast as a means for screening wéondoreast cancer.
It is the most sensitive and specific in detectnggall tumours that are
sometimes missed by the other techniques. It ieently the only FDA

approved exam to help screen for breast cancepmem who show no
signs or symptoms of the disease.

The first mammography machine was produced in 18¢6general

electric. Since its introduction, there have besresal improvements in
the device. Current mammograms use digital systems.

— T? _.fl'
— Camera unit

=+ X-ray beam

.4
]

—__— Film plate

In mammography, each breast is
compressed horizontally, then
obliguely and an x-ray
5 taken of each position

, Char s Thatc cher/Tony ¢ Stone Ir|:|:|.-

F| 5 Mammography
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It is recommended on an annual basis for all woorere they reach 40
years of age. All women 40 years of age and oltdeulsl have annual

screening mammograms. Breast cancers detected foynography are

usually in their earlier stage than those detebtepatients or doctors as
a breast lump, hence will reduce mortality fromastecancer by about
30% in women older than 50 years.

The ability of a mammogram to find breast cancey m@pend on the
size of the tumour, the density of the breast éssund the skill of the
radiologist. Mammograms are less likely to find dste tumours in
women less than 50 years of age. This may be begausiger women
have denser breast tissue that appears white amarmagram; a tumour
also appears white on a mammogram, which makesdt to find

e Benefits

1. Reduce mortality

2. Reduce rates of late-stage breast cancer
3. Detect tumor before it is palpable

4. Better range of treatment

Limitation

: It is very expensive.
2. Radiation exposure is high. 500 milliroentgen coredao 30-40
milliroentgen exposed to during chest x-ray.

3. Repeated exposures may lead to the causation atbcancer
itself.

4, Requires technical equipment and expert personagiojogists).

5. Biopsy from a suspicious lesion may end up in sefgositive in
5-10 cases.

3.2.2 Diagnosis and Treatment

1. Histology of biopsy specimen
2. Treatment: Surgery followed by a course of chenraime

3.3 Endometrial Cancer

Is a cancer of the endometrial lining (epitheliairlg). In developing

countries, it ranks third after cervix and ovariesdeveloped countries,
where deaths from cervical cancer have been redbgedp to 50%

because of screening, endometrial cancer rankgsitig ovarian cancer
as the leading type of gynaecological cancer.

Reported global cancer statistics show the incideiacbe highest in
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North America, then Europe and temperate South AmerThe
incidence of endometrial carcinoma is low in southend eastern Asia,
as well as in most of Africa.

llorin: 10.7% (unpublished data)
Benin: 6.47% Okobia et al 2005
Maiduguri: 8.5% Kyari et al 2004

Port Harcourt: 8.3% (Briggst al. 1990)
Zimbabwe: 6% 1989

3.3.1 Etiology/Causes and Risk Factors

Cause not known but predisposing /risk factors hmeen identified.
NOTE: Both major and minor risk factors have onenowmn thread —
unopposed oestrogen stimulation of the endometrium.

. Obesity

. Syndromes of increased endogenous estrogen stiarulat
. Familial and hereditary factors

. Lifestyle factors

. Exogenous estrogens

. Other factors

Obesity —A major risk factor

o Circulating androgens in the fatty tissue can baveded to
estrone.

o An increase in free, unbound oestrogen because SWBIGHh
inactivates E2 is decreased.

o Upper body fat localisation is a significant riskcfor & have a
poorer prognosis.

o Associated with the other major risk factors likeMD&

hypertension.
Syndromes of increased endogenous oestrogen stintida

o Early menarche (4-fold increase esp. in premen@amsmen)
& late menopause (menstruation span >39yrs havetidh@s
increase than <25yrs).

o Infertility and low parity:

v PCOS, probably due to long anovulatory cycles.
v One-third of patients are nulliparous.
v The risk decreases with increased parity.
o Estrogen producing ovarian tumors:
v Granulosa cell tumors.
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v

Theca cell tumors.
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Familial and hereditary factors

o Familial adenocarcinoma syndrome (Lynch type II).
o Hereditary non-poliposis colorectal cancer

Lifestyle factors

o Diet: animal fat & proteins increases risk.
o Sedentary lifestyles increase the risk.

Exogenous estrogens

) Prolonged use of unopposed estrogen is associdtedavhigh
risk of endometrial ca.

o Stimulation of the endometrium occurs despite tbate of
administration.

) Increasing the duration of use also increases itthe The risk
persists for many years after use.

o Risk also increases with increasing doses of cat@gdyestrogen.

An increased incidence has also been found in mdBwT with
tamoxifen treatment of breast cancer, perhapsectlat the estrogenic
effect of tamoxifen on the endometrium. The can@ssociated with
exogenous estrogen may behave biologically diftgrdrom their non-
estrogen associated counterparts. Most estrogemeadtumors is of
low virulence, well-differentiated, with minimal raynetrial invasion.

Other factors

o Age is an important risk factor. it is a cancer pbst &
perimenopausal women.

° Race: White race has twice the lifetime risk tHaa ltlack race.

o High social class.

The last 2 factors may be related to the availgbilif exogenous
estrogen.

Protective factors

The use of concomitant or cyclic progestinsvill greatly reduce the

risk. It inhibits the synthesis of both estrogend aprogesterone

receptors. Within the cell, it stimulates theBldehydrogenase enzyme
that converts estradiol to the less potent estrémesome women,

moderately to poorly differentiated adenocarcinommay develop

despite the use of progestins.
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Prior use of COCP reduces the risk. Protection may be due to the net
progestational effect that results in virtually ¢tige endometrium with
long term use. The protection may last 20 or mosary after
discontinuation in long term users (10 or more gediut maybe
reversed by unopposed postmenopausal estrogen.

Lifestyle factors - Smoking may have a protective effect probablg du
to the reduced circulating estrogen it induces.iv&ctifestyle may be
protective. Consumption of vegetables, fresh fruatsd high fibre
reduces the risk. Alcohol in moderate quantitiey tma protective.

3.3.2 Clinical Presentation and Screening

The most common symptom is postmenopausal bleedinglly in their
60s. In postmenopausal women, any vaginal bleedirgpnsidered to
be from cancer until proven not to be. About 5-1G%cur in

women<40yrs. Some may have offensive vaginal digghii there is an
infection.

Routine screening of women is not of any proverefierOccasionally,
however, the Pap smear may fortuitously identifydametrial
abnormalities.

3.3.3 Diagnosis and treatment

Detailed history and physical examination helpdeniify risk factors
and associated Medical conditions.

Investigations

Definitive diagnosis - Dilatation and (fractionalyrettage, Traditional 4
guadrant biopsy Other means of obtaining sampléudies Lavage,
brush or use of suction devices Others - Haematabgrofile, E/U/Cr,
LFTs, FBS, USS, Abdo/pelvic. CT Scans, MRIs

CXR, Cystoscopy/sigmoidoscopy-if necessary

Pattern of Spread

o Lymphatic spread via:
v Lymphatics from the infundibulopelvic lig
v Paracervical & parametrial lymphatics
v Round lig lymphatics to:
v Ext lliac, obturator, hypogastric, common iliac and
paraaortic.
o Direct spread into the peritoneal cavity
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o Hematogenous to liver, lung, bone.

Precursors

o Simple hyperplasia (cystic hyperplasia). The rigskn@lignant
potential/transformation is very low.

o Complex hyperplasia is also called adenomyohypsighaithout
atypia. Risk about 2% of either harbouring or depelg a
malignancy within one year following that diagnosise risk is
extremely low.

o Atypical hyperplasia also called adenomyohyperplasiith
atypia carries a 15-25% risk.

Histologic Type

o Adenocarcinoma (well-differentiated col cell withlagdular
pattern(90%)

o Adenocanthoma (adenocarcinoma with squamous mstapla
5%)

o Adenosquamous carcinoma (mixed adenocarcinoma and
squamous cell carcinoma)

o Anaplastic carcinoma- undifferentiated

Staging

The clinical staging adopted by FIGO in 1971 isdohsn a standard
uterine cavity length and extension of the disdss@nd the uterus and
pelvis. The FIGO Committee on Gynecologic Oncology, 1988,
recommended that endome]trial cancer be surgistadiyed.

Surgical staging- The procedure includes:

o Peritoneal washings.

o TAH (simple) + BSO - If there is occult invasiontsue the
lower segment, the parametria is involved or theradacral
ligaments are involved, a more radical operatioy bedone.

) Lymph node sampling of all major node bearing gréas “10
lymphatic zones”.
o Laparoscopic staging may be done.

Histopathology — degree of differentiation. Cases of carcinomahef
corpus should be grouped concerning the degre#fefahtiation of the
adenocarcinoma as follows:

o G1l: < 5% of a nonsquamous or non modular solid tgrow
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pattern.
o G2: 6-50% of a nonsquamous or non modular solidvtiro
pattern.
G3: > 50% of a nonsquamous or non modular solidvtro
pattern.

| Tumour confined to the corpus uteri

IA: Tumour limited to the endometrium

IB: Tumour invades < 1/2 myometrium

IC: Tumour invades > 1/2 of the myometrium

Il Tumour invades cervix

[IA: Endocervical glandular involvement

[IB: Cervical stromal invasion

lIl Local and/or regional spread

[lIA: involves serosa and/or adnexa and/or +ve tpesgal
washings.

[1IB: Vaginal involvement.

[IIC: pelvic/paraaortic lymph nodes

IV Distance spread

IVA: Tumour invades bladder mucosa and/or bowel osac
IVB: Distant metastasis including metastasis toarabdominal
lymph nodes (other than para-aortic) and/or inguioaes

AN 2B NN AN NS 4

KNV AN

Prognostic factors

o Histological grade (Tumour grade 3): Decrease survival,
Increased risk of lymph node involvement, Increassé of
recurrence,

o Deep myometrial invasion A most reliable indicator of tumour

volume - Lymph vascular channel involvement and itRes
peritoneal cytology

Histologic type - Serous papillary & Clear cell tumours
Cervical involvement (stage I)

Adnexal spread

Intraperitoneal disease

Increasing age

Steroid receptors - Most endometroid ca have ER & PR. The
presence & quantity of the receptors correlatesh wihe
histologic differentiation, FIGO staging & survivalligh levels
found in well-differentiated tumors & ass with hettsurvival
rates. Receptor status influences tumor responsprdgestin
therapy.
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3.34 Treatment
Clinical stage |

TAH (total abdominal hysterectomy), BSO (bilateraklpingo-

oophorectomy). Routine node sampling is not doog any suspicious
node is removed for histological evaluation. Ifrihés deep myometrial
involvement, sampling may be done. Consider pos&ipe radiation

therapy, if there is deep myometrial involvemenGa, G3

Clinical stage Il

Radical TAH, pelvic & para-aortic node dissectioiollowed by
irradiation. Primary irradiation (intracavitary &iernal beam) followed
by surgery. May be done where there are technicablems e.g.
extreme ballooning of the cervix. Radiation alome patients not
medically fit for surgery.

Clinical stage Il

Complete surgical resection where possible followgdextended field
RT and/or systemic therapy with cytotoxic or horenPreoperative
pelvic irradiation followed by exploratory laparaty. If good
intracavitary radiation was delivered, a subtotgbtarectomy may be
done to avoid bladder or bowel fistula.

Clinical stage IV

Optimal cytoreduction followed by systemic chemo#py. High doses
of progestins may be used esp in distant metas@sis include
hydroxyprogesterone (Delalutin), medroxyprogester@irovera), and
megestrol (Megace). Pelvic RT may be given to aghlecal control &
prevent bleeding. Local RT in the brain or bone ayseful.

Prognosis:Overall 5year survival rate:

Stage I: 80% up to 95% reported.
Stage II: 60%

Stage Ill: 30%

Stage IV: 5%

34 Ovarian Cancer

In the year 2000 (the most recent for which figuses available) there
were 6,734 cases of ovarian cancer diagnosed idkhén the USA the
estimated 2004 incidence is 25,500 cases. Ovatablit one woman in
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50 will get ovarian cancer at some time duringliier

In 2002, 4,687 women in the UK died of ovarian @nenaking it a
more common cause of death than cervical and etegancer
combined. In the USA it is estimated that 16,000n&a will die from
ovarian cancer in 2004.

There are few clear symptoms of ovarian canceriCBjly, it can cause
pain in the abdomen, a feeling of being bloatetigd&, weight loss, or
problems with urination. However, these can alldagsed by many
other diseases. This makes it difficult to diagnawarian cancer by
symptoms alone

3.4.1 Etiology and risk factors

Like most cancers, it is more common with incregsage. The other
risk factor is if you carry certain genes (see Wlo Having children

reduces the risk: women with three or four childr@ve only half the

risk of a childless woman. Infertiie women (iveomen who cannot
conceive despite trying for several years) appedaive an even higher
risk than other childless women. Taking the cagpive pill reduces
the risk of ovarian cancer by somewhere betweehird and a half,

depending on how long it is taken for.

Although the effect of hormone replacement ther@hRT) on ovarian
cancer risk has been studied, the results are amctome studies have
found an increased risk, but analysis of all thelighed research shows
conflicting results. There have been some repdasnag that using
talc in the genital area increases the risk of iamacancer. However,
most of the research conducted on this has notupszt reliable
findings and there is no good evidence to suppedd claims.

There is some evidence that being overweight carease your risk of
ovarian cancer. Some research has suggestedetaatdrotene in the
diet can reduce the risk of this cancer, although finding has not yet
been confirmed.

There are several genes, which are known to cagyeased risks of
various cancers, which can run in families. TheCBR and BRCA2

genes were originally discovered because they cansacreased risk
of breast cancer, but we now know that they aldstsuntially increase
the risk of ovarian cancer. The HNPCC gene wasodiered because it
increases the risk of colon cancer, but women thithgene also have a
greater chance of getting ovarian cancer. Oveafalbu have one close
relative (mother, sister or daughter) who has heatrian cancer, your
risk goes up about 4-fold. If you have two casesorgst close
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relatives, your risk goes up 10-fold or more.
3.4.2 Screening

There is no reliable method of screening for ovagancer. However,
both the CA125 blood test and vaginal ultrasoured @nrently being
tested as possible methods for screening womenvarian cancer.

3.4.3 Diagnosis and Treatment

If ovarian cancer is suspected, two main testsusexl to make the
diagnosis.  First, an ultrasound scan of the abdoms

performed. Sometimes the scan is taken from ingidevagina. The
second test is to measure the level of the CAl12%kenain the

blood. Neither of these tests gives a definitagdosis of ovarian
cancer, but if both tests are positive, the patientsually referred to a
surgeon who will operate to see if the ovaries shawsigns of cancer.

The treatment used will depend on how advanceddheer is and how
old the patient is. For younger patients with yardncer, limited

surgery is used to preserve their fertility. Féfeo patients with more
advanced cancers, the ovaries and the womb ardiyuseimoved. If

cancer has spread, further tissue may need torbevezl to get out as
much of cancer as possible. Chemotherapy is nbrmakd after the
surgery to kill any remaining cancer cells. Somes it is also used
before the surgery to shrink the tumour and makeagdier to remove
completely.

Effectiveness of treatment

Overall, only about two out of every five women lwibvarian cancer
can be cured. Like all other cancers, the stagehath ovarian cancer
is diagnosed determines how easy it is to curk. diagnosed and
treated while the cancer is still confined to thares, nearly 75% of
women can be cured. However, once it has spretadtie pelvic
cavity, the cure rate drops to one third. If istspread further, only one
guarter to one sixth of patients can be cured. tiv@se figures 'cured’ is
defined as surviving for five years after the faggnosis.

3.5 Cervical Cancer

Cervical Cancer is a malignancy in the cervix, iaerow opening at the
lower end of the female uterus, or womb that leatsthe vagina. The
disease most commonly affects women between the @igé0 and 55.
Cervical cancer can be prevented by screening fecamcerous cells,
and it can be cured if detected in an early stage.
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In its early stages, cervical cancer may not caasy noticeable
symptoms. As cancer progresses, the woman may ierper an
abnormal vaginal discharge, vaginal bleeding betwerenstrual
periods, or bleeding and pain after sexual inte®uOver time, the
bleeding becomes heavier and more frequent, and pacomes
noticeable in the lower abdomen or back.

Cervical cancer is a major concern for many wom8greening

programmes have done much to put minds at ease@s@mt years, but
just how much do you know about Cervical Cancer ggms, causes
and treatments?

Symptoms: It is unusual for women to experience shimptoms of

cervical cancer these days as the vast majorityasés are diagnosed
during cervical screening. When symptoms areeofesl, they are

abnormal vaginal bleeding (between periods) and erenrarely —

discomfort during intercourse.

> History

. 400 BCE - Hippocrates: cervical cancer incurable
. 1925 - Hans Hinselmann: invented colposcope

. 1928 - Papanicolaou: developed Pap technique

. 1941 - Papanicolaou and Trout: Pap screening

. 1946 - Ayer: spatula to scrape the cervix

. 1976 - Zur Hausen and Gisam: found HPV DNA in ceaVi
cancer and warts
. 1988 - Bethesda System for Pap results developed

It was not until the 1980s that human papillomavirHPV) was
identified in cervical cancer tissue (Durst et1883). A description by
electron microscopy was given earlier in 1949 an@dVEDNA was
identified in 1963. It has since been demonstratieat HPV is
implicated in virtually all cervical cancers.

> Types

This is one of the few types of cancer where tlaeeeclear early stages
which can be diagnosed and treated. The firsestagalled CIN 1 and
simply means that the cells on the cervix are figghbnormal. This
may have several causes and often clears up aftbil@ CIN 2 is not
cancer, but the cells on the surface of the cesWigaw a number of
cancer-like changes which can be seen under th@soimpe. The third
stage, CIN 3, is close to cancer and is also knawricarcinoma in
situ'. If left untreated, CIN 3 has a 50% chantcdewveloping cancer
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3.5.1 Etiology and Risk Factors

Age: early age at sexual intercourse
Multiple sexual partners

STDs especially ulcerative infections
HIV

Immunosuppression

CINs

Each year, over 40,000 women are found to have ZINr CIN

3. Almost all of them are successfully treatedowldver, over 3,000
new cases of cervical cancer are diagnosed eachiryghe UK and
11,000 in the USA. Younger women are more likelyhave CIN 3
than older women. The risk is low during the teleuasis highest during
the ages of 20 to 29, slowly decreasing thereafter

3.5.2 Screening

To check for CIN, a doctor or nurse will take a am#om the surface
of the cervix. A small wooden or plastic spatudainserted into the
vagina and painlessly scraped over the cervix. n\Meells from the

cervix stick to the spatula. These are examinetkuthe microscope
for any abnormalities. Women found to have CIN2GIN 3 can be

treated to prevent them from getting cervical cance

All women over the age of 20 should have a cervemaken at least
every five years. The cervical screening startei964 and the effects
have been quite clear. The death rate from tmsearahas fallen by two
thirds since then. It has been estimated thaty @®@eyears, cervical
screening has saved the lives of 8,000 women itvke

3.5.3 Diagnosis, Treatment and Prevention

The treatment for CIN 2 or CIN 3 is very effectiveleed.  Overall,
three out of every five patients will be cured @ncer.is diagnosed
early and appropriate therapy commenced early. weonen under 50,
nearly four out of every five are cured if diagnosarly.

Cryotherapy (the therapeutic use of cold): Medical treatmematt
involves cooling the body, especially by applyinge i packs.
Cryosurgery uses extreme cold to destroy tissue; laser surgeeg a
beam of concentrated light to destroy tissue, lang electrosurgical
excision procedure(LEEP) uses electric current passed through a wire
to remove tissue. Another surgical procedure remavecone-shaped
piece of tissue containing the cancerous cells fitwercervix.
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3.6 Vulva Cancer

Vulva cancer is the 4th most common gynecologiaceain the USA
(following uterus, ovary and cervix). It comprisB% of gynecologic
malignancies and there are an estimated 3,500 rsmgscand 870
associated deaths per year in the USA. The mearatage&gnosis is
65years, but is decreasing.

3.6.1 Etiology/Risk factors

Cigarette smoking

Human Papilloma Virus (HPV) infection
Immunosuppression

Chronic vulvar conditions such as lichen sclerosus
VIN/CIN

Prior history of cervical cancer

Carcinogenesis

Two pathways of vulvar carcinogenesis:

1. HPV infection (60%)

2. Chronic inflammatory (vulvar dystrophy) or autoimneu

processes

Clinical manifestation

o Most patients present with a single vulvar plaguegr or mass

o Labia majora is the most common site

o Lesions are multifocal in 5% of cases so completarenation
of the vulva, perianal area, vagina and cervixegpired

o A synchronous second malignancy is found in 22%cases,
usually CIN/cervical cancer

o Pruritus is the most common presenting symptome@apy if
associated with vulvar dystrophy such as lichearsslus)

o Vulvar bleeding or discharge

o Dysuria

o Enlarged groin lymph node

3.6.2 Screening and Diagnosis

Biopsy of gross lesions, if no gross lesion predaut high clinical
suspicion, perform colposcopy with 5% acetic acidigon.
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Types of Vulva cancer

Squamous cell carcinoma (>90% of cases)

Melanoma

Sarcoma

Basal cell carcinoma

Verrucous carcinoma

Adenocarcinoma (Bartholin gland)

Breast carcinoma (ectopic breast tissue in milk linat extends
to the perineum)

Squamous cell carcinoma — most common type (>90% oéses)
Two subtypes:

1. Warty/Basaloid: It is associated with HPV itien, younger
women

2. Keratinising/Simplex/Differentiated: It is assated with vulvar
dystrophies (e.g. lichen sclerosus), not HPV eelatnd common
in older women

Table 1.2: Staging of Vulva cancer

Stage | Description

1A Lesion <2 cm with <1 mm stromal invasion, no nbd
metastase

B Lesion >2 cm with >1 mm stromal invasion, no abd
metastase

Il Lesion any size, extension to adjacent strustumeo nodal
metastase

1l Lesion of any size with involvement of the low@rethra,
vagina or anuOR groin lymph node metasta:

IVA Tumor invading upper urethra, bladder mucosatal mucosa
pelvic bont

VB Any distant metastases, including pelvic lymph rs
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3.6.3 Treatment and Prognosis

Tablel. 3: Treatment of Vulva Cancer

Stagt | Treatmen

IA Wide local excision (WLE

IB Wide radical excision (WRE) and inguinal-femoral
lymphadenectonr

1 WRE and inguinifemoral lymphadenector

[l WRE and inguinal-femoral lymphadenectomy__ OR
chemoradiation - surgery to resect residual disease as n¢

IVA chemoradiation - surgery to resect residual disease as ne¢

VB Chemotherap

Radiation Therapy:

Indicated if positive margins after WRE if re-exors not
possible or desirable (i.e. around the clitorisuoal sphincter)
Indicated if positive inguinal/pelvic nodes

Radiation in combination with chemotherapy is aerahtive to
surgery in women with stage Ill/IVA disease

Chemotherapy:

o Indicated for metastatic disease (stage 1VB)

o Similar regimens as those used for metastatic calreancer
o Platinum-based

o Treatment is palliative

Summary

3.7

Comprises 5% of gynecologic malignancies

2 pathways of vulvar carcinogenesis:

o] HPV infection (60%)

o] Chronic inflammatory (vulvar dystrophy)

The most common histology is squamous cell carcanom
Treatment includes surgery, radiation and/or chésrapy
depending on the stage

Prostate Cancer

Prostate cancer is the second most diagnosed fiocancer in men and
is the sixth most frequent cause of death amoncpalters. The prostate
produces seminal fluid, which is responsible fog tiourishment and
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transport of sperm. The prostate also controlsanyircontinence, the
ability to control urination.

3.7.1 Etiology/Risk factors

Genetic Risk Factors for Developing Prostate Cancer

The risk for developing prostate cancer is affedtggholymorphisms in
specific genes. One controls the absorption ofiwaldn cells of the
small intestine. Prostate cells respond to increkasdcium intake by
multiplying at a faster rate.

3.7.2

W N

102

Blacks are more likely to have the more activel@lleeading to
more receptor production

Since increased calcium absorption leads to a higis& of

prostate cancer, blacks are more likely to suff@mfthe disease
High levels of calcium intake increased men’s fieskadvanced
prostate cancer

People with a family history of prostate cancerraae likely to
develop the disease

Obesity -

v

v

Obesity increases calcium absorption - Leads tontreased
likelihood of developing prostate cancer
Detection biases among obese men:
o Naturally lower PSA levels prevent further scregsin
o Physicians have a more difficult time performing
complete digital rectal exams
o Obese men have larger prostates, increasing the
surface area that prostate cancer could occur over
In addition to higher rates of incidence, obese menmore
likely to experience fatal cases of prostate cantarger
amounts of fat tissue cause the prostate and peasdacer to
move more in obese men. Less radiation hits theerans
mass during radiation therapy, leaving some beh#wl.a
result, obese patients who undergo radiation tlyeaag more
likely to experience biochemical recurrence.

Screening and Diagnosis

Prostate-specific antigen (PSA) is a protein predugy prostate
cells and can occur in high amounts when prostatecer is
present. PSA levels are often detected via blogtk.td_evels
above 4 ng/mL often lead to biopsy.

Digital rectal examination

Biopsy - Tissue sample from the prostate is takash ehecked
for a cancerous mass
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3.7.3 Treatment Modalities and Prognosis
Treatment Modalities

1. Chemotherapy
2. Surgical procedure

Prognosis

In general, the earlier prostate cancer is cadlgbtmore likely it is for a
man to get successful treatment and remain dideaseThe overall
prognosis for prostate cancer is among the bestllotancers. It's
important to keep in mind that survival rates ahé tikelihood of
recurrence are based on averages and won’t neibgssdlect any
individual patient outcome.

High Cure Rates for Local and Regional Prostate Cacers

Approximately 80 percent to 85 percent of all patstcancers are
detected in the local or regional stages, whicliesgnt stages I, Il and
[ll. Many men diagnosed and treated at the locakgional stages will
be disease-free after five years.

Stage IV Prostate Cancer Prognosis

Prostate cancers detected at the distant stagedmageerage five-year
survival rate of 28 percent, which is much lowearthocal and regional
cancers of the prostate. This average survival neggpeesents stage IV
prostate cancers that have metastasised (spregodeearby areas to
lymph nodes, organs or bones in other parts obduky.

Long-Term Prognosis

Because most prostate cancers are diagnosed with saeening
measures and are curable, the average long-tergm@ss for prostate
cancer is quite encouraging. The figures below,vigexd by the
American Cancer Society, represent the averaggveslsurvival rate of
all men with prostate cancer. They represent aepidi chances of
survival after a specified number of years as caetbavith the larger
population’s chances of survival during that sanmeetrame. Since
these numbers include all stages of prostate cartbey will not
accurately predict an individual man’s prognosis.
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. The 5-year relative survival rate of nearly 100 perent Five
years after diagnosis, the average prostate caatent is about
as likely as a man without prostate cancer tolslliving.

. The 10-year relative survival rate of 98 percentTen years
after diagnosis, the average prostate cancer paisefust 2
percent less likely to survive than a man withaatspate cancer.

. The 15-year relative survival rate of 95 percentFifteen years
after diagnosis, the average prostate cancer paseh percent
less likely to survive than a man without prostzacer.

SELF-ASSESSMENT EXERCISE
Mention the risk factors in Vulva cancer.

40 CONCLUSION

Reproductive cancers occur in the reproductive rmegadreast and
prostate are some of the most common reproducéiiesss. Screening,
early diagnosis and prompt treatment have provebeteffective for
most cancer.

5.0 SUMMARY

Reproductive cancers occur in the reproductive rggadreast and
prostate are some of the most common reproducéiiesss. Screening,
early diagnosis and prompt treatment have provebeteffective for
most cancer.

6.0 TUTOR-MARKED ASSIGNMENT

List cancers of reproductive health and explain usiag classification,
aetiology, screening, treatment and prevention.
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1.0 INTRODUCTION

STls is usually used to describe disorders spreathtbmate contact-
sexual intercourse. It also includes close body tamn kissing,
cunnilingus, anilingus, fellatio, mouth breast @wif anal intercourse.
Many of these infections can be transmitted to fis®is by trans-
placental spread, during delivery, passage thrdbghbirth canal and
lactation. Having one STI increases the risk ofrdection with others.
STls are important because they are common, ofigmptomatic, have
major complications and sequelae, are expensiveaa@dn synergy
with HIV.,

2.0 OBJECTIVES

By the end of this unit, you will be able to:
e explain the aetiology and mode of transmissioin STIs,

HIV/AIDS
o classify STIs and HIV/AIDs
o discuss prevention and treatment of STIs.
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3.0 MAIN CONTENT
3.1 Definition of-STls, HIV/AIDS

STls including HIV/AIDs is usually used to descridesorders spread
by intimate contact- sexual intercourse. It alsoludes close body
contact, kissing, cunnilingus, anilingus, fellatmputh breast contact,
anal intercourseEffective treatment is currently available for sele
STls.

Three bacterial STIs (chlamydia, gonorrhoea andhiigp and one
parasitic STI (trichomoniasis) are generally cueablith existing,
effective single-dose regimens of antibiotics. Rerpes and HIV, the
most effective medications available are antivithlt can modulate the
course of the disease, though they cannot curdiiease. For hepatitis
B, antiviral medications can help to fight the wrand slow damage to
the liver.

3.2  Classification of STls
There are several broad groups which include:

> Vulvar lesions and genital ulcers
HSV, condylomata acuminata, granuloma inguinale,
lymphogranuloma venerum, syphilis, chancriod
Vaginitis

Bacterial vaginosis, Trichomoniasis, candidiasis
Urethritis and cervicitis

Chlamydia & gonorrhoea

Bloodborne infections

Hepatitis B, Hepatitis C, HIV

A R A 4

Table2.1 STlIsclassfication

VIRUSES BACTERI | CHLAMYDIA |PROTOZ | FUNGI
A OA

Human Neisseria | Chlamydia Trichomon | Candid

Immunodeficie | Gonorrhoe | Trachomatis as a

ncy Virus a (lymphogranulo | Vaginalis | Albica
ma venereum ns
LGV)

Human Treponema

Papilloma Pallidum

Virus (HPV) Syphilis

Herpes simplex Haemophil | Non-specific

Virus types| us Ducreyii| Infections in

1&11 (HSV) (chancroic | female:
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Klebsiella
Granuloma
tis
(Granulom
a

inguinale

Table2.2: Presenting Symptoms

Sexually transmitted infections and associated presenting symptoms

Urethral Vaginal Genital Skin
discharge discharge ulceration symptoms Other

Bacteria

Chlamydia trachomatis =¥ ~+ -

Neisseria gonorrfiocae + -+ =

Trepronema palliduwm =+ + +
Gardnerella vaginalis e = T

Haemophilus ducreyi + -+

Klebsiella granulometis =L

Shigella &

Mycoplasmas
Ureaplasma urealyticum +
Mycoplasma genitalivm

R
+
+

Parasites
Sarcoptes scabiei +
Phthirus pubis -+

Viruses

Herpes simplex virus types 1 +) (+) ++

and 2

Wart virus (papillomavirus) (+) i ) + -+
Molluscum contagiosum +

(pox virus)

Hepatitis A, B, and C i,
HIV oy
Protozoa

Entamoeba histolytica S
Giardia lamblia =t
Trichomonas vaginalis ! ++

Fungi

Carndida albicans (+) i

+ Common. — Less commaon

3.2.1 Vulvar Lesions & Genital Ulcers

Genital herpes, syphilis, and less commonly, chamdhare the most
prevalent genital ulcerative lesions. Diagnosiglificult to make by
physical exam alone. Serologic screening is usedyphilis, culture
and antigen testing for HSV-1 and 2 while cultueH ducreyi as well.
More than one aetiology may be present in a silegien.

3.2.2 Herpes simplex

Most commonly caused by HSV-2, increasing also ISVH. It is a
painful genital ulcer, it is a chronic, lifelonglapsing condition that is
transmissible even in the absence of lesions. Kats/ improve
symptoms, speed healing of lesions, and may dexraggmptomatic
viral shedding. Consistent condom use is assocwmitdda decline in
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transmission of genital HSV infection.
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3.2.3 Condylomata Aculminata (Veneral Warts)

It is caused by human papilloma virus serotype @& ah. There is a
papillary growths, small at first tend to coalesaed form large
cauliflower-like masses that may proliferate prelys during

pregnancy. Before treatment is undertaken, theesltwer genital tract
should be examined with the colposcope and a ayimlsmear taken
from the cervix.

Treatment

Bichloacetic acid or trichloacetic acid (weekly ibmtart is gone)
- Standard

Cryosurgery

Electrosurgical destruction

Excision

Laser vaponzation/ ablaton

Intralesion interferon in retractory cases

Podofilox 0.5% solution as gel

Imiquimod 5% cream

Differential diagnosis- condyloma lata — a variataf 2 syphilis

A2 N N NN N Y 2 4

3.2.4 Chancroid (Soft Chancre)

The causative organism is Hemophilus ducreyi. Itharacterized by
suppurative inguinal adenopathy (in over 50% oesgspainful genital
ulcers which are pathognomonic (initially vesicopiler on pudendum,
vaginal & cervix) and exposure are usually througfitus. It has a
shorter incubation period and the lesion appedrsi8ys sooner.

Chancroid is a cofactor for HIV transmission andwhil0% of patients
with genital chancroid may have coinfection withiges and syphilis.

Clinical Diagnosisis more reliable than smear or culture as it is
difficult to isolate the organism

Isolation of H. ducreyi — Diagnosis (Possible it/3)

Aspiration of pus from a bubo — best material faltwre

Serum adsorption enzyme immunoassays (EIA)

PCR

Prevention-Reportable disease.

AZANANANANER 4
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Treatment via antibiotics

Azithromycin 1g orally stat
Ceftriaxone 250mg IM single dose
Erythromycin 500mg Tab — 1w
Ciprofloxacin 500mg BD - 3d
Aspirate fluctuant Lymph Node.

AN N NN

3.25 Granuloma Inguinale (Donovanosis)

Causative organism is klebsiella granulomatis fatyne&known as
Calymmatobacterium granulomatis (Donovan bodiegndvan bodies
are bacteria encapsulated in mononuclear leucosytesh is gram-
negative bipolar rods. Its incubation period isBvéeks.

It is characterised apainless, slowly healing progressive ulcerative
lesions in the perineum or genitals without regidgenphadenopathy.
Although granulomaaaa inguinale most often invothe skin and
subcutaneous tissues of the vulva and inguinabregicervical, uterine,
orolabial and ovarian sites have been reported.

It has characteristic maladrous discharge and italls begins as
popular, then ulcerated, beef red granular zonk wolg¢ar, sharp edges.
Ulcer shows little tendency to heal and usuallylocal or systemic
symptoms. Inguinal swelling is common with the ldtemation of
abscesses (buboes).

Diagnosis— Take a smear, if negative, take a biopsy.
Treatment

Septrin 960mg BD¥/s;

Doxycycline 100mg BD -%/s;
Ciprofloxacin 750mg BD/s;
Erythromycin 500mg QDS -2-3weeks
Azithomycin 1g weekly -¥/s;

Penicillin — Not effective

AN NI NN

3.2.6 Lymphogranuloma Venerum (LGV)

The causative organism is L- serotypes L. and Lz of clamydia
trachomatis. Transmission is via sexual contactraed are frequently
more affected than women (M: F- 6:1). The incubatperiod is 7-
21days.
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Phases:

Early phase — vesicopustular eruption, Inguinal (vulvar) ukgon,
lymphedema, @bilateral invasion

Inguinal bubo phase— Tender groin, hard, cutaneous induration; ano-
rectal lymphedema, defecation is painful, stool rbayblood — streak
later ulceration, undergo cicatrization and develept of rectal
stricture.

Late phase—systemic symptoms. Fever headache, arthralginaimal
cramps

Diagnosis— Isolate C Trachomatis:
Treatment

Doxycycline 100mg BD 4 2w
Erthromycin 500mg QDS -2w

3.2.7 Syphilis

Syphilis is caused by treponema pallidium (a spete) and
transmitted by direct contact with an infectious isholesion. T.
pallidum passes through intact mucous membranabraded skin
10-90 days after the treponemes enter? &dion (chancre) develops.
The chancre persists for 1-5weeks and then heaisitampeously.
2weeks to 6 months (average 6weeks) after thiesion appears the
general cutaneous eruption df philis may appear. The skin lesions
heal spontaneously within 2 to 6weeks. Latent digohmay follow the
2° stages and may last a lifetime &rsyphilis may develop. The latter
usually becomes manifest 4-20 or more years ditedisappearance of
the P lesions.

Clinical Feature

1° syphilis

v -Formation of chancre which is an indurations, firpainless,
papule or ulcer with raised borders

v Groin lymph nodes may be enlarged, firm & painless

v Darkfield examination is required for all suspeckesion

v Serologic tests should be done every week for Bsvee until

positive (+ve in 70% of the case)
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2° syphilis

v Diffused systemic infection

v Viral syndrome  presentation often with  diffused
lymphadenopathy is common

v Hepatitis, nephritis, patchy alopecia and xtic daitis <

diffused. bilateral, symmetric papulo-squamous,joles often

involving palms & soles, lesion, may also covernku& be

macular, maculopapular or pustular)

Moist papules in the perineal area — condyloma lata

Darkfield positive infectious lesions

Serologic tests for syphilis are invariably reaetin this stage

ANIANIN

Latent syphilis

v Hx or serologic evidence of the previous infection

v Persons are infectious in th& 1-2y of latency, with clinical
relapse resembling th@ &age

occurring in about 25% cases in tieygar

The United States public health services define

Early latent syphilis — dx of <ly duration

Late latent syphilis — infection of indeterminate>lyr duration

AN NI NN

Neurosyphilis

v CNS vulnerable to T palladium and not commonly dtéel
during latent syphilis

v Neurologic involvement of ophthalmic and auditsgstems can
be detected

v CSF for cell counts, protein, VDRL and FTA ABSFTS-ABS
less specific BUT very sensitive when diagnosingrasyphilis]

Syphilis during pregnancy

a course of syphilis is unaltered by pregnancy.

effect on pregnancy can be profound.

risk of fetal infection depends on

the degree of maternal spirochetemiax2° or latent)
gestational age of the fetus

treponema may cross the placenta at all stagpseghancy but
fetal involvement is rare b4 18w.

the earlier in pregnancy the fetus is exposedntbee severe the
fetal infection and risk of premature delivery alilsirth.

AN NI NN

<
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Congenital syphilis

v’ 20 syphilis
v' lymphadenitis, enlarged liver and spleen, ostendhitis etc.

Investigation / laboratory

v dark field examination of specimen from cutane@ssons

v silver staining of the biopsy specimen, placergattion or
autopsy material
v serologic test

< Non-treponemal test
VDRL, Slide test, Rapid reagin test, auttedaeagin test
x5 Treponemal antibody test

FTA- ABS — fluorescent treponemal antibody absorptest
MHA- TP — Microhaemagglutination assay

Treatment

Benzathine penicillin G 2.4M unit IM

Tetracycline hydrochloride 500mg qds or 100mg dggline BD —
2weeks

IM or IV Ceftriaxone 1g daily — 8 to 10 days

3.2.8 Vaginitis

It is a clinical syndrome characterized by vagid@&charge, vulvar
irritation or malodorous discharge. It can be itifex or atrophic.
Infective form includes bacterial vaginosis, triommnas vaginalis,
candidiasis.

Bacterial Vaginosis

Most prevalent vaginal infection, 50% of women asymptomatic. It
refers to the intricate changes of vaginal badtdltaa with loss of

lactobacilli, an increase in vaginal pH (PH > 4&)d an increase in
multiple anaerobic and aerobic bacteria. It is mpecrobial infection

and commonly involved are- Gardnerella vaginalisrr{ferly C.

vaginale & Haemopilus vaginalis) which is small,nAamotile, non-

encapsulated, pleomorphic rods.

Bacteriodes, Prevotella, Ureaplasma, Peptostreptosp Mobilincus
spp, Genital mycoplasma BV is associated with mpldti sexual
partners, new sex partner, douching, lack of condsey and lack of
vaginal lactobacilli.
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Clinical criteria - Amstel criteria

AN

Homogeneous white non-inflammatory discharge
Microscopic presence of clue cells

Vaginal discharge with PH> 4.5

Fishy odour with or without the addition of 10% KQHue to
anaerobic bacteria 3 of these 4 criteria are redquip make a
clinical diagnosis of BV.

Clue cells are the unstained vaginal cells in a p@paration that
appear to be dusted with many small dark particksich are G.
vaginalis organisms

Treatment

v' Metronidazole 500mg BD 4 1w
v' Metronidazole gel 0.75%
v' 2% clindamycin cream 1 applicator full - (5g) aaginally at night

for 1w

Candidiasis

The commonest cause of vaginitis, caused by canalitiaan
(yeast) found in the vagina, mouth, skin and GliskRactors
include decreased immunity e.g- pregnancy and HlMpetes
mellitus, Broad-spectrum antibiotics, immuno-sugpree drugs.
It causes thick whitish curdy vaginal dischargeoagpanied by
pruritus and labial pain; vaginal is red and disgkas moderate
in amount without significant odour.

Diagnosis at microscopy & culture- filament and spores of
candida.

Treatment — antifungal such as Polyzene - nistatif (
permeability of fungal membrane causing leakagecetiular
content), imidazole eg clotrimazole, imidazoledaltructures &
property of fungal cell membrane) and Triazole -fumigal eg
fluconazole.

Trichomoniasis

It is the commonest STD worldwide and associatetth \RilD,
preterm labour, PROM and increased perinatal llbss.caused
by T vaginalis (protozoan) and affects mainly thegina and
lower urinary tract. Often asymptomatic in 50% odses.
Symptoms include foul swelling vaginal discharg&hing,
burning and occasionally painful intercourse. Unngaymptoms
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are dysuria and urethral discharge.

Vaginal examination shows profuse redness of the vagina
acute infection, vaginal discharge, frosty, greeni€ervical
epithelium may be arranged with contact bleedipgpearance is
the strawberry cervix.

Microscopy — actively motile flagellate

Treatment — metronidazole 400mg tds — 5 —days or 2g stat.

n

Urethritis and Cervicitis

They include Neisseria gonorrhea, Chlamydia tractmmand genital
herpes.

Gonorrhoea
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It is caused by N. gonorrhoea — Gram —ve diplocscitumay be

recovered from the urethra, cervix, anal canal barpnx. It

forms oxidase-positive calories, Ferments glucose

o] Optimum recovery medium — Thayer Martin or Martin —
Lester (Transglow) medium

o] Rapidly killed by drying, sunlight, heat and most
disinfectants.

o] The principal site of invasion - Columnar and tiaosal
epithelium of the GUT

o] Incubation period — 3-5days

Clinical Features - asymptomatic in most cases

Others — localised to lower GUT- purulent Vaginactiarge,

Urinary frequency or dysuria & rectal discomfortarBholinitis,

Anorectal inflammation, Pharyngitis, tonsillitis,i93emination

infection,  Polyarthralgia, tenosynovitis and deritigt

Conjunctivitis, Vuvovaginitis

Complications - Sapingitis, which may result in tubal scarring,

infertility, increased risk of ectopic gestations.

Treatment

o] Ceftriaxone 125mg IM stat + 100mg BD

o] Doxycycline x 1w or azithromycin 1g orally if a
chlamydial infection is not ruled out

o] Cefixime 0.4g oral once + Doxycycline and azithramy
as above.

o] Ofloxacin 0.4g levofloxacin 0.25g or ciprofloxadin5mg

orally + doxycycline + azithromycin
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Chlamydial Infections

o It is the most common sexually transmitted backetisease in
women. It's an obligate intracellular microorganisvith a cell
wall similar to that of gram —ve bacteria.

o Classified as bacterial and has both DNA and RNikidd via
binary fission but like viruses, grows intracelluldt can be
grown only by tissue culture, with exception of kratypes.
Chlamydia attaches only to columnar epithelial scellithout
deep tissue invasion, and as a result of this clexstic, a
clinical infection may not be apparent. C trachtsnefections
are associated with many adverse sequelae due rich
inflammatory changes as well as fibrosis eg tub#drtility and
ectopic pregnancy.

o Pathogenesis of chlamydial disease - immune-mediated
response. The associated factors /risk factorscfdamydial
infections

v Sexually active woman < 20years 2-3x > older woman
v No of sexual partners
v Low socioeconomic status

o Clinical Features - usually asymptomatic - Women with
cervical infection generally have a mucopurulersicblarge with
hypertrophic cervical inflammation.

o Diagnosis
Laboratory tests - Using cell culture isolation 70%-90%
sensitivity, 100% specificity, Direct means fluazest antibody
testing, PCR - Ligase chain reaction, Current DNidbes.
Children with conjunctivitis — Giemsa stain of plent discharge
from the eye to identify chlamydial inclusions.

o Complications - Salpingitis = Infertility & ectopic gestations,
Conjunctivitis, Chlamydial pneumonia, Fetal and ipatal
wastage by abortion, premature delivery or Stiltbir

o Treatment — 100mg BD doxycycline or azithromycin

Bloodborne Infections
Hepatitis B

It is caused by hepatitis B virus (HBV), and hepmadrus. Acute illness
can be asymptomatic. It can lead to a chronic @astate- more likely if
acquired earlier in life. Treatment of acute illses supportive and
vaccination is available. Hepatitis immunoglobusnndicated for post-
exposure prophylaxis along with vaccination.

The concentration of HBV is highest in the bloodithwa lower
concentration in other body fluids such as wounddates, semen,
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vaginal secretions and saliva. HBV is more infagdicand relatively
more stable in the environment than other blood#grathogens such
as hepatitis C virus (HCV) and HIV.

HBV is transmitted by percutaneous or mucous mengraxposure to
blood or body fluids containing blood. The primarisk factors

associated with infection among adolescents andtsaguunprotected
sex with an infected partner, history of STIs alkelal injected-drug

use. Patients known to be chronic carriers shoelddunselled to have
their household contacts and sexual intercoursecamdr cut and skin
lesions to prevent transmission to others.

Hepatitis C

Caused by hepatitis C virus (HCV), and RNA virus;infarily
transmitted by the parenteral route, rarely seyxusthnsmitted. No
effective vaccine and no effective treatment fantaadisease. Chronic
HCV can be treated with combination therapy of peigg interferon
and ribavirin. Up to 85% of affected patients beeochronic carriers;
of these, up to 70% will develop chronic liver dise.

Vaccine and other biomedical interventions

Safe and highly effective vaccines are available2f&TIs: hepatitis B

and HPV. These vaccines have represented majorneglvan STI

prevention. The vaccine against hepatitis B is udetl in infant

Immunisation programmes in 95% of countries andigamées millions of

deaths from chronic liver disease and cancer alyuas of October

2018, the HPV vaccine is available as part of reutimmunisation

programmes in 85 countries, most of them high- amddle-income.

HPV vaccination could prevent the deaths of mikiasf women over

the next decade in low- and middle-income countrdsere most cases
of cervical cancer occur, if high (>80%) vaccinaticoverage of young
women (ages 11-15) can be achieved.

Research to develop vaccines against herpes andstdsfvanced, with
several vaccine candidates in early clinical dgwelent. Research into
vaccines for chlamydia, gonorrhoea, syphilis anchémoniasis is in
earlier stages of development. Other biomedicaru@ntions to prevent
some STIs include adult male circumcision and niimides. Male

circumcision reduces the risk of heterosexuallyuaegl HIV infection

in men by approximately 60% and provides some ptioie against
other STIs, such as herpes and HPV. Tenofovir wBen used as a
vaginal microbicide, has had mixed results in tewhghe ability to

prevent HIV acquisition, but has shown some efiectess against
HSV-2.
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Prevention

Lifestyle and behavioural modification
Use of condoms

Vaccination

Health education

Handwashing with soap and water

SELF-ASSESSMENT EXERCISE
Discuss the blood-borne infections.

40 CONCLUSION

In this unit, you have learnt about STIs, its dfasstion of which
includes- Vulvar Lesions and Genital Ulcers, Herpssnplex,
Condylomata Aculminata (Veneral Warts), Chancrd@adf{ Chancre),
Granuloma Inguinale (Donovanosis), Lymphogranuloianerum
(LGV), Syphilis, Vaginitis, Urethritis and Cervigt and Bloodborne
infections as well as their treatment and preventio

5.0 SUMMARY

This is a Public health problem and the role of éX¥gert and clinician
Is imperative in terms of understanding the micotdgy of STIs i.e.
diagnosis and treatment, alleviating symptoms amevemting further
sequelae and preventing transmission to othersidim health care
professionals. Patient’s education and counsednegkey.

6.0 TUTOR-MARKED ASSIGNMENT
Classify STIs with examples.
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MODULE 6 HEALTH SYSTEMSISSUES

Unit 1 Access to Services at Various Levels

Unit 2 Role of the District Health System in Regwotive Health

Unit 3 Role of the Tertiary Care Hospital in Regwotive Health

Unit 4 Primary Health Care and Reproductive Healticluding
Community Based Interventions

UNIT 1 ACCESSTO SERVICESAT VARIOUSLEVELS
CONTENTS

1.0 Introduction
2.0  Objectives
3.0 Main Content
3.1 Health System
3.2 Access at Levels of Care
3.3  Reproductive Health Functions at First Levél€are
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
7.0 References/Further Reading

1.0 INTRODUCTION

“Access”/” Rights”/” Justice”/” Fairness” all havevery different

meanings to different people. For example, is adeshealth care a
“right”? Is it given by the constitution? Is it aanhs-national “human
right”? These terms are used to describe aspeatefaiencies in our
system.

Primary Care: disease PREVENTION & health promotiesg. Vaccine
administration, prenatal care

Secondary Care: disease DETECTION -e.g. Breastcahgpertension

Tertiary Care: disease TREATMENT -e.g. Pneumoniagjom

depression

20 OBJECTIVES

By the end of this unit, you will be able to:

o explain health system
o discuss principal health system
) discuss the essence of access to care at all levels

3.0 MAINCONTENT

119



PHS 804 MATERNAL AND CHILD HEALTH

31 Health System

A health system, also sometimes referred to astealth care
system or healthcar e system is the organisation of people, institutions,
and resources that deliver health care servicpspalations in need.

The principal health systems are asfollows:

Primary health service delivery system
Health workforce

Leadership and governance to ensure quality
Health system financing

Supplying medical products and technologies
Health system information and Households

3.2 Accessat Levelsof Care

Note the following.

° Family / Decision makers’ level
Community-level

Sub-health post /Health post level
Primary health care centre level
District level.

3.3 Reproductive Health Functionsat First Levelsof Care
Family Planning

Need identification
Knowledge of shops and institutions where contracep are
available

Safe M otherhood

Identification of pregnant women and recognitiordahger signs
Provide nutritious diet, supplements and adequast to
pregnant women.

Encourage the utilisation of antenatal care sesvice

Identify SBA for care during delivery.

Birth preparedness and complication readiness diodu
arrangement of emergency funds and transport.

Encourage utilisation of postnatal care.

Encourage registration of maternal death
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Newborn care

o Proper care of newborn baby

o Identification of danger signs and complicationdatedd to
newborn and seek care from appropriate healthurisin.

o Complete immunisation as the schedule of EPI pragre.

o Registration of neonatal birth and death event

Prevention and management of abortion complications

o Recognition of signs and symptoms of abortion caragibns.
o Know where to seek help

RTI/STI/HIV/AIDS

. Promotion of condoms.

. Recognize RTI/STD symptoms and seek care.

. Treatment of both partners in the case of infection
Infertility

o Identification of Infertility

o Seek care and treatment of infertility by both pers

Adolescent Health Family Life Education Programme, e.g.
discussion between parents and children about

Delayed marriage,

Delayed pregnancy,

A nutritious diet, especially to a daughter
Education to daughters etc.

Elderly Reproductive Health problem

> Identification of Reproductive Health problems efroductive
organs.
> Identification of different health institutions fdheir treatment

and management
40 CONCLUSION
Health, itself, is not simply a function of healtdare, but rather a
complex interplay of genetics, behaviour, sociatumstances, and

environmental exposure. The structure and funatibthe health care
system are tremendously complicated, with a myoadtakeholders
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advocating policies in their self-interest. PH/Rbyms must
acknowledge our society’s need for them to be lesadad agents for
change in this complicated system.

50 SUMMARY

PHC focuses on the person, not the disease, cossatledeterminants
of health, integrates care when there is more tan problem, uses
resources to narrow differences, forms the basisotber levels of

health systems, addresses the most important pnsbléen the

community by providing preventive, curative, antakilitative services
and organises deployment of resources aiming amgtog and

maintaining health.

6.0 TUTOR-MARKED ASSIGNMENT

1. What are health system and access at various Revels

SELF-ASSESSMENT EXERCISE

Discuss safe motherhood concerning reproductiviérhianctions.

70 REFERENCESFURTHER READING
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UNIT 2 ROLE OF THE DISTRICT HEALTH SYSTEM IN
REPRODUCTIVE HEALTH

CONTENTS

1.0  Introduction

2.0 Objectives

3.0 Main Content
3.1 Reproductive Health and its Components
3.2  District Health System
3.3 RH at District Health/Hospital Level

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION

The district is the most peripheral fully organiseait of local
government and administration. It differs greatipnfi country to
country in size and degree of autonomy, and thailptipn may vary
from less than 50,000 to over 300,000. It comprisesand foremost “a
well-defined population living within a delineatediministrative and
geographical area”.

20 OBJECTIVES

By the end of this unit, you will be able to:

o define Reproductive Health
o explain district health system
o identify key reproductive health services at thsrast level.

3.0 MAINCONTENT
3.1 Reproductive Health

RH is a state of complete physical, mental, andasoeellbeing in all
matters related to the reproductive system and futsction and
processes. RH implies that people can have aywatishnd safe sex life
and that they can reproduce and the freedom tadéati when, and
how often to do so. The right of men and women garjormed and
have access to the safe, effective, affordableaacdptable methods of
family planning of their choices and the right tcass to appropriate
health care services that will enable women to gtelg through
pregnancy and childbirth. It recognised that RHaigrucial part of
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overall health and is central to human developmehich affects
everybody.

Components of RH: Safe motherhood, family planning, child health,
prevention and management of complications of &aart
RTI/STI/HIVIAIDS, prevention and management of saiffity,
adolescent reproductive health, problems of eldedyen and gender-
based violence.

3.2 Didrict Health Systems

A district health system includes the interrelagdégiments in the district
that contribute to health in homes, educationditutfons, workplaces,
public places and communities, as well as in thesighl and

psychosocial environment. A district health systemsed on PHC is a
self-contained segment of the national health aysteincludes all the
relevant health care activities in the area, wheth@vernmental or
otherwise. It includes self-care and all healthecarersonnel and
facilities, whether governmental or non-governmgntap to and

including the hospital at the first referral levahd the appropriate
support services (laboratory, diagnostic and legstipport). It will be

most effective if coordinated by an appropriatedirted District Health

Management Team (DHMT) and DHM Team Leader/Orgdioza
Manager, working to ensure as comprehensive a rasggossible of
promotive, preventive, curative and rehabilitatnealth activities.

]' Dhistrbct Health Board I

.

Ediatricts Mieatth CHflce I A
BEAMT I Water, Agpr

= --I* 'l/'l—“" *I"':-'*-' ‘\Lh = '

\| (:;: “““““ 1/

- trmddithomal et ibome s

Fig.2.1: Organisation of District Health
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Component of District Health System (DHYS)
The following are some of the components of a DHS:

District health office

District hospital or hospitals

Health centres

Community, neighbourhoods and households

The private health sector, NGOs and mission heaithices.

VVVYVYVYVYY

Characteristics of DHS

A district health system is large enough to justifg costs involved for
investment in and management of health servicedicplarly where

hospitals are concerned (favourable cost-beneftib)ralt is small

enough to know and take account of the demographid socio-
economic situation. Both top-down and bottom-umpiag approaches
can easily be coordinated because of direct corgéctll levels.

Communication with the target population and itgtipgpation in

planning and organisation is fairly easy to handfianagement (e.g.
supervision) is more transparent and reliable. Gioation is easy to
achieve between the various programmes and senatedifferent

levels. Intersectoral cooperation can take placg. (@ith agriculture,
education, water, sanitation and housing sectors).

Some Major District Structures

The District Council is a form of local legal administrative body or
government authority in the district. It is compds# councillors who
are elected according to the legislation prevaiimg country.

The Chief Executive Officer (CEO) conducts the day-to-day business
of the council which employs workers in variousctiines. The CEO
also manages a group of technical experts in varibelds like
agriculture, water, public works and health.

The district council usually has legal status armvgrs, a defined
geographical area under its jurisdiction and poweisllect and review
revenue. The district council also manages its btydgnakes
development plans and provides economic and sseraices in its area
of jurisdiction.

The District Health Board (DHB) is a policy body consisting of
elected or appointed members drawn from both punict private health
sectors in the district. Members serve for a fixexn as stipulated by
law. The DHB ensures that the District Health Maragnt Team
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provides quality, cost-effective and equitable ritisthealth services.
Members should understand main health and manadesseres in the
district and contribute to the development of appede health policies
under national policies.

Its concrete functions include:

o Approval of health development plans, annual pldngjgets,
quarterly progress reports and all initiatives focal resource
generation

o Monitoring and evaluation of the progress of healthvities and
taking appropriate decisions

) Ensuring internal and external audit of all assetgipment,
financial and human resources in the district

o Attending to appeals, petitions, complaints etonfrthe public
and staff

) Ensuring inter-sectoral cooperation in the distudth relevant
government departments and private health sector

o Initiating mechanisms for the sustainability of coomity
involvement in planning, implementing, monitoringnda
evaluation

o Ensuring involvement of the community in health ecar

management of local facilities at a community level
o Facilitating the establishment of committees thetnmote PHC
operations at all levels.

The Hospital Management Team (HMT) is answerable to the DHMT,
and the head of the hospital (Hospital Director)th® chairman.
Preferably the hospital administrator should be s$eeretary. Other
members usually include heads of departments aiogprtb the
organisation of the hospital.

The Hospital Management Team should:

o Ensure that the hospital provides appropriate tyualiagnostic
clinical services (including referral services)¢chgical support
(including training in clinical care to peripherahealth
institutions), monitoring, evaluation and correetiaction as
required;

o Take care of day-to-day management of the hospitd|PHC in
the catchment area;

o Oversee all expenditures for the hospital accordmgexisting
regulations;

o Prepare and submit quarterly and annual plans, disdgnd
reports;
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o Hold regular staff meetings and involve hospitapattmental
staff in budgetary planning and sometimes allocatibrecurrent
budget for use in service areas.

Health Facility Committees may include the Health Centre Committee,
Dispensary Committee or Clinic Committee as appleato the
situation in different countries. Committees at toenmunity level have
a big role to play because of the importance ofltheaentres,
dispensaries and clinics in district health develept activities.

Health Facility Committees are expected to:

o Mobilise and support community involvement at akhges of
health care provision;

o Consolidate and prioritise community health needse included
in the district plan and budget;

o Initiate and participate actively in health-relatctivities at the

household and community level;

The Community Health Committee (CHC) is answerable to the health
facility committee. However, in some countries, rthas a village
development committee that is responsible for alfeflopment in the
village. Such a committee will also be responsiiole specific health
activities.

Community Health Committees should:

° Identify community needs and integrate these i@ health
facility action plan;

o Act as a link between community and health facsigff;

o Initiate and participate actively in health-relatadtivities at

household and community level (for example, comirtyuni
transport for patients);

o Develop mechanisms for the sustainability of comitydinased
health care workers and community own resource opsrs
(CORPs);

o Initiate and strengthen all local health developmiaitiatives
with other government sectors;

. Collect vital community-based health data;

. Mobilise and account for local resources;

. Initiate formal and non-formal education in healtligstyles.

Figure 4 depicts the hypothetical model of a distiealth system
showing the various linkages with other structunethe district.
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Fig.2.2: Roles of District Hospital at various Levels

3.3 RH at District Health/Hospital L evel
Family Planning

In addition to services provided by the primary Itteacentre, the
following are performed:

o Provision /expansion of VSC e.g., tubal ligationinimp and
vasectomy including non-scalpel method,
o Provision of long-acting contraceptive methods arahagement

of side effects.

Safe M other hood

o Four focused antenatal visits.

o Monitor BP, weight, FHR.

o IEC /counselling for danger signs during pregnaragiivery,
postpartum for mother.

o Birth preparedness (delivery by SBA and compligatieadiness
with families).

o Detection and management of co-existing conditiand Basic

Essential Obstetric Care (BEOC) service for conapions with
a facilitated referral if necessary.

Iron folate supplementation

Treatment for night blindness.

Tetanus toxoid immunisation.

Universal treatment for worms.
Haemoglobin estimation.

Blood group typing including Rhesus.

VDRL test

Urine analysis (protein, sugar, and bacteria).
Stool test for ova and cyst.
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o Facilitated referrals to higher levels of care asassary.

o Clean and safe delivery (partograph, active managerof the
third stage of labour) by SBA.

° Monitor BP, FHR

Detection and management of complications (BEOC/CEO

service) with facilitated referral if necessary.

Management of shock.

Suture vaginal tears and rectal tears.

Vacuum delivery.

C-section

Blood transfusion.

Three Postnatal visits for mother and baby.

Detection of complications of mother, BEOC/CEOCva=s, and

referrals if necessary

Identification and treatment of puerperal sepsis.

o Detection and treatment of mastitis.

Detection and management of heavy postpartum hbigedith

oxytocin and blood transfusion.

IEC/counselling for postpartum danger signs forhmeot

Vitamin A for mother.

Detection and management of postpartum eclampsia.

Encourage for registration of maternal death

Newborn care

) Immediate and exclusive breastfeeding.

o Resuscitation and stabilisation of newborn withhgsgpa using
the bag and mask hypothermia and sepsis.

) Identify, stabilise and manage premature / LBW nawbwith
kangaroo mother care and refer if necessary.

) Treatment of minor and major infections in newbomish a

referral if necessary.

BCG immunisation for the newborn.

IEC/Counseling for danger signs for newborns.

Encourage for registration of neonatal birth anatdevent
Management of abortion complication

Diagnosis of early pregnancy.

Counselling on unwanted pregnancy and safe abasgorice.
MVA (safe abortion procedure) if required.

Referral to nearest safe abortion service if resglir

Detection, management of spontaneous and inducediab
complications with antibiotics, oxytocins, and MMR.C if
necessary.

) Post-abortion detection and management of commitatwith
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antibiotics, oxytocins and MVA/D&C if necessary.
o Post-abortion FP counselling and service

RTI/STI/HIV/AIDS

o Clinical diagnosis, laboratory diagnosis and treaim of
RTI/STD.

o Diagnosis and treatment of RTI/STD, including HIWIPCT in
selected areas according to policy guidelines.

) Condom promotion and distributioh.IEC on preventive aspects
above condition

Infertility

o Management of infertility and referrals to tertiagare, if
necessary

Adolescent health

. FP/HIV/STD service modified and delivered as paekagy., life
education clinics in selected areas.

o Linkage with school systems and NGOs.

o Publicity regarding family life clinics in selectedeas.

) Antenatal, delivery, postpartum, newborn care ses/per MNH
guidelines.

o FP service as per national guideline

Elderly RH problem

o Health promotion information (including informatioron
prevention of uterus prolapse and avoidance of smypk

) Identification of RH problem related to reproduetiosrgans and
their treatment and management.

o Identification of different health institutions fdheir treatment

and management and referral
40 CONCLUSION

This unit has introduced you to the concept ofstridit health system; it
presented various components of a district healshem, essentials of
teamwork and various sources that make the dish&alth system
function properly, how they interrelate with eackhey and their
functions in reproductive health. You have alsorieaabout RH at
District health/hospital level.
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SELF-ASSESSMENT EXERCISE
What are the functions of the hospital managenearh®

5.0

SUMMARY

A district health system based on PHC is a seltaiord segment of
the national health system. It includes all theevaht health care
activities in the area, whether governmental orentise. It includes
self-care and all health care personnel and feglit whether
governmental or non-governmental, up to and indgdhe hospital at
the first referral level and the appropriate suppgervices.

6.0 TUTOR-MARKED ASSIGNMENT

1.
2.
3.
4.

7.0

Define a district health system and its components.
Differentiate roles of a district health system ahdse of a
national health system.

What is a referral system?

What are the RH functions of District Hospital?
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1.0 INTRODUCTION

Within the framework of th&/orld Health Organisation (WHO)
definition ofhealthas "a state of complete physical, mental and kocia
well-being, and not merely the absence of disease o0
infirmity," reproductive health, orsexual health/hygiene, addresses
the reproductive processes, functions and systeall atages of life.
Tertiary health care has a vital role to play iswmng comprehensive
reproductive health care is delivered by the spistia the highest level

of care.

20 OBJECTIVES
By the end of this unit, you will be able to:

e discuss tertiary health care
e describe Reproductive health roles and functions.

3.0 MAIN CONTENT
3.1 Tertiary Health Care

Tertiary careis specialised consultative health care, usually
for inpatientsand on referral from a primary or secondary health
professional, in a facility that has personnel afatilities for
advancednedicalinvestigation and treatment, such aeréiary referral
hospital. The termquaternary careis sometimes used as an extension
of tertiary care in reference to advanced levelsneflicine which are
highly specialisecand not widely accessdfxperimental medicinand
some types of uncommaliagnosticorsurgicalprocedures are
considered quaternary care. These services ardyusoly offered in a
limited number of regional or national health ceeatres
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3.2 RH Rolesat Tertiary Care Hospitals

Tertiary levels of care offer super-specialist canel it is provided by
regional/central level institutions. Provide traigi programs. The
functions of tertiary hospitals may broadly be gatésed into (a) the
direct clinical services provided to individual eaits within the
hospital and the community and (b) a set of broddactions only
indirectly related to patient care. The primary duon of the referral
hospital is to provide complex clinical care toieats referred from
lower levels; however, no agreed internationalrdedin exists of which
specific services should be provided in secondatgmiary hospitals in
developing countries. The exact range of servi¢esen tends to vary
substantially, even between tertiary hospitals withhe same country,
as much because of a historical accidents as dafédesign.

Some specific roles in the Safe M other hood initiative in addition to
district health

e Four focused antenatal visits.

e Monitor BP, weight, FHR.

e |EC /counselling for danger signs during pregnarasijvery,

postpartum for mother.

e Birth preparedness (delivery by SBA and complicatieadiness

with families).

e Detection and management of co-existing conditiand Basic
Essential Obstetric Care (BEOC) service for conapions with
a facilitated referral if necessary.

Iron folate supplementation

Treatment for night blindness.

Tetanus toxoid immunisation.

Universal treatment for worms.

Haemoglobin estimation.

Blood group typing including Rhesus.

VDRL test

Urine analysis (protein, sugar, and bacteria).

Stool test for ova and cyst.

Facilitated referrals to higher levels of care asassary.

Clean and safe delivery (partograph, active managémaf the

third stage of labour) by SBA.

Monitor BP, FHR

e Detection and management of complications (BEOC/CEO
service) with facilitated referral if necessary.

e Management of shock.

e Suture vaginal tears and rectal tears.

e Vacuum delivery.

e C-section
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e Blood transfusion.

e Three Postnatal visits for mother and baby.

e Detection of complications of mother, BEOC/CEOCv&=, and
referrals if necessary

e I|dentification and treatment of puerperal sepsis.

e Detection and treatment of mastitis.

e Detection and management of heavy postpartum hbigedith
oxytocin and blood transfusion.

e |EC/counselling for postpartum danger signs forheot

e Vitamin A for mother.

e Detection and management of postpartum eclampsia.

e Encourage for registration of maternal death

Other Roles

Echocardiography, stress electrocardiogram, Spsiciahmunology
nurse, Regional intensive care unit, Diabetes, emd® clinic,
Gastroenterology, including endoscopy, proctoscapgmoidoscopy,
colonoscopy (with general surgery), Geriatric c&enetic nurse and
counselling, Oncology palliation and basic careufdéogy basic care,
Spirometry and oximetry, Basic rheumatology.

SELF-ASSESSMENT EXERCISE
What are the reproductive health roles in tert@age hospitals?
40 CONCLUSION

In this unit, you have learnt tertiary levels ofreathe complex
functions performed and specific reproductive trealhctions.

5.0 SUMMARY

Tertiary institutions have a unique opportunity psomote SRH
throughout the wider community and target key derapiics that are
at high risk of having poor SRH. SRH can be praddb

students, employees and members of the wider coitynilnnough the
delivery of services, education programs, develaymé SRH research
and the promotion of SRH more broadly.

6.0 TUTOR-MARKED ASSIGNMENT

1. What is tertiary and quaternary health care?
2. Mention some specific reproductive health roletedtary levels.
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1.0 INTRODUCTION

Primary care is the “first” level of contact betwethe individual and
the health system where essential health careoisdad and a majority
of prevailing health problems can be satisfactonignaged. It is the
closest to the people and is provided by the pygrhaalth centres.

20 OBJECTIVES

By the end of this unit, you will be able to:
e define Primary Health Care (PHC)
e explain RH roles at the primary care level
e discuss the major community-based intervention.

3.0 MAINCONTENT
3.1 Primary health careand RH

PHC is essential health care that is a socially@pmate, universally
accessible, scientifically sound first level cameyided by a suitably
trained workforce supported by integrated refesyatems and in a way
that gives priority to those most in need, maximisemmunity and
individual self-reliance and participation and ifwes collaboration
with other sectors. It includes the following:

e health promotion

e iliness prevention

e care of the sick

e advocacy
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community development

3.2 Reproductive health within the context of primary health

care:

Family planning counselling, information, education
communication and services (emphasising the prerermf
unwanted pregnancy).

Safe motherhood; education, and service for a Inealt
pregnancy, safe delivery and postnatal care inctudi
breastfeeding.

Care of newborn

Prevention and management of complications of abort
Prevention and management of RTIs, STDs, HIV/AID®E a
other RH conditions.

Information, education, and counselling, as appab@yr on
human sexuality, reproductive health and respoasibl
parenthood for individuals, couples, and adolescent
Prevention and management of subfertility

Life-cycle issues including breast cancer, cancérthe
reproductive system and care of the elderly

Family planning

In addition to services provided by health post/eahlth levels, the
following are performed:

Performing tubal ligation, minilap and vasectomy.

Semen analysis.

All other contraceptive methods are according teegoment
guidelines.

Post-abortion care management.

Management of complications.

Safe M otherhood
Four focused antenatal visits.

Monitor BP, weight, FHR, IEC /counselling for dangggns
during pregnancy, delivery, postpartum for mother,

Birth preparedness (delivery by SBA and compliqatio
readiness with families),

Detection and management of co-existing conditiamsl
Basic Essential Obstetric Care (BEOC) service for
complications with a facilitated referral if necass

Iron folate supplementation.

Treatment for night blindness

Tetanus toxoid immunisation.

Universal treatment for worms.
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Haemoglobin estimation.

Blood group typing including Rhesus.

VDRL test

Urine analysis (protein, sugar, and bacteria).

Facilitated referrals to higher levels of care asassary.
Clean and safe delivery (partograph, active manageraf
the third stage of labour) by SBA.

Monitor BP, FHR. Detection and management of
complications (BEOC service) with facilitated retdr if
necessary. Management of shock, and referral sy
Vacuum delivery.

Suture vaginal tears rectal tears.

Three Postnatal visits for mother and baby.

Detection of complications of mother, BEOC serviead
referrals if necessary.

BP, detection of hypertension, management andredsefor
postpartum eclampsia if necessary.

Identification of puerperal sepsis and BEOC servigtd a
referral if necessary.

Detection and BEOC service for heavy postpartunediey
and referral if necessary

IEC/counselling for postpartum danger signs for hegt
Vitamin A for mother.

Encourage for registration of maternal death

Newborn care

Immediate and exclusive breastfeeding.

Resuscitation and stabilisation of newborn with hysia
using the bag and mask hypothermia and sepsis aith
referral if necessary.

Identify, stabilise and manage premature / LBW nawb
with kangaroo mother care and refer if necessary.
Treatment of minor infections and referral afteabdisation
for major infections in newborns.

BCG immunisation for the newborn.

IEC/Counseling for danger signs for newborns.
Encourage for registration of neonatal birth anatdevent

Prevention and management of abortion complications
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e Detection, management of spontaneous and inducaticb
complications with antibiotics, oxytocin, and MVAKT if
necessary.

e Post-abortion detection and management of compiitsit
with antibiotics, oxytocins and MVA/D&C if necesgar

e Post-abortion FP counselling and service

RTI/STI/HIV/AIDS

e Management of STD on a syndromic approach basismwhe
diagnostic facilities are not available.

e Syndrome detection, treatment and referral of RITD
cases.

e Management of RTI/STD

e Condom promotion and distribution.

e |EC on preventive measures

Infertility
e Diagnosis, treatment and management of infertilgd
referrals to tertiary care, if necessary

Adolescent health

e FP/HIV/STD service modified and delivered as paekag.,
life education clinics in selected areas

e Linkage with school systems and NGOs.

e Publicity regarding family life clinics in selectedeas.

e Antenatal, delivery, postpartum, newborn care sesiper
MNH guidelines.

e FP service as per national guideline

Elderly RH problem
e Health promotion information (including informatioron
prevention uterus prolapse and avoidance of smdking
e |dentification of RH problems related to reproduetorgans.
e l|dentification of different health institutions fdheir treatment
and management and referral.
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3.3 Community-based intervention of RH Service

Sirzitae)y 2

' Strategy 2 ' Strategy 3 ’

Community
development and
demand creation
(improving status of
women through
other program such
as micro-credit and
education).
———

Fig.4.1. Strategies for Community-Based | ntervention

Family planning

e Sexuality and gender information, education, anghselling for
adolescents, youth, men, and women.

e Community-based contraceptives are distribution ough
community-based health workers/volunteers, womegreups,
community-based workers.

e Social marketing of condoms and re-supply of ot through
community service.

Counselling and referral for other contraceptivehods.
IEC for LAM

Safe M other hood
e Counselling/education for breastfeeding, nutritioRP, rest
exercise etc.
Awareness raising for risk factors.
Recognising dangerous signs Support SBA
Create awareness about services that SBA offers.
Mobilise community to support referral and transabon
(emergency fund and transport)
¢ Identification of local health institution of mate and neonatal
health MNH) services

Help the poor and underprivileged to utilise MNH services
e |EC /counselling for danger signs during pregnarcsiivery,
postpartum for mother.
¢ |dentify potential blood donors for emergency
e Encourage the utilisation of antenatal care sesvice
e Birth preparedness and complication readiness \athilies
(delivery by SBA and preparation or arrangemengmkergency
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funds and transport).
e Detection of complication complications in mothedéaby and
facilitation for referral to the health facility.
Postnatal visit for mother and baby.
Encourage for registration of maternal death

Newborn care

e Counselling/education for breastfeeding, baby gamevention
from hypothermia, immunisation

e Early and exclusive breastfeeding promotion andselling.

e |dentification of danger sign related to newborrbyaefers to
the nearest appropriate health facility.

e Promotion and management of neonatal hypothermigebping
baby warm and immediate breastfeeding.

e Encourage to complete immunisation for the newbasnthe
schedule of EPI programme

e Encourage for registration of neonatal birth andtkdevent

Prevention and management of abortion complications

e Counselling on prevention of unwanted pregnancy, F&t
counselling, and re-supply of oral pills and condom

e Recognition of danger signs for spontaneous andicied
abortion with referral to the nearest approprisdaltn facility for
diagnosis and treatment.

e Recognition of signs and symptoms of abortion ansl i
complications.

e Timely referral to the appropriate formal healthecaystem.

e Counselling on unwanted pregnancy and safe abasgorice

RTI/STI/HIV/AIDS
e Sexuality and gender education and counselling.
e Condom Promotion and distribution.
e Counselling on safe sexual activity.
e Counseling / education on RTI/ STD [/ HIV infection
management and treatment

Infertility
e Prevention and treatment of infertility by counsgl and
education.
e Refer to the appropriate health facility for treatrh and
management of infertility to both partners.
e Counselling and education for prevention and treatmof
infertility

Adolescent health
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Information on sexuality and gender information.

Create awareness of risk factors of early marreagkpregnancy.
Conduct the programme on Family life education.

Increasing awareness on FP method availability
contraceptives, danger signs and risk factors afndge
pregnancy.

e Adolescent health

Elderly RH problem
e Health promotion information (including informatian uterus
prolapse and smoking prevention).
e I|dentification of RH problems related to reproduetorgans.
e |dentification of different health institutions fdheir treatment
and management and referral.

SELF-ASSESSMENT EXERCISE
Discuss the management of abortion complications.
40 CONCLUSION

In this unit, you have learnt about PHC and RH witleir various
componentsyeproductive health within the context of primargakth
care and theammunity-based intervention of RH Service.

50 SUMMARY

PHC focuses on the person, not the disease, cossatledeterminants
of health, integrates care when there is more taa problem, and
forms the basis for other levels of health systdinsddresses the most
important RH problems in the community by providipgeventive,
curative, and rehabilitative services as well aganoises deployment of
resources aiming at promoting and maintaining healt

6.0 TUTOR-MARKED ASSIGNMENT

List the components of RH and the various intenogist at the
community level.

7.0 REFERENCESFURTHER READING
McMahon, R. Barton, E. & Piot, M. (1999). On being charge:A

Guide To Management in Primary Health Care. Geneva, World Health
Organisation, 1999.
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1.0 INTRODUCTION

Understanding the dynamics of health outcomes reg@omprehensive
and well-functioning monitoring and evaluation €mst The monitoring
and evaluation system provides stakeholders with ithformation

necessary to determine the responsiveness of pnoggainterventions
and is considered a critical management tool foterd@ning the

effectiveness of Health programmes in differentterts. Monitoring

and evaluation are not isolated activities, butirsegral part of the
programme life cycle that begins at the programmeroject design
phase. To answer monitoring and evaluation questi@bout

programmatic performance—did we achieve our aim?oDo outputs
justify the investment—the programme must have ifipeand

measurable objectives.

2.0 OBJECTIVES

By the end of this unit, you will be able to:
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e discuss the overview of the principles and processeailed in
monitoring and evaluating sexual and reproductivealth
programmes

explain the monitoring and evaluation concepts

state the differences between monitoring and etialua
describe the limitation of monitoring and evaluatio

highlight the indicators used in monitoring andlea#ion.

3.0 MAIN CONTENT

3.1  Overview of the Principles and Processes in Mdoring and
Evaluation

Since the late 1980s, donors and programme manbhgeesincreasingly
turned towards monitoring and evaluation (M&E) igprove the effective
use of limited funds. Today, M&E is incorporated as routine
component of any call for proposals by donor agendrurther, it is a
vital element of any sexual and reproductive healthother public
health programme or intervention—one that shoulddesloped before
the programme begins, as part of the programmemleSI&E works by
routinely collecting data on a set of measurablechmarks to inform
implementers, programme designers, funders, andr acttakeholders
about progress (or lack of progress) made towamseang the
programme’s objectives. M&E also provides inforroation the effect
that the project is having on the intended targgiuation. The process
of measuring and evaluating accomplishment alsefesaccountability,
since an implementing organisation will have tovghww committed
funds were utilised.

Thus, M&E is an invaluable tool for identifying arggramme’s
progress, strengths and weaknesses, areas needisgm, and areas
that meet or exceed expectations. Beyond the prugea level, data
obtained from strong M&E can be used to guide, hbgyeor change
regional or national policy. While in many respeittss donors who
have driven the demand for M&E, the ultimate bermafies of project
evaluations are communities where the interventitale place. By
closely examining the implementation and outcomepuoblic health
interventions, an organisation or agency can depigrgrammes and
activities that are effective and efficient, and tiald significant results
for the community.

3.2 What is Monitoring and Evaluation
Monitoring and evaluation are often used synonyryousut there are
important distinctions between them. While both gesses work

together to ensure the most effective and effiaiset of resources, each
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serves different purposes in the areas of programrganisation and
management, with just a few commonalities.

Monitoring is the routine tracking of the performance of kéneents
of a programme or project, usually the inputs amdpuats, through
record-keeping, regular reporting and surveillasgstems, observation
of health facilities, and client surveys. The firgnfrom monitoring
data are used to guide the continuing implememtaifche project. It is
mainly concerned with quantitative information, iagk how much?
How many? When? For how long? It is a continuousjtinely
implemented process whose main purpose is to peo\pdoject
management and stakeholders with early indicatbdmsogress, or lack
thereof, toward the desired results.

Evaluation is the systematic and objective review of an ongoor

completed project to assess its effectiveness ammhct. A well-

designed evaluation can also reliably identify s that result
from the project, and its findings can provide lessofor

incorporation in future projects and policies. Rwation is episodic
rather than continuous—sometimes conducted midwapugh a
project, and always necessary at the end, to daterthe project’'s
impact on the target population. The types of goest an

evaluation asks have to do with change and theevafuhe change:
What changes occurred in the target population? tb&l changes
occur because of the intervention? How did partioig respond to
project activities? What was the overall outcomefrol8d this

intervention be repeated or scaled up?

Project monitoring and evaluation should start befthe programme
begins. But even if a programme is already undeywag not too late to
introduce monitoring systems and develop an evialiaplan to
determine whether or not the programme is on trac#t having its
intended effects on the target population.

3.3  Monitoring and Evaluation

Table 1.1: Differences between Monitoring and Evaluation

MONITORING EVALUATION

Routine/continuous. Entails dat&pisodic/intermittent. Data

collection and analysis throughgutollection at the start of @

the life of the project programme (to provide a baseline)
and again at the end, rather than at
repeated intervals during
programme implementati

Provides early indications o0fThe systematic data collection

progress and achievement of gi | proces
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Measures project
processes, and outputs.

input

sCapable of linking programm
activities to behaviours and hea
outcomes as direct rest

Performed throughout the life of
project

adentifies the outcome and impsa
of a project intending to inform th
design of future projects ar
determine if the intervention

ICt
e

S

carried out were effecti

34 Indicators Use in

ProgrammeS

Sexual

and Reproductive Heih

M&E programmes track project results by using iatties. An indicator
IS a measurement of health status, service delivery resource
availability, used to quantify the progress and fguenance of a
programme or project. A good M&E plan typically asg mixture of
several categories or types of indicators. There @vo general
approaches for categorising indicators used in M&E Sexual and
Reproductive Health (SRH) programmes (though tla@senot the only
approaches). The first is based on how the datd msealculating the
indicator were derived from population-or programienel data; the
second is on the relationship between the indicanor the programme
logic model or framework in terms of input, progesstput, outcome,
and impact. The most important point about the dypkindicators is
that it is crucial to use a range of different typef indicators to
comprise a set of indicators that gives a balapegspective.

1.

Programme-level indicators are generated withinpiteggramme

and by its activities— for example, the number dblascents

counselled, or

the number

of message-bearing Tss

distributed, or the number of providers or peercatiors who
completed training. Indicators at the programmeelleare

appropriate for managing
programme; they track th

the programmatic perfogeaof the
e inputs and outputs sieeciih the

programme monitoring and evaluation framework.

Population-level indicators describe the outcomangpacts of

the programme. They are expressed as a percentageportion
and are usually generated from data collected fepresentative

samples of the target

population, including

participated (or did not participate) in the intmiions. Thus,

population-level indicators

who attended a youth-friendly centre;

might include the prapm of youth
the percentayf

hir

thoséno w

unmarried youth who used a condom at last sex, her t
proportion of deliveries by skilled birth attendsiaimong the two

lowest wealth quintile grou

3.5

ps.

Limitations to M&E of SRH Programmes
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Despite the important role of M&E as a managememl, tsome
limitations affect M&E performance, especially mbsSaharan African
countries. These problems relate to areas sucblay and legislation,
infrastructure, services, human resource developraed partnerships.
1. Lack of an environment or policy framework that gags the
M&E system in the SRH sector.
2. Lack of health information systems that collect rayppiate data
to support decision-making on managing adolescBiit Bsues.
3. Difficulties in integrating internationally agreegbon indicators
into the national health data collection framework.
4. Absence of adequate human and technical capaamat@age the
M&E system.
5. Inadequate funds.

4.0 CONCLUSION

In this unit, you’'ve learnt about the overview ahcept of monitoring
and evaluation, differences between monitoring evaluation. Finally,
this chapter highlights the limitation of monitogiand evaluation.

5.0SUMMARY

M&E is crucial to the success of any health progrean-national or
regional, large or small. M&E tells stakeholdereygrnment, funders,
implementers, researchers, and beneficiaries whétlkeeprogramme is
making a difference, and for whom; and identifidsether programme
areas are on target, or need to be changed orecestir Information
collected from M&E systems also helps donors anglementers to
determine whether their investments are ratiomathe field of public
health, understanding the dynamics of sexual apdodeictive health
and determining the responsiveness of programmaterventions
requires a sound, sustainable, comprehensiveegitatontext-specific
M&E system.

Too often, the M&E system is driven by the requiesrts of funding
agencies or international agreements. There isck & common
understanding of what constitutes M&E systems antbnge practising
it. Thus, many use M&E in idiosyncratic ways, andartper
organizations fail to communicate clearly abouini@ology, goals, and
benchmarks, ultimately limiting the progress or aots of well-
intentioned interventions.
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SELF-ASSESSMENT EXERCISE
What are the limitations of Monitoring and Evaloai?

6.0 TUTOR-MARKED ASSIGNMENT
1. Differentiate between monitoring and evaluation.
7.0 REFERENCES/FURTHER READING

Reproductive health indicators: Guidelines for gahen,
interpretation and analysis for global monitorinyHO/RHR,
Geneva 2006.
http://www.who.int/reproductivehealth/publicatiomsinitoring/9
24156315x/en/index.html

Accelerating progress towards the attainment oérnational
reproductive health goals: a framework for impletiven the
WHO Global Reproductive Health Strategy. WHO/RHRNEva
2006.
http://www.who.int/reproductivehealth/publicatiogeheral/RHR
_06.3/en/index.html

National-level monitoring of the achievement ofuwersal access
to reproductive health: conceptual and practicebm@mendations
and related indicators. Report of a WHO/UNFPA techin
consultation. Geneva, WHO, 2008.
http://www.who.int/reproductivehealth/publicatiomsinitoring/9
789241596831/en/isndex.html 4. Reproductive hesitttegy. to
accelerate progress towards the attainment of natenal
development goals and targets. WHO/RHR, Geneva .2004
http://www.who.int/reproductivehealth/publicatiogeheral/RHR
_ 04 _8/en/index.html Economic and Social Commiss@nAsia
and the Pacific. Handbook on reproductive healttiicators.
New York, United Nations, 2003.

Making pregnancy safer: the critical role of thdlsk attendant.
A joint statement by WHO, ICM and FIGO. MPS/RHR/WHO
Geneva, 2004.
http://www.who.int/making_pregnancy_safer/docum&#g159
1692/en/index.html

Umbeli T, Mukhtar A, Abusalab MA. (2005). Study ohmet
need for family planning in Dar Assalam, Sudan 2@dstern
Mediterranean Health Journal, 2005, 11:594-600.
PMID:16700373

147



PHS 804 MODULE 7

Westoff CF, Bankole A. & Unmet Need: (1990-1994).
Demographic and Health Surveys Comparative Studies,16
Calverton, MD, USA: Macro International, 1995.

Implementation of WHO global strategies of reprdouechealth
and prevention and control of sexually transmittg@ctions in
the Eastern Mediterranean Region. Report of anrdatmtry
meeting, Marrakech, Morocco 29 October—2 NovemBér72

Bertrand J, Escuredo G. (2002). Compendium of htdrs for
Evaluating Reproductive Health Progranveasure Evaluation
Manual Series, No. 6. August 2002. Available at:
http://www.cpc.unc.edu/measure/publications/htmiGfs
06.html

Report of the Secretary-General on the work of@hganization.
General Assembly official records, sixty-second sE®s
supplement No. 1 (A/62/1). United Nations, New Y,dRO07.

Tsui Amy. (1998). Frameworks (ppt). Presented at Summer
Institute, University of North Carolina, Chapel H1998.

Tsui, Amy. (1999). Frameworks (ppt). Presentechat Summer
Institute, University of North Carolina, Chapel H1999.

Von Schirnding Y. Health in Sustainable Developmlanning:

The Role of Indicators. http://
www.who.int/wssd/resources/indicators/en/,2002, pdges

148



PHS 804 MATERNAL AND CHILD HEALTH

UNIT 2 QUALITY OF CARE

CONTENTS

1.0  Introduction

2.0 Objectives

3.0 Main Content
3.1 Definition of Quality of Care
3.2 Conceptual Framework: Qualityhe Service Experience
3.3 Determinants of Quality Improverne
3.4 Quality of Care Indicators
3.5 Tools to Measure ImprovementQuality
3.6 Barriers to Quality of Care

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION

Traditionally, advocates have emphasised the rigtgggment to support
investments in quality improvement. Quality of gaseclient-centred
approach to providing high-quality health care dsaaic human right,
has emerged as a critical element of family plagrand reproductive
health programs. “Quality of care” was conceptaalisat the
International Conference on Population and Develamnn 1994, as a
means to assist couples in achieving their feytilittentions through
access to improved family planning programmes.

In general, providers, clients, and policy-makeggea that quality
improvement is important. Creating consensus orchvi@lements of
guality to prioritise, presents a greater challenfee need to provide
robust evidence on the potential impact of invesitimein quality

improvement, and how to sustain programme improvesnever time,

become even greater given the scarcity of hea#tburees in many low-
and middle-income countries.

2.0 OBJECTIVES
By the end of this unit, you will be able to:

explain quality care

discuss the conceptual framework of quality of care
state the determinants of quality improvement
describe the quality of care indicators

describe the tools to measure improvements in tyuali
discuss the barriers to quality of care.
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3.0 MAIN CONTENT
3.1  Definition of Quality of Care

While most people feel that improving the quality services is

important, health specialists do not always agrdmut which

components should be included in the definitiomwaélity. Historically,

quality has been defined at a clinical level andoines offering

technically competent, effective, safe care thatrdoutes to the client’s
well-being. But the quality of care is a multidinsgonal issue that may
be defined and measured differently, according takeholders’

priorities. Many scholars have attempted to defijulity within the

healthcare setting.

The World Health Organisation (WHO) defines the qudity of care
as the extent to which the care provided, within aegiveconomic
framework, achieves the most favourable outcomewhé&ncing risks
and benefitsDonabedian states thathe quality of care consists in the
application of medical science and technology magy that maximises
its benefits without correspondingly increasingritks. The degree of
quality is, therefore, the extent to which carevied is expected to
achieve the most favourable balance between risfkdanefits.

3.2  Conceptual Framework: Quality of the Service Eperience

Donabedian identified three categories for assgsguality within the
health system, includinfstructure”, “process”, and “outcome”. In

the 1990s, Judith Bruce and Anrudh Jain furtheetiped a framework
for conceptualising quality as “client-oriented’rea The Bruce—Jain
framework focuses on the clinical provision of famplanning and
defines six elements of quality: provision of clegiénformation and
counselling for clients; technical competence; goimderpersonal
relations; continuity of care; and an appropriatenstellation of

services.

The framework is divided into three parts, begignmith programme
effort, including the policy and political enviroremt that defines what
services are provided, financial and human ressuat®cated to the
provision of services, and programme managemenstuadture. These
programme inputs contribute to and influence the aiements of
quality originally outlined in the Bruce—Jain framark. The impact of
these attributes on changes in client knowledgésfaation, health
outcomes, and use of services is then measured.

150



PHS 804

Figure 1. Conceptual framework: quality of the service experience

MATERNAL AND CHILD HEALTH

Programme effort Elements of quality Impacts
Policy/political « Choice (availability Client knowledge
support and variability) Client satisfaction

» Resources + Information given Client health
allocated to clients Service use
» Programme » Technical
management/ competence
structure « Interpersonal
relations

+ Mechanisms
to encourage
continuity

+ Appropriate
constellation of
services

Source: adapted from Bruce (8)

Fig.2.1

3.3 Determinants of Quality Improvement

It is suggested that inherent in the requiremengility improvements
in reproductive-health programmes, is a concerardigg the empirical
relationships between determinants of quality seand outcomes, as
shown in Figure 1. As a holistic approach is needeckduce maternal
and neonatal mortality and morbidity, and impradve health of women
throughout the life cycle, six major categories fprogramme
development need to be considered:

political environment

financing

socio-cultural factors

health systems

training/education

. Iinteraction/collaboration

These are all interlocked and, if included holwii, can be assumed to
affect the integration of services, utilisation,altk outcomes and
sustainability.

o0k wNE
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DETERMINANTS

Political environment

QUALITY
CARE

Fig.22 (Source: E. Kwast, B. (1998). Quality of careeproductive
health programmes: Concepts, assessments, bandranprovements
— an overview.)

3.4  Quality of Care Indicators

|

il =

Demonstrates good counseling skills

Assures client of confidentiality

Asks=s client about reproductive intentions (asking whether the
client wants more children. and whemn)

Discusses with client which method he or she would prefer
Mentions HIV/AIDS (initiates or responds )

Discusses methods for preventing pregnancy and sexually
transmitted infections

Treats client with respect foourtesy

Tailors kev information to the client’s necds

Gives accurate information on the method accepted (explaining
its use. side effects. and possible complications)

Gives instructions on when to retuarn

Follows infection control procedures outlined in guidelines
Recognizes/identifies contraindications. consistent with guidelines
Performs clinical procedures according to guidelines

Sfax (2t lraa T Foszos FPrervialas)
- Treats clients with dignity and respect

€ Ficrak

- Participates actively in discussion and selection of methocd

- Receives his or her method of cholce

- Believes the provider will keep his or her information confidential

Fasadilitn

- Has all (approved ) contraceptive methods available: no stock-outs
- Has basic items neaeded for delivery of methods offered by the
facility (including sterilizing egquipment,. gloves, blood pressure
cuffs, specula, adeguate lighting, water)

Offers privacy for pelvic exams=s/1UD insertions

Has mechanisms to makese programmatic changes based on client
feedback

Has received a supervisory visit within a certain predetermined
period

Has adequate storage of contraceptives and medicines (away
from water heat direct sunlight ) on premises

- Follows=s state-of-the-art clinical guidelines

- Has acoeptable waiting time

Fig.2.3 [Source: Measure Evaluation, “Quick Investigatal Quality”
(2001).]
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3.5 Tools to Measure Improvements in Quality

Irmsprroving Provider Knowledge and SKills

Pre- and Post-lests: follow -uap post 'i)ll‘s‘-tg"‘nt‘\”

Provider observations

-
-
- Provider SUrveys
- "Mystery clients™
-

Reviews of records

Increasing (licnt Satisfaction

- Client exit interviews
- Household interviews
- Focus group discussions

- Servioe statistics

Tevaprroving Facilities” Capralbilitv or Readiness 1o Provide
Qezcalitv Services

- Facility audits or assessments

- Provider surveys/focus group discussions

- MAMystery clients

- Reviews of records

= Client flow analvses

' nnderstanding Wiy Clicnts Do Not [Use Services

- Foocus group discussions with potential users or dropouts

- Household interviews with potential users or dropouts
Fig.2.4 [SOURCE: Family Planning Service Expansion and

Technical Support/John  Snow, Inc., Mainstreaming al@u
Improvement in Family Planning and Reproductive Ite&ervices
Delivery (2000).]

3.6  Barriers to Quality of Care

The barriers to quality of care include the follagi

1. Political instability

2. Civil war

3. Natural disasters

4. Serious shortages of drugs and supplies,

5. Nonfunctional equipment and

6. Unavailability of blood for transfusion,

7. Shortage of doctors in rural areas and insufficeshication and
training

8. Health information systems are often inadequate

4.0 CONCLUSION
In this unit, you've learnt about the definition gfuality of care,

conceptual framework, determinants of quality afecand finally, the
barriers to quality of care
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5.0 SUMMARY

High-quality services ensure that clients receilie tare that they
deserve. Furthermore, providing better servicegeasonable prices
attracts more clients, increases the use of fapidpning methods, and
reduces the number of unintended pregnancies.

Providing high-quality care also makes sense favise providers,
since improving basic standards of care attracteersbents, reducing
per capita costs of services and ensuring sustatgabmproving the
guality of reproductive health care programs besetither health
services as well; in part by encouraging usersek shigher-quality
services for all of their health care needs. Initamld improvements to
health care facilities can enhance the qualityasé dor a wide range of
adult and child health care needs.

SELF-ASSESSMENT EXERCISE
I.  Highlight the barriers to quality of care.

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss the determinants of quality of care.
2. Explain tools to measure improvements in quality
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UNIT 3 INTEGRATED APPROACH TO PROVISION OF
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1.0 INTRODUCTION

The Programme of Action of the 1994 Internationanférence on
Population and Development (ICPD) calls on coustteéeprovide a full
range of sexual and reproductive health services imtegrated manner
in the context of the primary health care systemthis regard, many
different definitions of integration have been pyepd and various
operational concepts for integration have beerfqqward.

A sexual and reproductive health programme has fivajor
components: maternal and newborn health; familpmpleg; prevention
of unsafe abortion; management of reproductivet irdections (RTIS)
and sexually transmitted infections (STIs), inchgliHIV/AIDS; and
promotion of sexual health. A programme needs teesall segments of
the population, including adolescents.

2.0 OBJECTIVES

By the end of this unit, you will be able to:
e discuss integration at the point of service deliver
e explain integration at the health sector level
e discuss integration within national developmentnplag
processes.

3.0 MAIN CONTENT
3.1 Integration at the Point of Service Delivery

Integration means bringing together these compasnamtl establishing
strong linkages with other health care and rela@dal services. The
rationale for integration is to increase the effastess and efficiency of
the health system and to meet people’s needs éasaible, acceptable,
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convenient, client-centred comprehensive care. Hhsuld include
prevention of ill-health, provision of informatioand counselling,
screening, diagnosis and curative care and/orregffar a full range of
sexual and reproductive health and other healthuaeds.

Integration does not mean that all sexual and chmiove health or
other services must be provided on-site, but itsdoequire that
healthcare providers have the knowledge and skdlsprovide an
appropriate basic package of services and to mddients for other
necessary services that are not provided at that Slexual and
reproductive health services must have the capaaitygrovide basic,
guality services to individuals with different nsed

In making decisions regarding which services tovig® at any given
level, policy-makers will need to consider the aapes of available
healthcare providers, the available equipment apglges, and whether
referral to other sites or levels of the healthgem is feasible. They
will also need to take account of local social andtural norms in
making decisions about what services are provided physical
proximity by the same providers, as opposed toeltbat are integrated
through referral mechanisms.

3.2 Integration at the Health Sector Level

The responsibility for policy and programme devehant,

implementation and evaluation may rest with différenanagers or
departments. In this context, integration is ackethrough effective
communication and collaboration aimed at ensuringt thecessary
linkages are established at all levels of serviekvery. Collaboration
between different healths programmes. For exampgxual and
reproductive health and other priority programnsegh as HIV/AIDS,

malaria, tuberculosis or immunisation—is necesdany a range of
health system issues. Sexual and reproductivehhgaltices, like other
health services, require a strong functioning hesjstem.

Policies concerning financing and payment for theaservices,

procurement and distribution of essential medicthesugh an efficient

logistics system, as well as planning and manageprecesses related
to human resources (i.e. staffing patterns, renatiogr and motivation,

training and supervision) must be developed to stipihe integration

of sexual and reproductive health services.

As sexual and reproductive health services becotegrated within the
broader health care system, the provision of aillises becomes more
complex. Therefore, both the technical and manabeapabilities of

service providers must be increased simultaneously.

3.3 At the National Development Planning Level
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Integration involves linkages between sexual argtoductive health
policy within health sector planning and similaramhing processes
taking place in and across other sectors, sucllasagon, agriculture,
youth, women’s affairs, environment and finance.xus¢ and

reproductive health policies and programmes nedxetstrongly linked
to planning and policy development in these sectas effective

linkages can lead to synergies in the provisiomns@fvices and thus
improved health outcomes.

For example, efforts to decrease gender disparitieseducation,
economic opportunities and decision-making in hbok¥s are essential
In maximising access to, and utilisation of, heaénvices by women:
these measures have been shown to lead to impreadth outcomes.
Linkages and coordination with income-generatingivdies for
women, community forestry projects, work-based aodnsurance
schemes and other similar activities implementednyistries outside
of the health sector can serve both as entry ptintsach women with
health information and as a means of increasing tapacity to have
the resources to access services and improve libaith and that of
their families. Similarly, youth programmes can phedupport and
encourage young people to access health services.

4.0 CONCLUSION

In this unit, you've learnt about the integrateg@ach to the provision
of reproductive health services at the point oliser delivery, at the
health sector level and finally, at the nationalealepment planning
level.

5.0 SUMMARY

An integrated sexual and reproductive health paekasy widely

regarded as essential for meeting the needs of hnetin and women.
One of the main arguments in support of the inti@maof more sexual
and reproductive health services is that it wilpnove women's health
by encouraging greater use of services. That isfaimyly planning and
maternal and child health (MCH) services were dilldase considered
highly appropriate for integration with each othédre same women
need both at different moments in their reprodectives. Integration of
sexual and reproductive health services cannotpldaee at the primary
health care level alone but is required acrosthedke levels of care.

SELF-ASSESSMENT EXERCISE

Discuss the integrated approach to the provisiorepfoductive health
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services at the health sector level and Nationakldpment planning
level.

6.0 TUTOR-MARKED ASSIGNMENT

Discuss the integrated approach to the provisiorepfoductive health
services at the point of service delivery.
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1.0 INTRODUCTION

From available proof, these three health indicatoraternal death rate,
infant death rate and Under-five deaths) are highffected by

socioeconomic characteristics. Information onnbhfand child mortality

Is relevant to a demographic assessment of a gosipimpulation and is
an important indicator of the country’s socio-ecomodevelopment and
quality of life.

For example, according to the NDHS 2018, the infaattality rate was
67 deaths per 1,000 live births for the 5 yearsguieng the survey,
while under-5 mortality was 132 deaths per 1,00@ births and the
maternal mortality ratio was512 maternal deathslp€r;000 live births.

2.0 OBJECTIVES

By the end of this unit, you will be able to:
e explain the effect of education on reproductivelthea
e discuss the effect of employment on reproductivadthe
e describe the effect of income on reproductive healt
e explain the effect of family and social support @productive
health
e discuss the effect of community safety on repragadtealth.

3.0 MAIN CONTENT
3.1 Socio-Economics of Reproductive Health Care

Social and economic factors, such as income, educamployment,

community safety, and social supports can sigmtigaaffect how well

and how long we live. These factors affect ourigbtb make healthy
choices, afford medical care and housing, managesstand more. The
social and economic opportunities we have, suadoad schools, stable
jobs, and strong social networks are foundatiomadhieving long and
healthy lives. For example, employment provideine that shapes
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choices about housing, education, child care, fooddical care, and
more. In contrast, unemployment limits these clomed the ability to
accumulate savings and assets that can help cushidimes of

economic distress.

Social and economic factors are not commonly ceamed when it
comes to health, yet strategies to improve theseracan have an even
greater impact on health over time than those ticadilly associated
with health improvement, such as strategies to awgr health
behaviours. Across the nation, there are meanirdifidrences in social
and economic opportunities for residents in commtmesithat have been
cut off from investments or have experienced dmstration. These gaps
disproportionately affect people of colour — esplygichildren and
youth.

Education: Education is one of the most important aspect®oisand
economic development. Education improves capasliind is strongly
associated with various socioeconomic variablesh sas lifestyle,
income, and fertility for both individuals and setweés. Overall, 36% of
females and 27% of males in Nigeria have no edoicatEighteen
percent of females and 19% of males age 6 or didee attended some
primary school; however, only 11% of both sexesehaompleted
primary education. The median number of years bbsling is 3.6 for
women and 5.4 for men. Higher levels of educatiam lead to a greater
sense of control over one’s life, which is linked better health,
healthier lifestyle decisions, and fewer chroniaaitions.

Employment. Employment provides income and, often, benefitst t
can support healthy lifestyle choices. Unemploymeiind
underemployment limit these choices, and negatiaéflyct both quality
of life and health overall. The economic conditmiha community and
an individual’s level of educational attainmenttbptay important roles
in shaping employment opportunities. Most adultensp nearly half
their waking hours at work. Working in a safe eamiment with fair
compensation often provides not only income, bsib &lenefits such as
health insurance, paid sick leave, and workpladéhess programs that,
together, support opportunities for healthy chaicEsployers and
communities can work together to create opportesmito increase job
skills for their residents, enhance local employmgoportunities, and
create supportive and safe work environments -hébenefit of the
entire community.

Income: Income provides economic resources that shape ehaioout
housing, education, child care, food, medical carel more. Wealth,
the accumulation of savings and assets, helps @usind protect us in
times of economic distress. As income and wealthemse or decrease,
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so does health. Income can come from jobs, invegsngovernment
assistance programs or retirement plans. Inconmvsalifamilies and
individuals to purchase health insurance and medaae, but
also provides options for healthy lifestyle choic€®or families and
individuals are most likely to live in unsafe honaxl neighbourhoods,
often with limited access to healthy foods, empleyntoptions, and
guality schools. Communities can adopt and implaénpaiicies that
help reduce and prevent poverty, now and for fugeeerations. The
greatest health improvements may be made by inogeascome at the
lower levels, where small increases can have thatgst impacts.

Family & Social Support: People with greater social support, less
isolation, and greater interpersonal trust livegemand healthier lives
than those who are socially isolated. Neighbourkocher in social
capital provide residents with greater access fpeud and resources
than those with less social capital. Social suppstems from
relationships with family members, friends, colleag, and
acquaintances. Social capital refers to the featwk society that
facilitate cooperation for mutual benefits, suchrdsrpersonal trust and
civic associations. Individual social support armahesive, capital-rich
communities help to protect physical and mentaltheand facilitate
healthy behaviours and choices. Adopting and implamg policies
and programs that support relationships betweerithals and across
entire communities can benefit health. The gredtesltth improvements
may be made by emphasising efforts to support daadged families
and neighbourhoods, where small improvements cae Ha& greatest
impacts.

Community Safety: Injuries through accidents or violence are thedthir
leading cause of death in the United States andeth&ing cause for
those between the ages of one and 44. Accidentsviaiehce affect
health and quality of life in the short and longate for those both
directly and indirectly affected, and living in @ie neighbourhoods can
impact health in a multitude of ways. Communityesafreflects not
only violent acts in neighbourhoods and homes kad iajuries caused
unintentionally through accidents. Many injuries gredictable and
preventable, yet about 30 million Americans receaivedical treatment
for injuries each year, and more than 243,000 flimu these injuries in
2017. Communities can help protect their residdatsadopting and
implementing policies and programs to prevent aadisland violence.

SELF-ASSESSMENT EXERCISE

Discuss the effect of income on reproductive health
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3.0 CONCLUSION

In this unit, you've learnt about the socio-econosnof reproductive
health care in terms of education, employment, lfanand social
support, income and finally community safety.

40 SUMMARY

The socio-economic factors, especially the leveinabme, played an
important role in the reproductive health of femlaéaded households.
A major proportion of health inequality is avoidabbecause it is a
result of modifiable factors such as income, emplkayhand education
status. Based on the importance of the impacbabEfactors on health
dimensions, in particular reproductive health, @pliinterventions

should be guided to improve the economic and satéls of female-
headed households.

5.0 TUTOR-MARKED ASSIGNMENT
1. Discuss the effect of socioeconomic on reprodudie@th care
7.0 REFERENCES/FURTHER READING

US Department of Commerdéducational Attainment of the
Population 18 Years and Over, by Age, Sex, RaackHaspanic Origin:
2017 US Bureau of the Census; 2017.

Organisation for Economic Co-operation and Develepm
(OECD).OECD Skills outlook 2013: First results from thensey of
adult skills Washington, DC: OECD Publishing; 2013.

Egerter, S., Braveman P., Sadegh-Nobari, T., Grasgtahn, R.,
Dekker, M.Education and healthPrinceton: Robert Wood Johnson
Foundation (RWJF); 2011. Exploring the Social Deiieants of Health
Issue Brief No. 5.

Center on Society and HealtBducation: It matters more to health than
ever before Richmond: Center on Society and Health, Virginia
Commonwealth University (VCU); 2014.

Ann, J., Braveman, P., Dekker, M., Egerter, S., sGmman-Kahn,
R.Work, workplaces and healtiPrinceton: Robert Wood Johnson
Foundation (RWJF); 2011. Exploring the Social Deiieants of Health
Issue Brief No. 4.

163



PHS 804 MODULE 7

Robert Wood Johnson Foundatittow does employment - or
unemployment - affect healtFP?inceton; March 2013. Health Policy
Snapshot Issue Brief. Accessed March 8, 2018.

Braveman, P., Egerter, S., Barclay, Itome, Wealth and Health
Princeton: Robert Wood Johnson Foundation (RWJE)12 Exploring
the Social Determinants of Health Issue Brief No. 4

Lynch, J., Smith, G.D., Harper, S., Hillemeier, §2004).Is Income
Inequality a Determinant of Population Health? P&rtU.S. National
and regional trends in income inequality and aged eause-specific
mortality. Milbank Q. 2004,;82(2):355-400.

Kawachi, I.K., Bruce, P., Glass, R. (199%ocial Capital and Self-
Rated Health: A Contextual AnalysisAm J Public Health.
1999;89:1187-1193.

Egerter, S., Braveman, P., Barclay, C. (208i)ess and health
Princeton: Robert Wood Johnson Foundation (RWJEG)12 Exploring
the Social Determinants of Health Issue Brief No. 3

House, J.S.(2001). Social Isolation Kills, But How and
Why?Psychosom Med. 2001;63:273-274.

Braveman. P, Cubbin, C., Egerter, S., Pedregon, V.
(2011).Neighbourhoods and HealthPrinceton: Robert Wood Johnson
Foundation (RWJF); 2011. Exploring the Social Deiieants of Health
Issue Brief No. 8.

Braveman, P., Egerter, S., Barclay, C. (20Mhat Shapes Health-
Related BehavioursPrinceton: Robert Wood Johnson Foundation
(RWJF); 2011. Exploring the Social DeterminantdHeflth Issue Brief
No. 1.

Fergusson, D.M., Boden, J.M., Horwood, L.J. (200Bxposure to
Single Parenthood in Childhood and Later Mental kHgaEducational,
Economic, and Criminal Behaviour Outcomeésch Gen Psychiatry.
2007;64:1089-1095.

Wille, N., Bettge, S., Ravens-Sieberer, U., BELLAI&/ GroupRisk

and Protective Factors for Children's and AdolegseMental Health:

Results of The BELLA StudyEur Child Adolesc Psychiatry.
2008;17:133-147.

164



PHS 804 MATERNAL AND CHILD HEALTH

Rahkonen, O., Laaksonen, M. & Karvonen, S. (200%)e Contribution
of Lone Parenthood and Economic Difficulties to &mg Soc Sci
Med. 2005;61:211-216.

Ringback Weitoft G, Burstrom B. & Rosén M. (2008remature
Mortality Among Lone Fathers and Childless Médoc Sci Med.
2004;59:1449-1459.

Weitoft GR, Haglund B, Hjern A & Rosén M. (2002)jortality, Severe

Morbidity and Injury Among Long-Term Lone MothersSwedenint J
Epidemiol. 2002;31:573-580.

165



PHS 804 MATERNAL AND CHILD HEALTH

MODULE 8 DATA SOURCESIN REPRODUCTIVE HEALTH

Unit 1 Websites, Reports, Surveys and Publicatiéocusing on
Maternal and Child Health

Unit 2 MCH Programmes at the District Level by UNK

Unit 3 MIS in Reproductive Health

Unit 4 Reproductive Health Indicators

UNIT 1 WEBSITES, REPORTS, SURVEYS, AND
PUBLICATIONS FOCUSING ON MATERNAL AND CHILD
HEALTH
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7.0 References/Further Reading

1.0 INTRODUCTION

Maternal health refers to the health of women durpregnancy,
childbirth, and the postnatal period. Each stageulshbe a positive
experience, ensuring women and their babies rdaah full potential
for health and well-being. Although important pregs has been made
in the last two decades, about 295 000 women diedng and after
pregnancy and childbirth) in 2017. This number maeceptably high.
The most common direct causes of maternal injurg death are
excessive blood loss, infection, high blood presswmnsafe abortion,
and obstructed labour, as well as indirect causeh s anaemia,
malaria, and heart disease. Most maternal deathpraventable with
timely management by a skilled health professiowalrking in a
supportive environment.

20 OBJECTIVES
By the end of this unit, you will be able to:
e list the different publications and reports focigson MCH
¢ highlight different websites and surveys on MCH.
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3.0 MAINCONTENT

3.1 Publicationsand Reports Focusing on MCH

Below are the publications, website, report, andresyt by WHO on
MCH:
o Exploratory meeting to review new evidence for é¢mtted
Management of Childhood lliness (IMCI) danger signs
o Lessons learned from applying the Accelerated Actay the
Health of Adolescents (AA-HA!) quidance for policy
development in early adopter countries: Barbados
o Lessons learned from applying the Accelerated Actar the
Health of Adolescents (AA-HA!) quidance for policy
development in early adopter countries: Sudan
e Levels and trends in child mortality report 2019
Estimates developed by the UN Inter-agency GroupChuld
Mortality Estimation
« Management of the sick young infant aged up to 2th®

Chart booklet
« Management of the sick young infant aged up to aths
IMNCI training course

Participant manual and facilitator guide

o Maternal Immunisation and Antenatal Care Situaf\malysis
(MIACSA) Project. Results Dissemination Meeting

o Strengthening quality midwifery education for Unisal
Health Coverage 2030: Framework for action

o Survive and thrive: transforming care for every Braad sick
newborn

o Guideline: implementing effective actions for impirmg
adolescent nutrition

« HIV and infant feeding in_emergencies: operatiomaldance
The duration of breastfeeding and support fromthesdrvices
to improve feeding practices among mothers livintp iV

o Improving the quality of paediatric care: an opeisl guide
for facility-based audit and review of paediatriomality

e Levels and trends in child mortality report 2018
Estimates Developed by the UN Inter-agency GroupChald
Mortality Estimation

o Nurturing care for early childhood developmentraniework
for helping children survive and thrive to transfohealth and
human potential

o Operationalising nurturing care: meeting report

o Quality, equity, dignity: the network to improvealily of care
for maternal, newborn, and child health — stratetiectives
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o Standards for improving the quality of care forldlen and
young adolescents in health facilities

e« WHO recommendation on the duration of bladder
catheterisation after surgical repair of simpletets& urinary
fistula

« WHO recommendations on home-based records for njer
newborn, and child health

« WHO recommendations: intrapartum care for a pasitiv
childbirth experience

« WHO recommendations: non-clinical interventionsréduce
unnecessary caesarean sections

o https://www.who.int/health-topics/maternal-healdistttab 1

o https://www.ncsl.org/research/health/maternal-anitde
health-overview.aspx

o https://www.who.int/healthsystems/topics/health-
law/chapter17.pdf

o https://www.healthypeople.gov/2020/topics-
objectives/topic/maternal-infant-and-child-health

o https://www.mchip.net/sites/default/files/MCH%20Bram%
20Indicator%20Survey%20Report%202013%20Sindh%20Pro
vince.pdf

o https://dhsprogram.com/data/DHS-Survey-Indicators-
Maternal-and-Child-Health.cfm

o https://www.mchip.net/qocsurveys/

40 CONCLUSION

In this unit, you learned about the publications;veys, reports, and
websites focusing on MCH.

50 SUMMARY

Maternal and child health (MCH) programs focus amlth issues
concerning women, children, and families, such axess to
recommended prenatal and well-child care, infand anaternal
mortality prevention, maternal and child mental Itteanewborn
screening, child immunisations, child nutrition asetvices for children
with special health care needs. States invest aithe children and
families to strengthen communities and avoid unssaey health care
costs.

SELF-ASSESSMENT EXERCISE

What are the WHO recommendations on home-basedrdecior
maternal, newborn, and child health?
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6.0 TUTOR-MARKED ASSIGNMENT
List the WHO publications focusing on MCH.
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1.0 INTRODUCTION

The United Nations Population Fund (UNFPA), formethe United
Nations Fund for Population Activities, is & agencyaimed at
improvingreproductive _and maternal heaWorldwide. Its  work
includes developing national healthcare strategeesl protocols,
increasing access torth contro| and leading campaigns againostid
marriage gender-based violencehstetric fistula andfemale genital
mutilation

The UNFPA supports programs in more than 150 casucross four
geographic regions: the Arab StateandEurope Asia and

the Pacific Latin Americaand theCaribbean andsub-Saharan Africa
Around three-quarters of the staff work in the dielt is a founding
member of théJnited Nations Development Groua collection of UN
agencies and programmes focused on fulfilling Shetainable
Development Goals

20 OBJECTIVES

By the end of this unit, you will be able to:
e state the various MCH programmes at the distrisielleby
UNFPA
e discuss the functions of UNFPA.

3.0 MAINCONTENT
3.1 Overview of MCH Programmes

The agency began operations in 1969 as the Uniattbms Fund for
Population Activities under the administration dfetUnited Nations
Development Fundn 1971 it was placed under the authority of
theUnited Nations General Assemblys name was changed to United
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Nations Population Fundin 1987. However, the smat term

of UNFPA has been retained. In September 20151 98Bemember states

of the United Nations unanimously adopted $hustainable
Development GoaJsa set of 17 goals aiming to transform the world
over the next 15 vyears. These goals are designed to
eliminatepoverty, discrimination  abuse angdreventable deaths
addresenvironmental destructiorand usher in an era of development
for all people, everywhere.

The Sustainable Development Goals are ambitioukttay will require
enormous efforts across countries, continents,simighs and disciplines,
but they are achievable. UNFPA works with governteepartners and
other UN agencies to directly tackle many of thgsals — in particular
Goal 3 on health, Goal 4 on education and Goal eviler equality
and contributes in a variety of ways to achieve ynafrthe other goals.
Executive Directors and Under-Secretaries-GendrideoUNFPA

. m" 2017-present: DRatalia Kanen(Panama)

« B H2011-2017: DBabatunde OsotimehifNigeria) (Deceased 4
June 2017)

2000-2010: Mg horaya Ahmed Obai(Saudi Arabia)
1987—-2000: DNafis Sadik(Pakistan)

M 1969-1987: MRafael M. SalagPhilippines)

UNFPA is the world's largest multilateral source foinding for
population andeproductive healtprograms. The Fund works with
governments and non-governmental organisationyén ®50 countries
with the support of the international communitypgarting programs
that help women, men, and young people:

e to voluntarily plan and have the number of childtkay desire
and to avoid unwantgaregnancies
undergo safe pregnancy and childbirth
avoid spreadingexually transmitted infections
decreaseiolence against women
increase the equality of women

e encouraging the use of birth control
UNFPA uses a human rights-based approach in prognagnto address
three "transformative goals":

e Zero preventable maternal death

e Zero gender-based violence

e Zero unmet need for family planning.
The Fund raises awareness of and supports eftorseet these goals,
advocates close attention to population concerns$ laps nations
formulate policies and strategies in supporswftainable development
Dr Osotimehin assumed leadership in January 20h#&. Hund is also
represented byYNFPA Goodwill Ambassado@nd a Patron. UNFPA
works in partnership with governments, along witheo United Nations
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agencies, communities, NGOs, foundations and theter sector, to
raise awareness and mobilise the support and mE=sPureeded to
achieve its mission to promote the rights and heaft women and
young people.

Contributions from governments and the private @etd UNFPA in

2016 totalled $848 million. The amount includes $3&illion to the

organisation's core resources and $495 million adced for specific

programs and initiatives.

Detailed List of Joint Programmes

CAJO2 - Sexual Violence Project in DRC

CAJ04 - Amelioration de I'etat de sante de la ré@pcion en Haiti

ZZJ29 - Abandonment of Female Genital MutilationtDg

UZJ02 - Multi-Sectoral Gender-Based Violence atiidisL evel

UZJ03 - Combating Violence against Women and GirlPapua

Province Indonesia

UZJ04 - Prevention of Gender-Based Violence irL8nka

UZJO5 - Implementing the National Population Pok€11-2014

UZJ06 - Promoting Gender Equality at Local LevelJ urkey

UZJO7 - Development National Capacity to Countefaoimestic

Violence in Belarus

10.UZJ08 - Gender-Based Violence Prevention & Respon$éorth
and North Eastern Uganda

11.UZJ09 - Maternal & Neonatal Mortality, & Morbiditfgeduction in
Bangladesh

12.UZJ10 - H4 Global Initiative for Maternal & NewboHealth

13.UZJ11 - Sexual & Gender-Based Violence in Liberease I

14.UZJ12- Women's and Children's health in Kosovo

15.UZJ13 - Programme of Adolescent Girls MWI-2658

16.UZJ14 - H4+ Global Initiative for Reproductive, Matal,
Newborn, & Child Health

17.UZJ15 - Maternal Mortality Survey & Emergency Olhste &
Newborn Care (EMONC) Needs Assessment in S. Sudan

18.UZJ16 - Prevention of Violence against Women in t@#n
America

19.UZJ17 - Gender-Based Violence Survivors to Accass Saving
Services in Jordan

20.UZJ18 - Reproductive Maternal & Child Health Fingge
RMNCH Fund

21.UZJ19 - Supporting the Sexual and Gender-Basedeiiel
Survivors to Access Life Saving Services-Part I

22.(Heymati: Promoting women and Girls Health andM8elng)

23.UZJ20 - Developing Field-Level GBV Capacity for Iroped
Service Delivery, Information Management, and h#&gency
Coordination

arwbNPE

©o~NOo
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24.UZJ21 - Strengthening the Multi Sectorial ApproaohGender-
based Violence Prevention and response in NorttiNaith Eastern
Uganda

SELF-ASSESSMENT EXERCISE
Outline the various MCH programmes at the distaeel by UNFPA.
40 CONCLUSION

In this unit, you have learnt about UNFPA and itsdtions with various
MCH programmes at the district level.

5.0 SUMMARY

UNFPA is the United Nations sexual and reproductiealth agency,
UNFPA calls for the realisation of reproductive hig for all and
supports access to a wide range of sexual and degiive health
services — including voluntary family planning, matal health care and
comprehensive sexuality education.

UNFPA Supports:

1. Reproductive health care for women and youtmame than 150
countries — which are home to more than 80 per oérthe world’s
population

2. The health of pregnant women, especially thallomwho face
life-threatening complications each month

3. Reliable access to modern contraceptives seffido benefit 20
million women a year

4. Training of thousands of health workers to rexipure at least 90
per cent of all childbirths are supervised by skilattendants

5. Prevention of gender-based violence, which &fédn 3 women
6. Abandonment of female genital mutilation, whitlarms 3
million girls annually

7. Prevention of teen pregnancies, complicationsvleith are the
leading cause of death for girls 15-19 years old

8. Efforts to end child marriage, which could affan estimated 70

million girls over the next 5 years

9. Delivery of safe birth supplies, dignity kitsychother life-saving
materials to survivors of conflict and natural diwa

10. Censuses, data collection, and analyses, vdrelessential for
development planning

6.0 TUTOR-MARKED ASSIGNMENT

1. Discuss all you know about UNFPA.
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1.0 INTRODUCTION

3.1 Management Information Systems (MIS) in Reproductive
Health

Health Management Information Systems (HMIS) are ofh the six
building blocks essential for health system streeging. HMIS is a
data collection system specifically designed to pswp planning,
management, and decision-making in health faglitied organisations.
A well-functioning health information system ensures the production,
analysis, dissemination and use of reliable ancklfinmformation on
health determinants, health system performancehealth status.

20 OBJECTIVES

By the end of this unit, you will be able to:
e define HMIS
e explain the rationale of HMIS
e discuss the benefits of HMIS.

3.0 MAINCONTENT

The use of an HMIS in support of health systemsfpenance

assessment and to address deficiencies and gdbps services has
often been recommended by researchers. Healthniatayn System

(HIS) is “a system that provides specific informatisupport to the
decision-making process at each level of an org#ois. A health

management information system is an essential ftmoktrengthening

planning and management in health facilities. Aopwentional HMIS

enables monitoring of service delivery in termsaaicess, coverage,
expenditure, human resources, disease profiles@aith outcomes.

The purpose of HMIS is to routinely generate qydigalth information
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and use that information for management decisiansmprove the
performance of health services delivery. Anothen ar purpose is to
ascertain the utility of an HMIS and its use asoal to monitor the
guality of care along with its customary usage. dbgctive of HMIS
would then not only be to record information on ltteavents, but also
to check the quality of the services at differeviels of health care

Quality HMIS information means that the informatigenerated by
HMIS is:

e relevant

e timely

e complete (both in geographical coverage and in deroh

range/amount of data it is supposed to provide)
e valid (provides the information that it is supposegrovide)
e reliable (the information is consistent).

Routine information needs for health management:
e information on health service performance and cayerfor
promotive, preventive, and curative services
e information on diseases, health conditions
e information on health resources.

Expected benefits of adapting the health managermdntmation
system includeBenefit for the community

e Benefit for health providers

e Benefit for policymakers/local government

e Benefit for health system development

A well-functioning health information system ensuriéne production,
analysis, dissemination and use of reliable anélyirhealth information
by decision-makers at different levels of the Hea#tystem, both
regularly and in emergencies. It involves three dms of health
information: health determinants; health systemsfopmance; and
health status. To achieve this, a health infornmagigstem must:

e Generate population and facility-based data: froemsases,
household surveys, civil registration data, publiealth
surveillance, medical records, data on health sesvand health
system resources (e.g. human resources, healdistinfcture, and
financing);

e Have the capacity to detect, investigate, commu@icand
contain events that threaten public health secwityhe place
they occur, and as soon as they occur;

e Have the capacity to synthesize information andmmte the
availability and application of this knowledge.
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SELF-ASSESSMENT EXERCISE
1. Define HMIS to reproductive health.
40 CONCLUSION

In this unit, you've learned about HMIS, the raate and the benefits
of HMIS.

50 SUMMARY

Routine Health Management Information Systems (HMé®e the
backbone of monitoring service delivery programshat national level
in low- and middle-income countries. Several globafiatives have
issued recommendations for core maternal and newlwozalth
indicators, including some that should be trackédha global and
national levels via routine HMIS. However, it istneell understood
which countries are already collecting this infotima and which ones
would need to revise their HMIS to track these cathbrs.

6.0 TUTOR-MARKED ASSIGNMENT

1. List the benefits of HMIS.

7.0 REFERENCESFURTHER READING
HMIS Guideline 2017-Department of Health Services

Sexual and Reproductive Health- WHO, 2019.
https://www.who.int/reproductivehealth/en/

Reproductive Health Monitoring and Evaluation - WHEZD19.
http://www.who.int/reproductivehealth/topics/momita/en/

https://www.mcsprogram.org/resource/hmis-review/

https://www.mcsprogram.org/resource/health-managé&méormation-
systems-hmisreview/

https://journals.plos.org/plosone/article?id=10 /gxurnal.pone.02136
00 https://globalhealth.org/event/webinar-whaiadd-national-health-
managementinformation-systems-include-a-reviewsofshsystems-
for-maternal-newborn-and-childhealth-and-nutriteomd-family-
planning
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1.0 INTRODUCTION

At the Millennium Summit sponsored by the United tiNias in
September 2000, the members of the United Natieaffirmed their
commitment to working towards a world in which susable
development and the elimination of poverty wouldrérdhe highest
priority. This initiative is known as the Millenmu Project, with its
Millennium Development Goals (MDGs) and relatedjéds. The MDGs
were guided in part by agreements and resolutidngnternational
conferences over the past decade, including tieerational Conference
for Population and Development (ICPD) in Cairo 894. The goals are
commonly accepted as a framework for measuring ldpueent
progress. Reproductive health affects the livewaihen and men from
conception to birth, through adolescence to old, agel includes the
attainment and maintenance of good health as wehea prevention and
treatment of ill-health. Indicators are markersheflth status, service
provision, or resource availability, designed tal@e the monitoring of
service performance or program goals.

20 OBJECTIVES

By the end of this unit, you will be able to:
e outline reproductive health indicators
e discuss the importance of reproductive health Bidics.

3.0 MAIN CONTENT

In the years following the ICPD, international ages agreed on a
shortlist of 17 indicators for monitoring reprodwet health goals. these
17 largely population-based indicators provide amereiew of the
reproductive health (RH) situation at the globat amational levels,
endorsed by the WHO and the United Nations InteregeNorking
Group.
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The purpose of this set of indicators is to provaheoverview of the
reproductive health situation at global and natidenels. The objective
is not to present a comprehensive set of indicafors program
monitoring and evaluation. This set of indicat@®ot meant to serve as
an index; rather, it draws attention to the key soeable areas of
reproductive health.

Below are the 17 indicators:

Total Fertility Rate (TFR)

The total number of children a woman would havetliy end of her
reproductive period if she experienced the curyeptlevailing age-
specific fertility rates throughout her childbeayifife. According to
NDHS 2018, the total fertility rate for the 3 yegneceding the survey
Is 5.3 children per woman (4.5 in urban areas a@dnbrural areas).
Numerator: Sum of the ASFRs x 5

Denominator: 1000

Contraceptive Prevalence Rate (CPR)

Percent of women of reproductive age (15-49) wieousing (or whose
partner is using) a contraceptive method at a qdati point in time.
According to NDHS 2018, modern contraceptive usaigher among
sexually active unmarried women (28%) than amongeoatly married
women (12%). The contraceptive prevalence ratamgrmethod is 17%
among currently married women.

Numerator: Number of women of reproductive ageisit of pregnancy
who are using (or whose partner is using) a corgggitcve method at a
given point in time

Denominator: Number of women of reproductive age rigk of
pregnancy at the same point in time

Maternal Mortality Ratio (MMR)

The annual number of maternal deaths per 100,000 births.
According to NDHS 2018, the maternal mortality oafior the 7 years
before the 2018 NDHS is estimated at 512 materaaths per 100,000
live births. Numerator: All maternal deaths occurring in a petio
(usually a year) Denominator: Total number of liveths occurring in
the same period

Antenatal Care Coverage

Percent of women attended at least once duringnprexy, by skilled
health personnel (excluding trained or untrainedditronal birth
attendants), for reasons relating to pregnancy.coAting to NDHS
2018, dout 67% of women age 15-49 who gave birth in the 5 gear
preceding the survey received antenatal care (AR@N a skilled
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provider during the pregnancy for their most receinth. Fifty-seven
percent had at least four ANC visifdumerator: Number of pregnant
women attended, at least once during their pregparzy skilled
personnel for reasons related to pregnancy duririgced period
Denominator: Total number of live births during th@me period

Per cent of Births Attended by Skilled Health Per sonnel

On the percentage of births attended by skilledlthepersonnel
(excluding trained or untrained traditional birtteadants)- according to
NDHS 2018, Forty-three percent of births were #ésdidy a skilled
provider.

Numerator: Births attended by skilled health perseln during a
specified period

Denominator: Total number of live births during thgecified period

Availability of Basic Essential Obstetric Care

Number of facilities with functioning basic essahtbbstetric care per
500,000 population

Numerator: Number of facilities with functioningds@care X 500 000
Denominator: Total population

Availability of Comprehensive Essential Obstetric Care

The number of facilities with functioning comprelkes® essential
obstetric care per 500,000 population.

Numerator: Number of facilities with functioningdi@care X 500 000
Denominator: Total population

Perinatal Mortality Rate (PMR)

The number of perinatal deaths per 1,000 totah&irPerinatal deaths
comprise stillbirths (pregnancy losses occurringeraf/ months of
gestation) and early neonatal deaths (deaths @binths within the first
7 days of life). According to NDHS 2018, during theg/ears before the
survey, the perinatal mortality rate was 49 dep#rsl,000 pregnancies.
Numerator: Number of perinatal deaths (fetal deathd early neonatal
deaths) x 1000

Denominator: Total number of births

Low Birth Weight Prevalence

Percent of live births that weigh less than 2,508¢cording to NDHS
2018, the percentage of mothers reporting inforomatn birth weight
has fluctuated over the years, decreasing from 82908 to 16% in
2013 before rising to 24% in 2018. The percentdgafants weighing
less than 2.5 kg at birth was 8% in 2008 and 20hBewt was 7% in
2018.

Numerator: Number of liveborn babies who weigh g 2500 g x
100
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Denominator: Total number of live births

Positive Syphilis Serology Prevalencein Pregnant Women

Percent of pregnant women (15-24) attending andémdinics, whose
blood has been screened for syphilis, with posgmmlogy.

Numerator: Number of pregnant women aged 15-24 syestiending
antenatal clinics, whose blood has been screenedsyphilis, with
positive serology during a specified period x 100

Denominator: Total number of pregnant women aged2#5years
attending antenatal clinics, whose blood has bexrened for syphilis
during the specified period

Prevalence of Anemiain Women

Percent of women of reproductive age (15-49) sa@eédar hemoglobin
levels with levels 110g/l for pregnant women, ar@Dd/l for non-
pregnant women. According to NDHS 2018, 58% of worage 15-49
are anaemic.

Numerator: Number of women of reproductive age esued for
haemoglobin levels who have levels below 110 gAgimant women)
and 120 g/l (non-pregnant women) during a specifiedod x 100
Denominator: Total number of women of reproductige screened for
haemoglobin levels during the specified period

Percent of Obstetric and Gynecological Admissions Owing to
Abortion

Percent of all cases admitted to service delivasintp providing in-
patient obstetric and gynaecological services, whie due to abortion
(spontaneous and induced, but excluding planneditation of
pregnancy).

Numerator: Admissions for abortion-related complioas x100
Denominator: All admissions, except those for pithtermination of
pregnancy

Reported Prevalence of Women with FGC

Percent of women interviewed in a community surkggyorting having
undergone FGC. According to NDHS 2018, 20% of woraga 15-49
are circumcised, a decrease from the figure of &&86rted in 2013.
Numerator: Number of women interviewed in a comtgustrvey who
report having undergone genital mutilation x100

Denominator: Total number of women interviewechia survey

Prevalence of Infertility in Women

Percent of women of reproductive age (15-49) &t ofspregnancy (not
pregnant, sexually active, non-contracepting, aond-lactating) who
report trying for a pregnancy for two years or more
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Numerator: Number of women of reproductive age 485years) at risk
of becoming pregnant (as defined above) who reptyting
unsuccessfully for pregnancy for two years or mdr@0

Denominator: Total number of women of reproductage at risk of
becoming pregnant

Reported Incidence of Urethritisin Men

Percent of men aged (15-49) interviewed in a comtyusurvey
reporting episodes of urethritis in the last 12 then

Numerator: Number of men aged 15-49 years who tegddraving one
or more episodes of urethritis in the previous Xhths x 100
Denominator: Number of men aged 15-49 years inggred in the
survey

HIV Prevalence among Pregnant Women

Percent of pregnant women (15-24) attending andémdinics, whose
blood has been screened for HIV and who are seitofo®or HIV.
Numerator: Number of HIV-positive blood samplestakom pregnant
women aged 15-24 years* at selected antenatal cslinisentinel
surveillance sites) x 100

Denominator: Total number of blood samples takesmfrpregnant
women aged 15-24 years from selected antenataicglithat were
tested for HIV

*In the immediate post-pubertal age group (i.e. thge group just
beginning sexual activity virtually all prevalemiféctions could be used
as a proxy for incident (new) infections.

Knowledge of HIV-related Prevention Practices

Percent of all respondents correctly identify &liee major ways of
preventing the sexual transmission of HIV and rejgaee major
misconceptions about HIV transmission or preventidocording to
NDHS 2018, 46% of women and 45% of men age 15-49 ha
comprehensive knowledge about the modes of HIVstrassion and
prevention.

Numerator: Number of survey respondents (women iaet) who
correctly identify all three major ways of prevergtisexual transmission
of HIV, and who also reject all three major misceptions about HIV
transmission or prevention x100

Denominator: Total number of respondents includethe survey

SELF-ASSESSMENT EXERCISE

Write short notes on the following:

I) Total Fertility Rate (TFR) (i) Low Birth Weight
Prevalence
iii) Prevalence of Anemia in Women iv) Knowtge of HIV-related
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Prevention Practices
40 CONCLUSION

In this unit, you've learned about the 17 indicataf reproductive
health.

50 SUMMARY

In the years following the ICPD, international ages agreed on a
shortlist of 17 indicators for monitoring reprodwet health goals. these
17 largely population-based indicators provide ameraew of the
reproductive health (RH) situation at the globatl amational levels,
endorsed by the WHO and the United Nations InterageNorking
Group.

6.0 TUTOR-MARKED ASSIGNMENT
1. Discuss in detail the reproductiveltieimdicators.
7.0 REFERENCES/FURTHER READING

Maternal mortality in 2000: Estimates developedWiHO, UNICEF,
and UNFPA. World Health Organisation, Geneva, 2004.

United Nations. Report of the International Confeee on Population
and Development. New York, United Nations, 1994 c(doent A/
CONF.171/13).

Report of the Ad Hoc Committee of the Whole of fheenty-first
Special Session of the General Assembly. New YUrkifed Nations,
1999 (document A/S-21/5).

Pressat, R. Demographic Analysis. New York, Aldiktberton, 1972.
2.

World population prospects: the 1998 revision. N&ark, United
Nations,

Interviewer's manual for use with model “A” questiwire for high
contraceptive prevalence countries. Calverton, MBg¢ro International,
1997 (DHS-III Basic Documentation, No. 3).

Hatcher, R.A.et al (1989). Contraceptive Technology: International
Edition. Atlanta, GA, Printed Matter, 1989.

182



PHS 804 MATERNAL AND CHILD HEALTH

Ross, J., Stover, J., Willard, A. Profiles for famiplanning and
reproductive health programs. Glastonbury, CN, F#u Group
International, 1999. 4. Levels and trends of car@péive use as assessed
in 1998. New York, United Nations, 1999 (documeS®#E/ WP.155).

Contraceptive method mix: guidelines for policy asetvice delivery.
Geneva, World Health Organisation, 1994.

ICD-10. International statistical classification diseases and related
health problems: 10th revision. Geneva, World Hedlrganisation,
1992.

AbouZahr, C. (1998). Maternal mortality overviem: Murray, C.J.L.,
Lopez, A.D., (Eds.).Health Dimensions Of Sex And Reproduttio
Cambridge, MA, Harvard University Press, 1998:11164 (Global
Burden of Disease and Injury Series, Vol. Ill).

Graham, W., Brass, W., Snow, R.W. (1988)direct Estimation of
Maternal Mortality: The Sisterhood Method. Studi@s Family
Planning,1989, 20:125-135.

Stanton, C. Abderrahim, N., Hill, K. (2000An Assessment of DHS
Maternal Mortality Indicators. Studies in Family d&ining, 2000,
31:111-123.

Beyond the numbers. Reviewing maternal deaths antplications to
make pregnancy safer. Geneva, World Health Orgaoins£2004.

183



