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Introduction

Children represent the future. Ensuring their thgalgrowth and

development ought to be the concern of all sodetiewborn are particularly
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vulnerable and “children are vulnerable to malrigtni and infections diseases,

many of which can effectively be prevented or &dat Newborn life is fragile

almost close to four million children die every y@athin a month of their birth.

Health risks to newborn are minimized by

¢ Quality care during pregnancy

« Safe delivery by a skilled birth attendant.

« Strong neonatal care: immediate attention to bnegithvarmth, hygienic cord
and skin care and exclusive breastfeeding

WHAT YOU WILL LEARN IN THIS COURSE.

» This course consists of units and a course guids dourse guide tells you
briefly what the course is about, what course neteyou will be using and
how you can work with these materials. It also ad¥es some general
guidelines for the amount of time you are likelysijgent on each unit of the

course in order to complete it successfully.

> It will also guide you in the area of you Tutor hked assignment which will

be made available in the assignment file.



COURSE GUIDE
It is advisable to attend these tutorial sessidimg course will enlighten
you on child care and some of the challenges waichild faces and how to go
about them.
COURSE AIMS
This course aimdo provide you with the care of the child age (urble
years) and some of the challenges and their sakitio
COURSE OBJECTIVES
The course has a set of objectives. Each unit pasfge objectives which
are at the beginning of the unit. You should alwasgd the unit at the beginning
and the end of your studies to check on your pssgyrié can also be referred to
during the course of your studying the unit. Thid enable you to follow the
instruction in the unit.
Below are some of the courses by meeting thesectol®e you will have
achieved the aims of the course as a whole. Afteérggthrough the course, you
should be able to:
» Assess the condition of the new born
» Describe the physiological changes taking pladsrtt.

» Know the various ways of child care

» Describe the physical growth and various aspedeotlopment of the new

born.



Be familiar with daily examination of the new born

Be familiar with breastfeeding and complementagdfag of the child
Food hygiene and safety measures

Immunization of the under-5 children

Some of the conditions that expose the babiesko ri

v Vv Vv VY VY 'V

What is IMCI (Integrated Management of Childhood lliness)

% Why IMCI is a better approach.
% Know what community integrated management of tim@d illness
(IMCI) is

% Know some of the conditions which may expose thiel ¢b grave danger.
% Know the right of the child
% Be familiar with who a child is.
% Child justice.
Working through this Course

You are required to read each study unit, readtektbooks and read
other materials which may be provided by the Natio@pen University of
Nigeria.

The Course Materials

Study Units

The study unit in this course is as follows:



Module 1-Physiology and care of the new born

Unit Il — Physiology of the new born

Unit | — Care of the new born

Module 2

Unit 1l and Unit IV — Process of growth in the ndarn

Unit V and Unit VI — Nutrition in children underygears

Module 3

Unit VIl and Unit VIII — Assessment of health ofilchren 0-5 years

Unit IX — Immunization status of children 0-5ye#t$

Unit X — Immunization status of children 0-5yeait$ (

Module 4

Unit X1 — Children who are at risk for specific ainhons

Unit X1l — Concept of Integrated Management of @heh iliness

Unit X1l — Community Integrated Management of @nbod iliness

Unit XIV — Condition which may expose the childgoave danger

Unit XV — Child Right Act.

Each unit consists of one or two weeks’ work ancludes an introduction,

objectives, reading materials, exercises, conahjsssmmary Tutors Marked
Assignments (TMAS), references and other resourtles. unit directs you to

work on exercises and tests you on the requiredingaln general, these
exercises test you on the materials you have mstred or require you to apply
it in some way and thereby assist you to evaluate progress and to reinforce
your comprehension of the material. Together wilthAE, these exercise will

help you in achieving the stated learning objestigéthe individual units and

of the course as a whole.
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Your course materials have important dates foredndy and timely completion
and submission of your TMAs and attending tutorideu should remember
that you are required to submit all you assignméwtshe stipulated time and
date. You should guard against falling behind iary@ork.
ASSESSMENT

There are three aspects to assessment of the céingeis made up of
self-assessment exercises, second consists aitthrentarked assignments and
third is the written examination/end of course exstion.
You are advised to do the exercises. In tackling &élssignments, you are
expected to apply information, knowledge and teghes, gathered during the
course. The assignments must be submitted to yacitithtor for formal
assessment in accordance with the deadlines stathd presentation schedule
and the assignment file. The work you submit torytoitor for assessment will
count for 30% of your total course work. At the exfdhe course you will need
to sit for a final or end of course examinatiorabbut three hour duration. This
examination will count for 70% of your total coumsark.
Tutor-Marked Assignment
The TMA is a continuous assessment component af gowrse. It accounts for
30% of the total score. You will be given four (BMAs to answer. Three of
these must be answered before you are allowedt tiorsthe end of course
examination. The TMAs would be given to you by yfagilitator and returned
after you have done the assignment. Assignmenttiqunesfor the units in this
course are contained in he assignment file. Yol be@lable to complete your
assignment from the information and material cow@di in your reading,
references and study units. However, it is destrahl all degree level of

education to demonstrate that you have read aedne®ed more into your
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references, which will give you a wider view poartd may provide you with a
deeper understanding of the subject.
Make sure that each assignment reaches your &ciliton or before the
deadline given in the presentation schedule antyrasent file. If for any
reason you can not complete your work on time, actingour facilitator before
the assignment is due to discuss the possibilitgroéxtension. Extension will
not be granted after the due date unless therexasptional circumstances.
Final Examination and Grading

The end of course examination for introduction tardk Sociology will
be for about 3 hours and it has a value of 70%heftotal course work. The
examination will consist of questions, which waiflect the type of self-testing,
practice exercise and tutor-marked assignment @nablyou have previously
encountered. All areas of the course will be aggkss
Use the time between finishing the last unit arttingi for the examination to
revise the
Whole course. You might find it useful to reviewuwyoself-test, TMAs and
comments on them before the examination. The endoafse examination
covers information from all parts of the course.

Course Marking Scheme

Assignment Marks

Assignments 1-4 Four assignments, best three
marks of the four count at 1006
each -30% of course marks.
End of course examinatigry0% of overall course marks.

Total 100% of course materials.




Facilitators/Tutors and Tutorials

There are 16 hours of tutorials provided in suppérhis course. You will be

notified of the dates, times and location of thederials as well as the name
and phone number of your facilitator, as soon as e allocated a tutorial
group.

Your facilitator will mark and comment on your ggsmnents, keep a close
watch on your progress and any difficulties you mhidgace and provide

assistance to you during the course. You are eggetd mail your Tutor

Marked Assignment to your facilitator before thénedule date (at least two
working days are required). They will be markedybyr tutor and returned to
you as soon as possible.

Do not delay to contact your facilitator by telepboor e-mail if you need

assistance.

The following might be circumstances in which yowuhd find assistance
necessary, hence you would have to contact youitdédar if:
“ You do not understand any part of the study oradsgned readings.
* You have difficulty with the self-tests
% You have a question or problem with an assignmemtith the grading of
an assignment.
You should endeavor to attend the tutorials. Thithe only chance to have face
to face contact with your course facilitator andask questions which are
answered instantly. You can raise any problem emeoed in the course of
your study.
To gain much benefit from tutorials prepare a quoastlist before
attending them. You will learn a lot from particiipgy actively in discussions.
| wish you success in the course and also hopethisamaterial will be

interesting and useful to you.
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UNIT | — PHYSIOLOGY OF THE NEW BORN

1.0.Introduction

The birth process is stressful to the bodyl daherefore demands his
adaptation to ensure survival. The condition of by at the % few minutes
(about 5 minutes) can therefore predict the suhvate of the child. As soon as
the baby is born, the midwife dries its skin. Assasnt of the condition of the
baby at 1 and 5 minutes after birth is done usimg Apgar score. Major
adjustment takes place. This initial adaptatioarigcial to the baby’s subsequent
well-being and should be understood and facilitétedhe midwife at the time of
birth. There are a number of changes that an iisféady undergoes to allow it
to survive outside the womb and adapt to life imesv environment. More than
half of the life-born children who do not survivatil adolescence die in theé'1
week of life and most of these early neonatal deatiay be regarded as
representing a failure of the adaptation of extexine life (clement, 1959).
Understanding of the physiology of the newborrmeré¢fore very important
2.0.0bjectives

At the end of this unit you should be able to:

1) Assess the condition of a newborn.

2) Describe the physiological changes taking plad®sri.

3) Discuss adaptation of extra-uterine life.

4) Imitate breathing in the newborn.

3.0.Main content
3.1.Assessment of the condition of a newborn

It is the responsibility of the midwife ason as she takes delivery of the
newborn to dry the skin with special attentiontte head. This helps to minimize

heat loss. At 1 minute and 5 minutes, the condiabthe baby is assessed by

17



using “apgar score”. Apgar score gives an indicatibthe baby’s ability to adapt

to extra-uterine life (Cronje & Grobler 2003).

Assessment at 1 minute indicate the degree ofalesuppression of baby and it

Is important for further management of resuscitatibhe 5 minutes apgar score

gives an indication of the baby’s ability to adéptextra-uterine life (Gronje &
Grobler, 2003). The higher the score, the beteotitcome for the baby.

Table 1.1The apgar score is assessed at 1minute and 5 minsitafter birth.

Medical aid should be sought if the score is leskan 7. ‘Apgar minus colour’

score omits the fifth sign. Medical aid should beaught if score is less than 6.

Score
Sign 0 1 2
Heart rate Absent Less than 100 b.p.m  More tharblj®®n
Respiratory effort Absent Slow, irregular Good pyicg
Muscle tone Limp Some flexion of limb#ctive
Reflex response to stimulusone Minimal grimace Cough or sneeze
Colour Blue, pale| Body pink, extremiti¢ Completely pink

blue

Adapted from: Myles Textbook for Midwives 2006

The apgar score is assessed as follows:

A mnemonic
Appearance

Pulse (heart rate)

Grimace (i.e. response to stimuli)

Active (i.e. tone)

Respiration

3.2.Physiological Changes Taking Place at Birth

- Respiratory _system The normal baby has a shallow, erratic and

diaphragmatic breathing pattern, resting respiyatate of 35-40 breaths per
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minute, chest and abdomen rising and falling Byorously. Respirations are
interspersed with brief 10-15 minutes second psrafd apnea. This is known as
periodic breathing. Apart from the initial profounespiratory efforts at birth, no
nasal flaring, sterna or sub coastal recessionrmtipg is present. Pattern of
respiration alters during sleeping and walkingestaRespiration difficulties can
occur because of neurological, metabolic, circulator thermoregulatory
dysfunction as well as infection, airway obstruatior abnormalities of the
respiratory tract itself (Myles 2006)
Babies have a lusty cry, which evokes an imntedi@sponse from careers.

The cry is normally loud and of medium pitch, uslaseurological damage,
infection or hypothermia is present, when it may lbgh pitched or weak.
Transient cyanosis may arise in the first few dayen the baby is crying and
altered pressure gradients increase right-to-fefnts within the heart and great
vessels. This is of no clinical significance (MyR2306).
Lungs and Circulatory System

At birth, the baby’s lungs are filled with amtic fluid and are not inflated.
The baby takes the first breath within about 1®eds after delivery. It sounds
like a gasp as the newborn’s central nervous syséaats to the sudden change
in temperature and environment. Once the umbilecatl is cut and the baby
takes the first breath, a number of changes oacuthé infant’s lungs and
circulatory system:

* Increased oxygen in the lungs causes a decreddeod flow resistance to

the lungs.

» Blood flow resistance of the baby’s blood vess&de ancreases.

* Amniotic fluid drains is absorbed from the resprgtsystem

* The lungs inflate and begin working on their owrmgvwing oxygen into the

bloodstream and removing carbon-dioxide by bregtbut (exhalation).

Temperature Regulation
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A developing baby produces heat about twice asimsan adult. That heat
dissipates as blood flows into the mother’s cirtalavia the placenta and is
cooled. A small amount of heat is removed throdghdeveloping baby skin, the
amniotic fluid and the uterine wall.

After delivery, the newborn begins to lose heatdpeors on the baby’s skin
send messages to the brain that the baby’s bodglés The baby’s body then
creates heat by non shivering thermogenosis aralibying stores of brown fat
(a type of fat found only in fetuses and newborns).

Liver

In the foetus, the liver acts as a storatge feir sugar (glycogen) and iron.
When the baby is born, the liver has various fuomdi

* It produces substances that help the blood to clot.

* It begins breaking down waste products such asssxesl blood cells.

» |t produces a protein that helps break down bilirulf the baby’s body

does not properly break down bilirubin, it can léaschewborn jaundice.
Urinary System

The developing baby’s kidney begins prodgainne by 9-12 weeks into the
pregnancy. After birth, the newborn will usuallyinate within the first 24 hours
of life. The kidneys become able to maintain thely® fluid and electrolyte
balance.

The rate at which blood filters through Kigney (glomerular filtration rate)
increases sharply after birth and in the first 2kegeof life,still it takes some time
for the kidneys to get up to speed. Newborns hasg &bility to remove excess
salt (Sodium), to concentrate or dilute the urinenpared to adults. This ability
improves over time.

Gastrointestinal Tract
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A baby’s gastrointestinal system doesnilyféunction until after birth. In
late pregnancy, the foetus produces a tarry gredtack waste substance called
Meconium. Meconium is the medical term for the nemtinfant’s first stools.

Meconium is composed of amniotic fluid, raus, lanugo (the fine hair that
covers the baby’s body), bile and cells that hagenbshed from the skin and
intestinal tract. In some cases, the baby passedss{Meconium) while still
inside the uterus.
3.3.Adaptation of extra-uterine life

Pulmonary adaptation

Until the time of birth, the foetus depends upon
maternal blood gas exchange via the maternal lmagtlae placenta. Following
the sudden removal of the placenta after deliveeyy rapid adaptation takes
place to ensure continued survival.

Before birth, the foetal lung is full of fiiiwhich is excreted by the lung
itself. During birth, this fluid leaves the alvedither by being squeezed up the
airway and out of the mouth and nose, or by mowangss the alveoli walls
where it is drained by the lymphatic system (dek&akan der walt 2004)

The stimuli of respiration include mild hypapnia, hypoxia and acidosis
which result from labour, due partially to the mmbtent cessation of maternal-
placental perfusion with contraction (Myles 2008)onsiderable negative
intrathoracic pressure of up to 9.8 KPa (100cm wyate excreted as the first
breath is taken. The pressure exerted to effeclation diminishes with each
breath taking until only 5cm water pressure is neguto inflate the lungs. This
effect is caused by surfactant, which lines theeally lowering the surface
tension thus permitting residual air to remain e talveoli between breaths.
Surfactant is a complex of lipoproteins and pratemmoduced by the alveolar
type 2 cells in the lungs and is primarily concermath the reduction in surface
tension at the alveolar surface, thus reducingvibik of breathing (Halliday et al
1998, de kock & van der walt 2004)
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Cardiovascular Adaptation

Before birth, the foetus relies solely oa flacenta for all gas exchanges and
excretion of metabolic waste. Following separabéithe baby from the placenta
at birth its circulatory system makes major adj@sita in order to divert
deoxygenated blood to the lungs for reoxygenatidhis involves several
mechanisms which are influenced by the clampinthefumbilical cord and by
lowered resistance in the pulmonary vascular begd#12006)

During fetal life only approximately 10% d&fet cardiac output is circulated to
the lungs through the pulmonary artery. With th@amsion of the lungs and
lowered pulmonary vascular resistance, virtuallyoélthe cardiac output is sent
to the lungs. Oxygenated blood returning to thethfeam the lungs increases the
pressure within the left atrium. At almost the satinge, pressure in the right
atrium is lowered because blood ceases to flowutiitahe cord. As a result, a
functional closure of the foramen ovale is achiev@dring the first days of life
this closure is reversible; reopening may occysulimonary vascular resistance
Is high, for example when crying, resulting in semt cyanotic episodes in the
baby (Perry 1995, de Kock &van der Walt 2004). Bketa usually fuse within
the ' year of life, forming the interatrial septum, tiybuin some individuals
perfect anatomical closure may never be achieved.

The ductus arteriosus, which is nearly asewas the aorta, provides a
diversionary route to bypass the lungs of the fe@ientraction of its muscular
walls occurs almost immediately after birth. Thasthought to occur because of
sensitivity of the muscle of the ductus arterioguscreased oxygen tension and
reduction in circulating prostaglandin (Heyman 1088s a result of altered
pressure gradients between the aorta and pulmantewy, a temporary reverse
left-to-right shunt through the ductus may perfsta few hours, although there
Is usually functional closure of the ductus witBHi0 hours of birth. Intermittent
patency has been demonstrated in most healthytfarthe first 3 days of life

(Lim et al 1992), but complete closure takes sdvaranths. Persistence or
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reopening of the ductus, with associated cyanascyanotic attacks, may occur
If pulmonary vascular resistance is high or hypagigresent. This is a common
problem in preterm infants with respiratory distragndrome. Persistence of the
foramen ovale or ductus arteriosus, or both, maiiffégaving in some forms of
congenital heart abnormality
The remaining temporary structures of thalfetrculation — the umbilical
vein, ductus venosus and hypogastric arteries sedonctionality within a few
minutes after birth and construction of the corcatomical closure by fibrous
tissue occurs within 2-3 months, resulting in tbenfation of the ligamentum
teres, ligamentum venosum and the obliterated ygtog arteries. The proximal
portions of the hypogastric arteries persist astiperior vesical arteries.
4.0.Conclusion
A newborn baby’s survival is dependent on tleadition at birth and its
ability to adapt to an extra-uterine environmenhisTinvolves adaptation in
cardiopulmonary circulation and other physiologiajustments to replace
placental function and maintain homeostasis. Thdwfe therefore must be
knowledgeable and skillful on the management ang cd the newborn for
survival.
5.0.Summary
The birth process is stressful to the babytaedefore demands its adaptation
to ensure survival. This unit dealt with the asses# of the condition of the
newborn by the use of Apgar score to measure thditoon of the newborn in 1
minute and 5 minutes and physiological changesigggiace at birth.
6.0. Tutor Marked Assignment
1) What is apgar score?
2) Explain the concept of Apgar score with theb@fia diagram
3) Discuss physiological changes of the newbobirth
4) Explain the following terms:
- Tachypnoea
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- Homeostasis
- Apnea
- Cyanosis
7.0.Reference / Further Readings
- Apgar V. 1953. A proposal for a new method of
evaluation of the newborn infant. Current reskan Anesthesiology and
analgesics
- Gronje NS, Gobbler CIF 2003, Obstetrics intBdAfrica
2" ed. Van Schaik publishers, Pretoria

- www.safemotherhood.org

- Myles 2006. Textbook for midwives African ed.
Olservier Itd U.K.
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UNIT Il CARE OF THE NEWBORN
1.0 Introduction
In caring for the normal baby, it is the midwgaluty to ensure that the
baby is made comfortable, fed and that facilities available for the parents to
help them with the attachment process. It is algmortant to ensure that the baby
Is protected from:
» Airway obstruction
* Hypothermia
* Infection
* Injury and accident
2.0 Objectives
At the end of this unit the students Wwal able to
know the various ways of child care. This includes:
* Prevention of airway obstruction
» Prevention of hypothermia
* Prevention of infection
» Prevention of injury and accident.
Also, extra tips for bathing the newborn and sornhe daily examinations done
on the newborn will be highlighted.
3.0 Main Content
3.1 Prevention of airway obstruction
Choking can occur during feeding if coordination psor and also
following vomiting or regurgitation of mucus or fike The recommended
sleeping position for the baby is in supine ponit{fon his back) with the head
turned to the side, or on its side with the lowan atretched out in front to

prevent the baby from rolling over onto its facel éeet at the foot of the cot (de
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Kock & van der Walt 2004, Foundation for the Stumfylnfant Deaths 1996,
Lener 1993). Suction apparatus should be readifylable so that aspiration of
the baby’s airway can be effected quickly.
3.2Prevention of hypothermia

Heat loss through evaporation, radiation, eation or conduction, should be
avoided at all times. Where possible the room teatpee should be maintained
at 32°-34°:.. The baby should be dressed and covered appmlgriatith
sufficient blankets. Babies having difficulty in mtaining a stable body
temperature should be nursed in an incubator staille. In cold environments,
extra blankets may be required. Bath water shogldvarm (37C) and wet
clothing should be changed as soon as possibls. éssential also to avoid
overheating (de Kock & van der Walt 2004, Baco®19Ruter 1992, Thomas
1994). Advice regarding clothing and bedding caly be a guide as babies have
marked individual variations in their metabolicegat(Hull et al 1996a). Parents
should be advised to take account of environmdetaperature when dressing
their baby. Swaddling should be loose enough tonfgtenovement of arms and
legs, allowing adjustment to posture in responsé¢h need for a change in
temperature (Hull et al 1996Db).
3.3 Prevention of Infection

The baby’s skin is a barrier to infection paead its integrity and pH balance
are maintained. Bedsides should be provided witair tlown equipment.
Adequate linen supplies are essential. The numbpeaple handling the baby
should be restricted. Members of staff who areldiab be a source of infection
should not handle babies, and friends and relatires have colds or sore throats
(especially children) should not visit. Hand washimefore and after handling
babies is essential. Cross-infection can be acqudaiti problem in hospitals. For
this reason rooming-in and explicit instructions parents regarding the
iImportance of hand washing are recommended. Theinvgeaf a plastic apron
that can be wiped down is recommended when handiemy babies.
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3.4 Skin care

Promotion of skin integrity is enhanced byoiding friction against hard
fabrics or soiled or wet clothing, and by minimgithe length of time the skin is
in contact with irritants such as gastric contents)e and stool. Cleansing of the
skin should be carried out gently to prevent damiagéhe epidermis. Soaps,
creams, isopropyl alcohol and other skin care pegjmms should be used with
caution to prevent irritation and disturbance of gkin PH and absorption of
topical agents. Baby soaps and other baby-washohgiens are usually pH
adjusted. In some centres hexachlorophene-basqa @oéquid preparations
(maximum concentration 3%) are used for cleandmeghiaby’s skin (excluding
the face). It is important to remember that thesparations should be rinsed off
the skin, as the risk of absorption of hexachloesgh has to be considered
(Michie 1996).

The timing of the first bath is not criticallthough it has been suggested that
removal of blood and liquor reduces the risk ofsraission of HIV and other
organisms to staff (Penny-MacGillivray 1996). Bathishould be deferred until
the baby’s temperature is above 36.5The temperature of the bath water should
be 37C. The hair is washed and dried carefully at thet fiath but need not be
washed daily. If the baby has been regurgitatinguapa thin layer of petroleum
jelly may be applied to the cheek to prevent saenBetroleum jelly applied to
the buttocks will prevent meconium adhering togkim and causing excoriation.

Daily bathing is not essential but the motlséould be given sufficient
opportunities to bath her baby in order to incrdaseconfidence. ‘Topping and
tailing’ (cleansing the baby’s face, skin flexu@sd napkin area only) may be
carried out once or twice a day. It should be nobed the greater heat loss may
be incurred during this procedure than when the lmbathed (Perry 1995).

The baby’'s eyes do not need to be cleanstgbsua discharge is present.
Attention should be paid to the washing and dryangkin flexures to prevent
excoriation. The buttocks must be washed and dragdfully at every napkin
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change. Sore buttocks may occur if the stools @psd, if there is protracted
delay in changing a soiled napkin or if the skintiaumatized by over-

enthusiastic rubbing. Regular use of a barriermréearecommended by some
people (Jethwa 1994) but may interfere with thee‘mray’ membrane in

disposable nappies.

Cleanliness of the umbilical cord is essd#ntHand washing is required
before and after handling the cord. No specificdctreatment is required,
although a wide variety of preparations have beeaduto promote early
separation. However, it should be noted that té@palications could interfere
with the normal process of colonization and dekyasation. Cleansing with tap
water and keeping the cord dry have been showmnctmqie separation (Barclay
et al 1994, Mugford et al 1986, Rush 1990, Salagiy#wowbus 1988, Verber &
Pagan 1993). It is advisable to ensure that thd ®mnot enclosed within the
baby’s napkin where contamination by urine or faeogy occur. The cord
clamp is removed on the third day provided the ¢y and necrosed.

3.5 Circumcision
Although not commonly practiced in SA neonatalceincision may be
undertaken whilst the baby is in hospital. Therétile evidence to support this
practice as beneficial; rather it is a traditionaltural custom (Gonik & Barrett
1995). It is recommended that appropriate anaasth@srsal penile nerve block
Is used for this procedure and that postoperatnadgasia is also prescribed
(Rabinowitz & Hulbert 1995). After care involvesethuse of non-adherent
dressing, observing for haemorrhage and keepingrérgeclean and dry.
Vaccination and immunization: BCG and poliofiiiy@ vaccination are given
before the baby is discharged home unless contcaitedl
3.6 Prevention of injury and accident
Sensible precautions should be observed bstaf in their own practice and
explained to the parents. A baby should not beueéftttended unless in a cot to
prevent falling. A baby should be moved from pléz@lace in a cot rather than
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in the arms and the bassinet should be flat notatte, to prevent accident on
uneven floors. If a larger crib is used, the cdesishould be up and secured. The
cot design you comply with the standards. Babiesataequire a pillow until the
age of two years and mothers should be advisediieeal that placing a pillow
behind the baby’s head is unsafe. Similarly, paythbags or sheeting should be
used near a baby and waterproof mattress completgbtyevent suffocation of
the baby by a loose cover.

The temperature of bath water should be tgsted to immersing the baby to
avoid scalding or chilling. The temperature of dtlledfeed should also be tested
before it is offered to the baby.

If safety pins are used to secure the napgkaty should be inserted into the
cloth from side to side (not vertical) and with onm&nd protecting the baby’s
abdomen to avoid penetration of the skin or gaaitalhe baby with long or
ragged nails may cause facial scratches. Mitten®s wmw prevent this should be
made from cotton material sewn in a way to preveose threads entwining the
fingers and occluding the circulation.

Advice should also be given to mothers alsafiety in the home. This should
address such issues as bed sharing, use of catfinegsiards, cooker guards,
stair gates, pram brakes and car seats. ‘SmokKidgtk to Sleep’ and ‘Feet-to-
foot’ advice should be reinforced (Foundation fbe tStudy of Infant Deaths
1996).

3.7 Extra Tips For Bathing Newborns

* Have a towel ready to wrap your newborn and keemtivarm right after

the birth.

» Keep your baby’s umbilical cord dry.

 Use warm, not hot water. Place your elbows underwiiater to check

temperature.

» Wash your baby’s head last so that their head doeget too cold.
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» Bath your baby every 3 days.
3.7.1Daily Examination

Each day, the baby should be examined by a midivifevaluate progress
and identity problems as they arise. The examinas®imilar to that undertaken
at birth but is now concerned with monitoring dadlganges in the baby and
detecting any signs of infection.

A newborn baby usually sleeps for most of the treaveen feeds but should
be alert and responsive when awake. Erratic sleafterps may prove
disconcerting to new parents and they should bgssuzad by the midwife that
this can be normal if the baby looks healthy, extadnd is feeding well. Undue
lethargy or irritability may indicate cerebral dageeor sepsis.

The skin is barometer of the baby’s hydration ardegal well-being. The
midwife’s knowledge of its normal parameters andanivariations assists in the
interpretation of her findings.

The examination begins by noting the babystpre, colour and respirations.
Any cyanosis should be reported to the pediatrialmediately. Jaundice may
be noted from the™@day and is abnormal if it arises earlier, deepeEngersists
beyond the ¥ day. If a baby remains jaundiced on discharge fhmspital the
midwife must instruct the parent to report to treamest clinic or doctor if the
baby’s stools become pale or if the urine beconaek, dvhich may be suggestive
of biliary atresia

Palpation of the head permits assessments of ttegi@anfontanelle (which
should be soft and flat), resolution of the capudcedaneum and moulding, and
allows identification of any new swellings, for exple cephalhaematoma

The baby’'s eyes and mouth are inspected for signgfextion. Sticky eyes
are cleansed with sterile water after obtainingvalsfor culture and sensitivity

testing. The mouth should be clean and moist. Agtitewhite plagues indicate
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oral thrush infection. Suckling blisters on the Yablips may be observed,
especially after feeding. These do not requireteggtment.

It is important for the midwife to note responsehtandling and noise as she
undresses the baby. She can use this time to ing@eiclentity bands, and have a
discussion with the mother about feeding or anyeiotoncerns that the latter
may have.

The skin, especially in flexures and between thgtgli is inspected for
rashes, septic spots, excoriation or abrasionsn &shes such as erythema
toxicum, a red blotchy rash, are of little signafitce. Sometimes a harlequin
colour change may be noted; this is a very raredbamatic colour change, with
midline demarcation of colour. The baby is red oe side of the trunk and pale
on the other side. This is caused by vasomotoralmgy and is of little
importance. However, its appearance is startingcandalarm the mother.

The fingertips and toes are examined for raggeld mad paronychia. Septic
spots must be differentiated from milia, which dut require treatment. Even a
few septic spots must be taken seriously. The pa@dan may prescribe topical
applications or systemic antibiotics and considessible isolation of the baby.

The umbilical cord base is inspected for bleedireginess, swelling and
discharge and the mother is reminded about caresome areas the baby’s
temperature is recorded with a low-recording thenater. This may be taken in
the axilla, ear, in the groin or rectally. If thectal route is used it is essential that
the baby's legs and the thermometer are held firtdy prevent sudden
movement, which could cause the thermometer tokkaed perforate the rectum.
The midwife should ensure that the bulb of therttemeter is inserted no further
than 2.5cm into the rectum. Concern regarding tble of injury has led to an
increased use of alternative methods of measurailmeb’ temperatures. This
concern must be balanced against the need for emrade estimate of core
temperature when babies are ill (Morley 1992). Micds should comply with
local policy in regard to rectal temperature taking
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The phases of stools are observed in relationadéiy’s age and the type of
milk ingested. Non-passage of stools or vomitinfpsi¢o identify abnormalities
of the gastrointestinal tract, inborn errors of abelism and infection.
Constipation may be alleviated by exclusive bréaestiing. Loose, watery stools
may signify sugar intolerance or infection and neayse sore buttocks. Sore
buttocks may be treated by exposure to the airchrg must be taken to avoid
chilling the baby. The frequency of passing urind atools in the preceding 24
hours should be noted.

During feeds the midwife should observe the baleggerness or reluctance
to feed and the coordination of suckling and swalhg reflexes, as well as
noting the frequency with which the baby demanasi$e During feeding, babies
clench their fists, tuck them under the chin anaygte their toes while grasping
their mother’s fingers. Eye contact also occursicivienhances communication
between mother and baby. Suckling is interspersiéu iest periods. Abnormal
feeding behaviour may signify cerebral damage, eoitgl abnormality or
iliness. Breast engorgement and pseudo menstruegmuire no treatment but
explanation to the mother is essential. No atteghmuld be made to express
engorged breasts.

If the baby is to be weighed, this is done beforessing, and the result
compared with his birth weight. A common regimerwisighing every § day.
Weight loss is normal in the first few days but sntman 10% bodyweight loss is
abnormal and requires investigation. Most babigairetheir birth weight in 7-10
days, thereafter gaining weight at a rate of 150g20er week.

All findings at the daily examination are enteredtihe baby’s records and
abnormalities reported. Parents can be introducedhé concept of daily
examination and gradually assume this respongibidis their confidence
increases. This helps to enhance parent-baby atiema

4.0Conclusion
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Care of the newborn is very important. The midwafeuld therefore apply
her knowledge of the physiological and psycholdgoegabilities to ensure that
adequate care is given to the newborn. She shdaddeasure that optimal baby
care is planned and provided and should also ethsymey family relationship.
5.0 Summary

In this unit we have been able to see vanwangs of child care. Extra tips for
bathing the newborn and care of the umbilical cord
6.0 Tutor Marked Assignment

1) How will you prevent the following conditidn the

newborn
) Airways obstruction
i) Hypothermia
i)  Infection
Iv)  Injury and accident
2) List the tips for bathing the newborn.
3 (a) Briefly explain how you will care for umhcal
cord of the newborn.
(b) What are the complications that caseafiom
improper care of the newborn.
4) How will you assess the head of a newborn.
Reference/Further reading
 Barclay L, Harrington A, Conroy R, Roya R, Laforgh 1994 A
comparative study of the neonates’ umbilical coehagement. Australian
journal of Advanced Nursing Il (3): 34 - 40
» Cloherty J.B, Stark AR 1998 Manual of neonatal caippincot - Raven
publishers, philadephia.
* Myles 2006. Textbook for midwives African ed Olsenitd UK.
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UNIT Ill: PROCESS OF GROWTH IN CHILDREN 0-5 YEARS ( )

1.0Introduction

Babies because of their physiological linnmtas are dependent on carers for
continued survival, growth and development. Thede progress satisfactorily
only if the baby is physiologically and neurolodiganormal, the needs for
nutrition, safety, warmth and comfort and psychaabwell-being are met.

Abnormality of the baby’s body systems, in@oe nutrition or emotional
deprivation will compromise the baby’s ability toogv and develop to full
potential (Moules & Ramsay 1998, Fry 1994). Theatrekly immature organ
functions and the vulnerability to infection andpbyhermia demand that care
must be designed to meet needs and capabilities.
2.00Dbjectives

At the end of this unit the learner will dlele to describe the :

» The physical growth.

* Motor development.

» Cognitive development.

» Psychological development of children 0-5 years

» Affective development
3.0Main content
3.1Physical growth

Fetal weight gain is greater during the thnichester. There is increase in
weight in 2 weeks and doubles by 5 months. Thigdrgmwth continues during
the first few months of life after which the growtite decreases. Height does not
double until between 3 & 4 years of age. Head grdursng the 5 or 6 months

which later increases in size as a result of nalroall growth and supporting
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tissue proliferation. Growth varies depending oe thild’s genetic and ethnic

characteristics.
AGE HEAD HEIGHT | WEIGHT DENTITION
CIRCUMFRENCE
Birth 35.0cm (13.8in) 50.8cm | 3.0to 3.5kg Central incisors-
+ 2cm/mo (0-3 mo) | (200in) | (6.6-7.6 Ib) 6mo
+ 1cm/mo (3-6mo) Regains birth weig Lateral incisors
+ 0.5cm/mo (6-12mo) by 2 wks. Doublg 8mo
birth by 5mo
1 year | 47.0cm (18.5in) 76.2cm 10.0kg (221b). Tripl¢ First molars -14
(30in) birth weight by 5mg mo
Canines —
19mo
2 years| 49.0cm (19.3in) 88.9cm 12-12.5kg (26.47.1 Second molar
(35in) Ib). Quadruples bir 24mo

weight

ADAPTED FROM PEADIATRIC 5 MINUTES 2000 - 2002
3.2 Motor development

1) Motor milestones: This is ascertained fréime development history and

observation. This growth/development begins witkdimg head up, rolling and

progresses to sitting and then standing and amibglat

i) Fine motor development:

a) The pincer grasp develops in the first month. le second year of life the

infant learns to use object as tools during play.

b) Reading becomes more accurate, puts object in

mouth for oral exploitation. As the pincher grasm anuscular vision

improves, manual exploration replaces oral expiomnat

35



NOTE: Persistent listing to one side at 3 months of age the earliest
indication of neuromotor dysfunction
3.3Cognitive development
- T'year: Recognizes objects and associate them with
their functions at the'year.
2" year: Label objects and action and categorise
them. Matches objects that are the same aed lat
matches an object to its picture.
- Ability to understand language. Expressive |laggi
skills reflect the ability to make thoughtseas, and
desire known to others.
Period of speech: 0 - 10 months
Naming period: 10 — 18 months
Word combination period: 18 — 24 months
3.3.1.Psychosocial development
A. Emotional development. Emotions are preseninfiancy and motivate

expression (pain elicits crying). Emotions are ragstl through the limbic
system.

B. Social development
1. Social milestones begin with bonding, whidflects the feeling of the

caregiver for the child. Attachment representsfdeding of the infant for the
caregiver, and it develops within a few months.

2. When recognition of and attachment to a cas¥gdevelops, the simple
sight of this person will elicit a smile. The infamecomes more discriminating
in producing a smile as he begins to differentibtween familiar and
unfamiliar faces. The infant learns to use smilmgnanipulate the environment

and satisfy personal needs.

3. Temperament represents the style of a chaldistional and behavioural
response to situations.
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3.3.2.Adaptive skill development.

Adaptive skills consist of the skills requiredr fmdependence in feeding,
dressing, toileting, and other activities of ddilyng. Development of adaptive
skill is influenced by the infant's social enviroamt, and by motor and
cognitive skill attainment.
3.3.3.Red flags in psychosocial development
1. Colic may be an early indication of a “diffitutemperament.

2. Delay in the appearance of a smile suggestat@thment problem,
which may be associated with maternal depressmosevere cases, child
neglect or abuse may be suspected. A delay iningmdlso may be
caused by visual or cognitive impairment.

3. Failure to develop social relationships suggestdgism when it is
accompanied by delayed or deviant language dewsop and
stereotypic behaviours.

3.4.Toddler Development
Toddlerhood consists of the years from about 13tgears of age.
Affective development is highlighted by the todte striving for
autonomy and independence, attachment to famly,the development
of impulse control. Cognitive development is cloéedazed by the
transition from sensorimotor to preoperationaliiat.

3.4.1Growth rate and physical appearance

A. After the rapid growth of infancy, the raté growth slows in the
toddler years. After age 2, toddlers gain aboub % weight and 2.5
inches in height each year. Growth often occurspuarts. Between the
ages of 2 and 2.5 years, the child will have redcb0% of his adult
height.

B. Growth of the lower extremities often is aeganied by tibia torsion

and physiologic bowing of the legs, which usuallyrrects by age 3
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years. The percentage of body fat steadily deeseiom 22% at age 1
year to about 15% at age 5 years.

4.0Conclusion

Babies grow and develop normally in a suitatdedition. Infancy consists of
the period from birth to one year of age. Advangesur in physical growth. In
this unit you have been able to know some of thesighl growth that occurs in
children 0-5 years.
3.5Summary:

In this unit you learnt about physical growth ofldren under five, motor
development and cognitive development. We alse@udsed psychological
development of children 0-5 years and affectiveetlggment. Some of the
problems like colic, delay in appearance of a srand failure to develop social
relationship can be indications of some problemstha child e.g. difficult
temperament, material depression austism e.t.c.

3.6 Tutor Marked Assignment
3.7 Reference and further reading:
= Paediatrics 5 minutes Reviews 2001- 2002  eaditio
» Karen Scruggs MD, Michael Johnson MD, Current Chihi
Strategies Publishing
»  www.ccspublishing.com/cc®rinted in USA
= Myles 2006 Text Book for Midwives African ed Elsewitd USA
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UNIT IV PROCESS OF GROWTH IN CHILDREN (1)

1.0Introduction

In the previous unit we saw some of the ghoartd development events that
occur in the child. We shall further go on to seerenprocess of growth in
children 0 -5 years.
2.00Dbjectives

At the end of this unit the learner shouldabée to:

- Describe the growth rate and physical appearance.

- Have a knowledge of gross and fine motor skills.

- Describe affective development, language and laggskills.
3.0Main content
3.1 Growth rate and physical appearance

After the rapid growth of infancy, the raté growth slows in the toddler
years. After age 2, toddlers gain about 5 Ib inghtiand 2.5in in height each
year. Growth often occurs in spurts. Between thesad 2 and 2.5 years the child
will have reached 50% of his adult height.

Growth of the lower extremities is often accompdniy tibia torsion and
physiologic bowing of the legs, which usually cate by age 3 years. The
percentage of body fat steadily decreases from &28ge 1 to about 15% at age 5.
3.2Gross motor skills

Most children walk without assistance by 18nths. At 2 years the stiff,
wide-leg gait of early toddler hood becomes a b steadily walking pattern,
with heel-toe progression.

18 months:
» Walking fast, seldom falling
* Running stiffly
» Walking upstairs with one hand held

» Seating self in a small chair
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» Climbing into an adult chair
* Hurling a ball
24 months:
* Running well without falling
» Walking up and down chair alone
» Kicking a large ball
36 months
» Walking upstairs by alternating feet
» Walking well on toes
» Pedalling a tricycle
* Jumping from a step
* Hopping two or three times
(Adapted from paediatric 5 minutes. 2000-2002)
3.3 Fine motor skill
A. The 18-month-old can make a tower of four bkac®ne year later, he can
stack eight blocks. Most 18-month-olds will hol@ ttrayon in a fist and scribble
spontaneously on paper.
18 Months

» Making a tower of four cubes

* Releasing 10 cubes into a cup

* Scribbling spontaneously

* Imitating a vertically drawn line

24 Months

* Building a seven cube tower

* Aligning two or more cubes to form a train
* Imitating a horizontally drawn line
 Beginning circular strokes

* Inserting a square block into a square hole
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36 Months

» Copying a circle

» Copying bridges with cubes

* Building a tower of 9 to 10 blocks

» Drawing a person's head

ADAPTED FROM PEADIATRIC 5 MINUTES REVIEW 2001-2002
EDITION
3.31.Affective development

A. Autonomy and independence. Because of improwedor skills, the
transition from infancy to toddler hood is markettreased autonomy and
independence. The toddler may refuse to eat ualkssed to feed himself, and
the child may no longer be willing to try new foods

B. Impulse control: Toddlers begin to develop utse control. The 18-
monthold may have minimal impulse control and digpkeveral temper
tantrums each day. Most 3-year-olds have some dedreelf-control.

C. Successful toileting usually occurs toward é¢nel of the third year when
the child becomes able to control his sphinctedress, get onto the potty, and
has the willingness to participate. Success withsistent daytime dryness
usually is not achieved until about 2.5 years @&.ag
Social/Emotional Skills
18 Months

* Removing a garment

» Feeding self and spilling food
» Hugging a doll

* Pulling a toy

24 Months

 Using a spoon; spilling little food
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* Verbalizing toileting needs

* Pulling on a simple garment

 Verbalizing immediate experiences
 Referring to self by name

36 Months

» Showing concern about the actions of others
* Playing cooperatively in small groups

» Developing the beginnings of true friendships

* Playing with imaginary friends

ADAPTED FROM PEADIATRIC 5 MINUTES REVIEW 2001-2002
EDITION

D. Attachment refers to the bond that forms betwées infant and the
caregiver. Disorders of attachment may result freoonsistent care giving and
are more common in the presence of poverty, dregarsemotional iliness.

E. Temperament determines how a child approachgwen situation. Ten
percent of children are less adaptable and termk temotionally negative and
are considered “difficult.”

V. Cognitive development

3.4. Toddlerhood is characterized by a transitisomf sensorimotor to
preoperational thinking. During the sensorimotorigug the infant primarily
learns about the world by touching, looking, ansteling. Preoperational
thought is marked by the development of symbolimking, as the child
becomes capable of forming mental images and bégisslve problems.
Progression from sensorimotor to symbolic thougitiues typically between 18
and 24 months of age.

. Complete object permanence has developed, anchiltecan find an object

under a blanket, despite not seeing it hidden.
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. By 3 years, he can draw primitive figures thapresent people, and he
develops elaborate play and imagination.
Intellectual Abilities

18 Months

* Pointing to named body parts

» Understanding of object permanence
 Beginning to understand cause and effect

24 Months

» Forming mental images of objects

 Solving problems by trial and error

» Understanding simple time concepts

36 Months

» Asking “why” questions

» Understanding daily routine

» Appreciating special events, such as birthdays
 Remembering and reciting nursery rhymes

* Repeating three digits

ADAPTED FROM PEADIATRIC 5 MINUTES REVIEW 2001-2002
EDITION

3.5.Language

A. Beginning around age 2 years, toddlers usguage to convey their
thoughts and needs (eg, hunger). The 18-monthaddahvocabulary of at least
20 words, consisting primarily of the names of garers, favourite foods, and
activities.

B. After 18 months the toddler begins to put tbge phrases. Early two and
three word sentences are referred to as “telegraggeech,” and about 50% of
what the child says should be intelligible to styars.

43



C. By the age of 3 years, the vocabulary ince@aseabout 500 words, and
75% of speech is uunderstandable to strangers.dged to make complete
sentences, and frequently asks “why” questions.
Language Skills
18 Months

 Looking selectively at a book

 Using 10 to 20 words

» Naming and pointing to one picture card
« Naming an object (eg, ball)

* Following two-directional commands

24 Months

* Using two to three word sentences

« Using “I,” “me,” “you”

» Naming three picture cards

» Naming two objects

» Knowing four-directional commands

36 Months

 Using four to five word sentences

* Telling stories

* Using plurals

» Recognizing and naming most common objects

ADAPTED FROM PEADIATRIC 5 MINUTES REVIEW 2001-2002

EDITION

4.0Conclusion

Other aspects of a child development that isialy important are
communication, comprehension, peer relationshipling} interaction and pre-
school development.

5.0 Summary
This unit further dealt with child growth anéw&lopment. Things discussed

were gross motor skills — activities of the balie lwalking, running, walking up
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and down chair alone. Other areas are on fine nsiitly affective development
and language skills.
6.0 Tutor Marked Assignment
1) Describe the intellectual activities of a chalidthe
following stages.
I. 18 months
ii. 24 months
li. 36 months
2) Explain the following terms
I.  Gross motor skills
ii. Affective development
li.  Language skill of children
7.0Reference and further reading
» Paediatrics 5 minutes Reviews 2001- 2002
edition
= Karen Scruggs MD, Michael Johnson MD, Current
Clinical Strategies Publishing

=  www.ccspublishing.com/cc®rinted in USA
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UNIT V: NUTRITION IN CHILDREN (1)
1.0Introduction
Healthy eating and physical activity are essenfal growth and
development in childhood. To help children develmalthy eating patterns
from early age. It is important that the food amdireg patterns to which they
are exposed — both at home and outside the home th@se which promote
positive attitudes to good nutrition.

In 1993 the Scottish Diet report was publishedtioy Scottish Office.
They reported that children’s “dietary problems ibeduring the mother’'s
pregnancy; Scottish women have a low vegetabl&enamd have relatively low
folic acid intakes before and after conception. Husceptible mothers are
particularly prone to having babies with neuralgulefects and Scottish women
also have a high rate of low birth weight babiessp&cial survey now reveals
drastically low rates of breastfeeding in Scotlamdast milk provides not only
immunological protection against a plethora of peais, including childhood
diabetes, but also contains specific essential tvagn fatty acids required for
brain development. In parts of Scotland less th&3 lof mothers are
breastfeeding one day after delivery. Scottishnt§aare weaned too soon,
introduced to cereals and cow's milk too early amahsferred on to an
inappropriate diet within the first two years d€lias they acquire their family’s
unhealthy eating patterns. These dietary practizag explain the high rates of
iron deficiency in infants and young children whisha cause for concern in
relation to brain development as well as anemia& High prevalence of dental
decay in Scotland’s children is also not surprisgigen their poor intake of
fluoride and frequent consumption of sugary driakd foods” (Scottish Office,
1993, P1).
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2.00bjective
At the end of this unit the you will be fdiar with the following:

» Breast feeding (exclusive)

* Weaning (from 4-6 months)
3.0Main content
3.1Breast feeding

Breast milk is the best food for infants. Garghould support breastfeeding
mothers and encourage them to continue providiegdirmilk. Mothers who
are breastfeeding and who may wish to feed thdiy lba the childcare setting
should have warm, private facilities made availabléhem. Other mothers will
usually provide expressed breast milk in a bottlethe carer to give to the
infant. Breast fed babies should not be given ahgromilks or drinks, except

medically indicated.

3.2 Exclusive breastfeeding

Breastfeeding is an unequalled way of providingaid®od for the healthy
growth and development of infants; it is also aegmal part of the reproductive
process with important implications for the healthmothers. A recent review
of evidence has shown that, on a population bezdusive breastfeeding for 6
months is the optimal way of feeding infants. Tla#ter infants should receive
complementary foods with continued breastfeedingta2 years of age or

beyond.

To enable mothers to establish and sustain exduswastfeeding for 6 months,
WHO and UNICEF recommend:
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Exercise One: How early should an infant be fe¢el afelivery?

NJ

-Do women of child bearing age practice Exclusixeastfeeding

Initiation of breastfeeding within the first hourlde

Exclusive breastfeeding — that is the infant ordgeives breast milk
without any additional food or drink, not even wate

Breastfeeding on demand — that is as often ashhe wants, day and
night

No use of bottles, teats or pacifiers

Breast milk is the natural first food for babiesprovides all the energy and
nutrients that the infant needs for the first menti life, and it continues to

provide up to half or more of a child’s nutritiona¢eds during the second half
of the first year, and up to one-third during teeand year of life.

Breast milk promotes sensory and cognitive devekmpmand protects the
infant against infectious and chronic diseaseslusike breastfeeding reduces
infant mortality due to common childhood ilinessesch as diarrhoea or
pneumonia, and helps for a quicker recovery dutingss. These effects can be
measured in resource-poor and affluent societieaniér M et al Promotion of
Breastfeeding Intervention Trial (PROBIT): A randaed trial in the Republic
of Belarus. Journal of the American Medical Asstaia 2001, 285 (4): 413-
420)

Breastfeeding contributes to the health and weld®f mothers, it helps to
space children, reduces the risk of ovarian caandrbreast cancer, increases
family and national resources, is a secure wayeeflihg and is safe for the

environment.
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While breastfeeding is a natural act, it is aldeaaned behaviour. An extensive
body of research has demonstrated that mothersoteat caregivers require
active support for establishing and sustaining apate breastfeeding
practices. WHO and UNICEF launched the Baby-frigridibspital Initiative in

1992, to strengthen maternity practices to suppomtastfeeding. The
foundations for the BFHI are the Ten Steps to Sssfok Breastfeeding

described in Protecting, Promoting and SupportingaBtfeeding: a Joint
WHO/UNICEF Statement. The evidence for the effexiess of the Ten Steps

has been summarized in a scientific review document

The BFHI has been implemented in about 16.000 kedspn 171 countries and
it has contributed to improving the establishmehtexclusive breastfeeding
world-wide. While improved maternity services h&gncrease the initiation of
exclusive breastfeeding, support throughout thdtihesystem is required to

help mothers sustain exclusive breastfeeding.

3.2.]WHO and UNICEF developed the 40-hour Breastfeedingounselling

A training course to train a cadre of health wosk#rat can provide skilled
support to breastfeeding mothers and help themcowss problems. Basic
breastfeeding support skills are also part of thaldy Integrated Management
of Childhood lliness training course for first-lévbealth workers, which
combines skills for adequate case management wnetreptive care. Evaluation
of breastfeeding counselling delivered by trainedlth professionals as well as
community workers has shown that this is an effectntervention to improve

exclusive breastfeeding rates

The Global Strategy for Infant and Young Child Fegdlescribes the essential

interventions to promote, protect and support estckibreastfeeding.
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3.3Weaning (from 4-6 months)
As the child grows and reaches the afj@months he’s introduced to the

weaning diet (weaningyVeaning should not begin before four months of

age. Up to four months of age babies receive all thutritional requirements

from breast milk, infant milk or formula. No foodauld ever be added to a

baby’s bottle. First solids should be pureed vdgesor fruits, or rice (use

flaked rice as it is softer when cooked). It is ortpnt to offer very small

amounts of a variety of flavours and pureed or seftures at first. Pureed
cooked meat, fish and pulses (for example peassbaad lentils) are suitable
foods to begin to include in the diet a couple efks after weaning has begun.

Between 6 and 12 months, food should be given wéilichvs the infant to learn

to chew and accept a wide variety of food texturBse texture can very

gradually be changed after six months, from puteedashed, then to chopped
up small. Eggs can also be introduced from 6 monthage. Eggs given to
babies or toddlers should always be cooked untii bte yolk and the white are
solid. Naturally sweet fruits (such as bananas) lmarused to sweeten foods
rather than adding sugar. Sugars, and artifici@eteners should not be added
to foods for infants. Foods containing gluten (sashbread, porridge, pasta or
chapattis) should not be given to infants underoftims.

Salt should not be added to food for infants. Cemumal baby foods are
available for appropriate ages and stages. Thespaaticularly useful for days
out and when travelling. If using commercial wegnifoods, follow the
manufacturer’s instructions carefully.

4.0 Conclusion Breast milk is the best food for the infant esakc in the
1% 6months. It a way of providing ideal food for tblild’s growth and
development.

Advantages of breast milk to the mother and thédct@annot be over

emphasised:
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It contains antibodies that can help the childigitf against infections.
Mothers /Carers should be determined to breastfeenl babies with
breast milk only without adding anything (not eweith water). For the
period of 6months.
Appropriate weaning diet should be introduced ®ahild after months

5.0 Summary: This unit discusses breastfeeding and weaningreThas
also a brief discussion on advantages of breabtfggo the mother and
child.

6.0 Tutor Marked Assignment:

la  What do you understand by weaning?
At what age is a child introduced to the weardreg?

b List some of the local food items available ouy community which can
which can be added to a weaning diet?

2a  What do you understand by Exclusive BreastiRged

b  State the WHO and UNICEF recommendation ombéshment and

sustenance of exclusive Breastfeeding

3a. What is the best food for the infant (0-6 mejfzh

3b. State 5 advantages of exclusive breastfeedoty to the child and
mother.

C. List steps for successful breastfeeding

7.0 Reference/Further Readings

«» Scottish Executive (200XYhe Natural Mineral Water, Spring Water
and Bottled Drinking Water (Amendment) (Scotland) Regulations
2001”. Draft. 15th March 2001. Scottish Executive, Edirgbur

« Scottish Office (1993)The Scottish Diet”. Scottish Office, Edinburgh.

s Scottish Office (1996)‘Eating for health: a diet action plan for

Scotland”.
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s Scottish Office, Edinburgh. Thompson J M (ed) (1998utritional
requirements of infants and young children: practi@l requirements”.
Blackwell, Oxford. THPC (2000Better bites for boxes.NHS Tayside
Health Promotion Centre. Dundee THPC (20@d¢astfeeding. NHS
Tayside Health Promotion Centre. Dundee THPC (2@@jlelines for
expressing, freezing, storing and thawing breast k. NHS Tayside
Health Promotion Centre. Dundee THPC (208b)tle feeding. NHS
Tayside Health Promotion Centre. Dundee THPC (1998aning on to
family food. NHS Tayside Health Promotion Centre. Dundee. THPC
(2000) Healthy eating for children aged one to fiveNHS Tayside
Health Promotion Centre. Dundee. THPC (200dn. Is your child
getting enough? Advice for parents of children agedne to five.NHS
Tayside Health Promotion Centre. Working for Chithre (1995)
Survey of Employer Supported Day Nurseries in Englad and Wales.
Working for Child Care, London.
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1.0

UNIT VI: NUTRITION IN CHILDREN (I1)
Introduction: In unit 5 we discussed Nutrition in children 1ige&rs. We
shall go on in this unit to see some of the waysvhich the babys food
can be handled in order to avoid contaminationhydirenic preparation
of the babies food can lead to introduction ofnepeganism with if taken
by the child can cause disease or illnesses tottite e.g. diarrhea. Carer
should therefore try as much as possible to mairdaod and proper

hygiene in the preparation of their child’s food.

2. 0ODbjectives

At the end of this unit. Learners will be familiaith the following:

3.0
3.1

Food hygiene and safety measures.

The group of food for the weaning child

Drinks for children age 1 to Syears and

Drinks not suitable for children under 5

Main content

Food hygiene and safety issueExpressed breast milk provided for
babies in child care should be clearly labelethwlite child’s name and
the date, stored in the refrigerator (between &A@ 5°C) and only used
for that child. Any expressed milk left over aetand of the day should
be returned to the parent or guardian. Parenthitifren who take infant
milk or formula should be encouraged to prepaed tthild’s own feeds.
Feeds should be labelled with the child’'s name thedime and the day
the feed was made, and should be stored in geedtor. Any infant milk
or formula left over at the end of the day shdutdreturned to the parent
or guardian. Check fridge temperatures daily aeepkall bottles of breast
and infant milk in the main body of the fridge t mothe fridge door.

If the carer is making up infant milk or formul&js preferable if it can

be made in a separate milk preparation area. Faadsalso be made up
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3.2

according to the instructions on the pack. Castiguld take particular
care if milk is heated in bottles. Ideally a bettvarmer

should be used. If the bottle is heated by standinn hot water, this

should be done in an area which children do natehaccess to. A

microwave should not be used to heat milk, agrille can become very

hot even though the container still feels only waBottles and teats for
infants under 9 months of age should be thorougtiBaned and

sterilised. The teats of bottles for older infastsoould be thoroughly

cleaned. If dummies or comforters are used thepulshbe thoroughly

cleaned and sterilised for infants under 9 mordhs, thoroughly cleaned
for older infants. These recommendations also yappl dummies or

comforters which are dropped. Carers also neelletaware of food

safety issues such as storage of weaning fooddedtover food, and

thorough cooking or heating of foods. If the caseserving food from a

can or jar and the child is unlikely to eat ak #tontents, a portion should
be spooned into a separate dish or containerdstwing it to the child.

Any unused portions should be stored accordinghéomanufacturer’'s

instructions. (If there are no instructions, tlagest option is to throw the
unused portion away.) If food is served straigbhT the jar and the child
does not finish it, the remainder should be thremway. However, any
uneaten food which parents have brought in shbalceturned to them at
the end of the day.

Group of food for the weaning child
After weaning on to a variety of food tastes, d@tgh should be
encouraged to eat a variety of foods from the fmain food groups

every day
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The four main group of food are

1.

Fruit and vegetables

Number of servings per day: 2 vegetables andi&sfru

Useful as snacks. Try some raw vegetables.

Offer vegetable soups. Offer a wide variety inahgd

fresh, frozen, canned or dried.

Bread, cereals and potatoes

Number of servings per day: 4 or more.

Try to include some at each meal. Also useful alsn Include some
wholemeal and whole grain varieties.

Milk and dairy foods

Number of servings per day: 3

Children aged one to five need about one pintvbble milk a day.

Drinking more than a pint may spoil the appetde dther foods. Semi-
skimmed milk may be given from the age of 2 ygaovided the child is
eating a wide variety of foods and is growing ag@ining weight

normally. Cheese, yoghurt, fromage frais and milkldings are useful
alternatives.

Meat, fish and alternatives

Number of servings per day: 2

Encourage children to try different foods fromstigroup, e.g. beef, pork,

lamb, chicken, turkey, fish, eggs, baked beangildeamd other types of pulses.

(Nuts should not be given to children under fivedaese of the risk of choking).

The fifth food group, the fats and sugars, shoudd rbstricted to special

occasion foods only.

3.3 Drinks for children 1-5 year olds

Encourage children to drink water if they are tiyiraNater quenches thirst,

does not spoil the appetite, and does not damage. tEap water is preferable

as some bottled drinking waters have a high cortérsalts and may not be

55



suitable for regular use. Bottled drinking wateryni@ used in situations where
the water may be unsafe or difficult to obtain, édgample when travelling.

Normal fluid requirements

Age Fluid requirements Fluid requirements
(metric) (imperial)

1 -3 years| 95 mis/kg/day 1.5fl. Oz per lb

4-6 years 85mls/kg/day 1.25 fl.oz/Ib/day

Promote milk as a drink. The following chastplains which milks are
suitable for this age group. It is strongly recomad that child care providers
should not offer any drinks other than water anik.mi

Diluted pure fruit juice is a useful sourdevdgamin C. At home, children
may have one glass of pure fruit juice diluted wathter per day, with their
main meal or with breakfast as this may also hbk hody to absorb iron.
However it should not be given as a regular drimough the day as the sugar
content is too high.

Children who bring their own drinks to chisde should be encouraged to
bring a plastic flask or a lidded plastic cup camtag preferably water or milk.
Otherwise they should bring an appropriately ddutienk.

If children are given soft drinks containitige intense sweetener saccharin,
these should be diluted more than they would baroadult or older child — for
example. 1 part squash to at least 8 parts water.

Discourage children from having fizzy drindksd squashes (including fruit
squashes/diluting juice) both diet and non-diethase can erode tooth enamel
and contribute to tooth decay. Also they providgeliin the way of nutrients,
and children who drink them frequently may haves lappetite to eat well at
mealtimes.

Many ready-to-drink cartons of squashest émnks and fruit juices have a
high sugar content and cannot be diluted if they @dmunk straight from the
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pack. Tea and coffee are not suitable drinks falewdbs as they contain tannic

acid, which interferes with iron absorption.

Milk suitable to give to children aged 1-5 years

Breast milk

From birth onwards:
Breast milk may continue to be given ur

mother and baby choose to stop feeding.

Soya infant formula

Birth to 5 years:
Not suitable for general use. Developed
infants with
proven lactose intolerance or cow’s milk prot
intolerance.
These formulae contain sugar in the form
glucose which is more harmful to teeth than

lactose in infant milk based on cow's mi

Children should be given soya infant formula i

cups, preferably with meals.

til

of
the
k.

Whole cow’s milk

Suitable for most children from XRonths of|

age

Semi-skimmed cow’s milk

Not suitable for childrender 2 years. Suitab
from 2 years, provided that the child is a g¢
eater and has a varied diet. In group settings
recommend the use of whole milk from 1 tg

years

e
pod

5 we
) 5

Skimmed cow’s milk

Not suitable for children underyears

Goat's/Ewe’s milk

Not suitable as nutritionally omoplete. Not
known to be less allergenic than cow’s milk,

pasteurised may be given

after 1 year of age if giving appropriate vitam

n
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and mineral
supplementation (under supervision of doctor /
state

registered dietician)

Oat drinks and rice drinks Not suitable for childreas nutritionally

inadequate

Soya drink (other than soyaNot suitable for children under 2 years as low in
infant formula) energy and nutritionally incomplete. If given
after age of 2 years, make sure the drink is
calcium-fortified. Drinks should be given in cups

at mealtimes, because of the sugars

content.

Evaporated milk Skimmed milk varieties are not aoig for
children

Condensed milk Not suitable for children

N.B: Milks given to under-5s must be pasteurised.

Dealing with food refusal

If a child refuses a food even after gentle enogemzent to eat, remove the food
without making a fuss or passing judgment. It isfukto encourage children to
try different foods. Words of praise and encourageinio try foods and eat a
variety of foods may help some children at mealéinitemay be useful to adopt
the approach that a food refused is ‘not liked yad@ood fads often do not last
more than a couple of weeks and children may, athan time, accept a food
that was previously rejected While it can be dsgneg for carers (and parents
or guardians) to have food they have prepared teglekeeping your own
attitude to eating friendly and relaxed will helpildren to feel that eating is a

pleasurable way to satisfy hunger rather than telgabund.
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A child’s opinion about what they like and dislisbould be respected
and it is better not to ‘disguise’ foods that thegve rejected. Changing the
form a food is given in however may make a food enacceptable. For
example, a child might refuse cooked carrots bygyeraw ones or may refuse
pasta coated in sauce but prefer the pasta and saned separately.

The following ideas may help you to cope:

O Never force children to eat, and do not bribe aedken — this will
probably make the situation worse.

[ Although it is an extremely difficult thing to dé&ry not to show anxiety
or annoyance at mealtimes. If a food is not eatske the plate away
without comment. Ignoring the problem may makgoitaway.

[ Show children that you are pleased when they doRmawvard them with
your attention, e.g. smiling and playing with them

[ Have regular mealtimes (at home and in child canm, try to make them
enjoyable social occasions. Sit at a table andbusgghtly coloured and
attractive plates and cups.

[ Many children are easily distracted. Try to eat anquiet relaxed
environment, without the television on.

[ Children may well be slow to eat, but do not rusmeal. However try
not to let them drag on for more than about 30utes.

0 Offer regular meals and between meal snacks. Haweeetry to avoid
too many crisps, cakes and biscuits and fizzy drink

0 Give small portions of food and offer more if theahis completed. Do
not take food away and offer something differenthie first meal is
refused.

0 Avoid giving drinks or snacks immediately beformaal.

[ Allow the child to play with food and do not worifithey make a mess.

0 Do not give chocolate, sweets or biscuits if a nieaéfused as the child
is then filling up on the wrong type of foods.
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Don't let children rule what is offered at mealtsnedBut don't at this
stage offer too many new or unfamiliar foods.

Stop feeding the child if they indicate that theavé had enough. This
may be by turning their head away, screaming,tisgitfood out
repeatedly or holding food in their mouth and safg to swallow.

If the problem shows no sign of improving, or duyare worried that the

child is losing weight, the parent or guardian dtdlaontact their Health Visitor

who may be able to offer further advice.

Practical hints

O

Do not leave perishable food at room temperatuoesrfore than two
hours. Perishable food brought from home, inclgdiandwiches, should

be kept in a fridge or cool place below:

_Insulated cool boxes, or a cool box with cool padtsuld be used for

carrying food when taking children on trips oriags.
Eggs should be kept in the fridge.
Food stocks should be rotated and food beyondsddy date discarded.

_If food is to be eaten warm it should be re-heatedil piping hot

(minimum temperature of 83°C) and then cooled dbeiore serving
Avoid keeping food hot for long periods (It mustdigove 63°C and kept
no longer than 1%z hours).

Cool leftover food quickly and refrigerate.

Do not use unpasteurised milk or milk-based pragwszich as cheese and
yoghurt, made from unpasteurised milk.

Root vegetables such as carrots and parsnips shlwigs be peeled and
topped and tailed. Fruit and vegetables to beneae should be peeled
for very young children, and washed well.

.Whole pieces of nut should not be given to undeinSsase of choking.

In addition do not give peanut products to chitdumder 3 years where
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there is a family history of atopic disease (asthetzema, hay fever or
food allergy).

Dental health: How carers

can help reduce tooth

decay in children

Pre-school children should have their teeth brustvezk a day with a

fluoride toothpaste. If brushing is carried outday care, it should be done
about twenty minutes after eating or drinking. Biing sooner after eating may
weaken the enamel. Each child should have their, tatrelled toothbrush and
toothpaste. A smear of normal adult strength toadtgshould be used.
All children are being issued with toothpaste artdahbrush at their 8 month
screening by the Health Visitor. Reduce both thal @mount and especially the
frequency of sugar and sugary foods that childegraad drink. If children are
having sugary foods and drinks, these should bengwith meals rather than
between meals. This is because children’s teetprares to decay if they are
frequently in contact with sugars.
roPractical hints
4.0Conclusion

Handling of the child’s food should be done asimas possible to prevent the
child from catching infection through them
5.0 Summary

This unit has focused on infant feedinige Dest food for the child (breast

milk). Breast feeding should be fed exclusivelyhe child in the first 6 months
without adding any substitute.
6.0 Tutor marked Assignment
1. How will you persuade a child who refuses foo@&t?

2. State five food hygiene and safety issues.
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7.0 Reference/Further Readings
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1.0

2.0.

3.0
3.1

UNIT VII: ASSESSMENT OF THE HEALTH OF
CHILDREN UNDER 5 (1)

Introduction : The Childs condition needs to be daily and abvagysessed
to evaluate progress and identify problems as @m®ge. In unit we
discussed about the assessment of the conditidheohew born using
“apgar score” to assess the condition of the ahiltland 10 minutes of the
baby’s life. This unit is concern about with mmmning daily charges in the
baby and detecting any signs of infection that lcave adverse effect on
the health of the child.

OBJECTIVES.
At the end of the unit learners should be abledaon about:

Daily Examination

Head Assessment

Cardo Respiratory Assessment

Neurological Assessment

Various method of examining the lips and blood test

MAIN CONTENT

DAILY EXAMINATION

Each day, the baby should be examined by a migtadfevaluate progress
and identify problem as they arise. The examimai® similar to that
undertaken at birth but is now concerned with rayimg daily changes in
the baby and detecting any sign of infection.

A newborn baby usually sleeps for most of the tine¢ween feeds but
should be alert and responsive when awake. Ersitigp patterns may
prove disconcerting to new parents and they shbaldeassured by the
midwife that this can be normal if the baby lookatihy is alert and
feeding well. Undue lethargy or irritability magdicate cerebral damage

or sepsis.
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The skin is a barometer of the body’s hydratiod general well-being.
The midwife’s knowledge of its normal parameters amnor variations assists
in the interpretation of her findings.

The examination begins by noting the baby’'s pesturolour and
respirations. Any cyanosis should be reported eéophediatrician immediately.
Jaundice may be noted from tH& @y of abnormal if it arises earlier, deepens or
persists beyond the"7day. If a baby remains jaundiced on dischargenfro
hospital the mid-wife must instruct the parent épart to the nearest clinic or
doctor if the baby’s stools become pale or if theaibecomes dark, which may
be suggestive of biliary atresia.

Palpation of the head permits assessment of tegi@nfontanelie (which
should be soft and fat) resolution of the caputceaneum and moulding and
allows identification of any new swellings, for exple cephalhaematoma

The baby’s eyes and mouth are in inspected farsso infection. Sticky
eyes are cleaned with sterile water after obtairngwab for culture and
sensitivity testing. The mouth should be clean mist. Adherent white plaques
indicate oral thrush infection. Sucking blisterstba baby’s lip may be observed,
especially after feeding. Theses do not requirete@atment.

It is important for the midwife to note responsedandling and noise as
she undressed the baby. She can use this timespgeadnthe identity bands, and
have a discussion with the mother about feedingnyr other concerns that the
latter may have.

The skin, especially in flexures and between tigt ds inspected for
rashes, septic spots, excoriation or abrasionsn &shes such as erythema
toxicum, a red blotchy rash, are of little signafitce. Sometimes a harlequin
colour change, with vivid midline demarcation ofawr. The baby is red on one
side of the trunk and pale on the other side. Tisizaused by vasomotor
instability and is of little importance. Howevets appearance is startling and can

alarm the mother.
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The fingertips and toes are examined for raggeats mead paronychia.
Septic spots must be differentiated from milia, ebhdo not require treatment.
Even a few septic spots must be taken seriously.pEediatrician may prescribe
typical applications or systemic antibiotics anehsider possible isolation of the
baby.

The umbilical cord base is inspected for bleedigness, swelling and
discharge and the mother is reminded about caresone areas the baby’'s
temperature is recorded with a low-recording thenater

This may be taken in the axilla, ear, in the groirrectally. If the rectal
route is used it is essential that the baby’s lags the thermometer are held
firmly to prevent sudden movement, which could esile thermometer to break
and perforate the rectum. The midwife should endhe the bulb of the
thermometer is inserted no further than 2.5cm tinéorectum.

Concern regarding the risk of injury has led to ianoreased use of
alternative methods of measuring babies’ tempegatlihis concern must be
balanced against the need for an accurate estiofatere temperature when
babies are ill (Morley 1992). Midwives should complith local policy in regard
to rectal temperature taking.

The phases of stools are observed in relationgd#iy’s age and the type
of milk ingested. Non passage of stools or vomitihglps to identify
abnormalities of the gastrointestinal tract, inbamors of metabolism and
infection. Constipation may be alleviated by offigrithe baby water between
feeds. Loose, watery stools may signify sugar araice or infection and may
cause sore buttocks. Sore buttocks may be tregteddosure to the air, but care
must be taken to avoid chilling the baby. The festy of passing urine and
stools in the preceding 24 hours should be noted.

During feeds the midwife should observed the babgégerness or
reluctance to feed and the coordination of suckind swallowing reflexes, as

well as noting the frequency with which the babyndeds feeds. During feeding,
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babies clench their fists, tuck them under the @nd wriggle their toes while
grasping their mother's fingers. Eye contact alszcuos, which enhances
communication between mother and baby.

Sucking is interspersed with rest periods. Abnormaling behaviour may
signify cerebral damage, congenital abnormalitylloess. Breast engorgement
and pseudomenstruation require no treatment kpiaeation to the mother is
essential. No attempt should be made to express@ead breasts.

If the baby is to be weighed, this is done beforessing and the result
compared with his birth weight. A common regimerwisighing every § day.
Weight loss is normal in the first few days but sntman 10% bodyweight loss is
abnormal and requires investigation. Most babigairetheir birth weight in 7-10
days. Thereafter gaining weight at a rate of 150g28er week.

All findings at the daily examination are enteradhe baby’s records and
abnormalities reported. Parents can be introducedhé concept of daily
examination and gradually assume this respongibidis their confidence
increases. This helps to enhance parent-baby ati@na
3.2 EXAMINATION BY THE PAECHATRICIAN (OR COMPETENT

OTHER)

All newborn babies should be examined by one of tokowing
paediatrician, obstrician, general practitioner, vaaited neonatal nurse
practitioner, advanced midwife, or midwife with appriate training, within the
first 24 hours of life. The mother should be préder the examination. Some
of the examination duplicators what has been desdrabove and so only the
medical aspects area considered here. In some Hreanidwife incorporates,
and is accountable for, these additional elementexd@mination following,
appropriate in service education (MacKeith 1995ciMielides 1995, Rose 1994).
A general appraisal of the baby’s colour, overaib@arance, muscular activity

and response to handling is made throughout theiestion.
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3.3 Head Assessment

To start this assessment the occipito-frontal ucirstance (OFC) is
measured using a non-strechable tape measureavehage OFC in a term baby
Is 33-37 cm. Next the size and tension of theramtéontanelle are checked and
suture lines palpated noting cranial moulding, tapuccedaneum and
cephalhaemanoma. Any abnormality detected shoeldeported to a senior
paediatrician and documented in the baby’'s casesnotParents should be
reassured that moulding, caput and cephahaematsuadyuresolve within a few
weeks after birth.

Examination of the face should begin with obsegvihe relationships
between all the facial components, eyes, ears, andemouth, remembering
that unusual facial characteristics may be familBoyer Johnson 1996).
Inspect the eyes for conjunctivitis, cataractsyidia and coloboma, occulo-
cephalic reflex (doll's eye reflex) eye movementwd aransient strabismus
before sing an ophthalmoscope. The ophthalmossopeld in the dominant
hand, with the viewing aperture as close as passthbthe right eye, and using
the right index fingers of this hand to turn thendeselector dial to the
appropriate lens for proper focus (Henning 2002néyofield 1996). While
positioning the baby’s head with the free hand,illaeninating light is aligned
along the baby’s visual plane (Honey field 1996)serving for the red reflex
and pupils reaction. Reassure parents of the teanpmature of common eye
trauma including bruising or edema of the eyelidd bemorrhage seen around
the iris as these usually disappear within 1-2 wd@oyer Johnson 1996). The
ears should be assessed for size, shape and placebeormal formation or
placement can be associated with chromosomal aresratd syndromes. The
nose should be symmetric and placed verticallyh@ midline. Its size and
shape may be familial (Boyer Johnson 1996).

To examine the mouth a gloved finger should besriesl into the
baby’s mouth with the finger pad up, to ensure ioantly of the hard and soft
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palates and to Epstein’s pearls may be seen atiticdon of the hard and soft
palate and on the gums (Harrison 2003, Boyer Joht©886); these should not
be mistaken for the white plaque of oral thrush.

34 Cardio\respiratory assessment

This assessment requires a great skills in thentgals of inspection, palpation,
percussion and auscultation. Inspection of the satpfour and capillary filling
time is followed by auscultation of heart soundsrihing 2002). it is necessary
to have a paediatric stethoscope with a doubledtkatiest piece; both sides
are necessary to listen to the heart. The statpesshould be placed firmly on
bare skin, to assess the heart rate and evaluatecahythm, regularity and
splitting (Henning 2002, Honey field 1996). Thesfiheart sound is louder than
the second one (Henning 2002). The practitiones tly listens to the rhythm
of the heart to determine whether there is anygulaity, a note is made of
patterns and frequencies of the irregularity, whiellp identify the type of
arrhythmia ( Fraser Askin 1996 ).

3.5 Abdomen

This assessment requires inspection, palpatiortupsion and auscultation of
the relaxed abdomen. With warm hands, palpate bderaen for masses and
organogenesis while observing the baby for paipaeses. With a flat hand
using a gentle compressing motion, start in thengnasoving upwards to the
hypochondrium until the liver edge is felt. The mat liver is smooth and firm
with a sharp and well defined edge, and is feltcdkr2elow the right costal
margin ( Henning 2002, Keel Conner 1996). The splaay be palpable, but if
more than one centimeter is palpable, investigasarequired. The bladder of
the new-born is an abdominal organ and if fullasily palpated 1-4 cm above
the symphysis pubis, A persistently palpable bladutea bladder that remains
palpable after micturition, is a cause of concefler{ning 2002). The kidneys
may be palpable and are palpated bimanually usindegp smooth firm
pressure: the left kidney is more easily palpateahtthe right, unless the
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descending colon is filled with meconium. (HennZ@p2, Keel Conner 1996).
With the ear near to the percussing finger, pertiissabdomen for resonance,
masses and shifting dullness (Henning 2002). Nextpractitioner auscultates
for bowel sounds; using a stethoscope to listealltiour abdominal quadrants,
breath sounds are usually heard in the upper almddmegion. Bowel sounds
are absent immediately after birth. With crying asucking, the abdomen
begins to fill with air, and bowel sounds becomelible within the first 15
minutes after birth. The sounds have a metalinklitig quality and are usually
heard every 15-20 seconds (Keels Conner 1996).
4.0 CONCLUSION

In this unit you have learnt some important assess$ that should be
carried out on the child to determine or evaluasecbndition as he progresses in
life. You have also be able to see categories altihevorker that should carried
out examination on the child. This unit went on describe some of the
assessment to be carried out like, daily assessmidatd assessment,
Neurological assessment and Cardio respiratorysassmt.
5.0. SUMMARY

This unit has focused on assessment of the he&lthildren 0-5 years.
These assessment are important because they vablbdo allow the practioner
to know the condition of the child and to take agmprate action to correct
appropriately if there is derivation from normal.
6.0 TUTOR MARKED ASSESSMENT
1. Highlight daily examination of the child
2. Describe ho you will carry the following testder examination of the lip

Orfolani’s test
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7.0

What daily assessment should be carried out@cthild.

What is the examination that you will carry autder cardio respiratory
assessment

How will you carry a blood tests on the child.

Mention some of the reflexes that can be foundai child during
examination of Neurological system.

Reference / further Reading

Aransson DD, Goldberg ml, kling If Roy DR, 1994 Development
dysplasia of the mp. Pedatrics 94 (2): 201 — 208.

Beverley 1. M Nathan S. 1995 Diagnosing develamadedysplasia of the
hip (D04) material and child Health 20(4): 12024124.

Boyer Johnson C. 1996 Physical assessment afetvdorn 2° edn. Nicu
ink calfonia.

Myles 2001. Textbook for midwives Africa ed elger Ltd uk.
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UNIT VIIIl ASSESSMENT OF CHILDREN UNDER 5 (Il)

1.0 Introduction
In the previous unit we discussed some of thesgasent that is carried out
in children 0-5 years we shall go on in this upitdiscuss other forms of
physical examination that can also be carried a@utthis category of
children.
2.0 Obijective
At the end of this unit learners will be familiarth
- Neurological assessment of the child
- Various method of examining the hip
- Blood test and continued child health surveillance
3.0 Main content
3.1 Neurological assessment of the child

The baby’s responses are elicited in order tobéskanormality of the
neurological system. These are tested while thy I in a quiet alert state.
Absent, weak or assymetrical responses may indigateaturity, cerebral
damage, abnormality or injury.

In comparison with the other body systems, thevaes system is
remarkably immature both anatomically and physimakly at birth. This results
in predominantly brain stem and spinal reflex agtiwith minimal control by
the cerebral contex in the early months, thoughasaateraction occurs early.
After birth, brain growth in rapid, requiring coast and adequate supplies of
oxygen and glucose. The immaturity of the braimders it particularly
vulnerable to hypoxia, biochemical imbalance, ititec and haemorrhage.
Temperature instability and uncoordinated musclevenment reflect the

incomplete state of brain development and incorapigtelination of nerves.
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The baby is equipped with a wide range of refletivédies, the presence of
which at varying ages provides an indication ofrtbemality and integrity of the
neurological and skeletomuscular system (Gandy 1R8Berton 1992).

Moro reflex. The Moro reflex is a vestibular egft which is the best
known neonatal primitive reflex and is elicitedriesponse to sudden stimulus.
Hold the supine baby at a 4&ngle on the examination surface, with the trunk
and head supported from below. When the head hadlders are suddenly
allowed to full back, the baby responds by abducéind extension of arms with
fingers fanned, and sometimes accompanied by Zotreffhe then abducts and
flex on the chest in a hugging movement. A simiégponse may be seen in the
abdomen (fig 39.4). The Moro reflex is often acpamed by a cry and may be
demonstrated unintentionally when briskly placingady in the supine position.
The reflex is symmetrical and is present for thistf8 weeks of life. The most
common cause of an asymmetric Moro response iacaufie of the humerus or
clavicle or a brachial plexus palsy. Absence & Moro reflex may indicate
brain damage or immaturity. Persistence of théexebeyond the age of 6
months is suggestive of mental retardation (Henr@@92. Thomas & Harvey
1992).

Rooting reflex: when touching the side of the dipd moving the finger
away from the lip the head and mouth turn towalds fingers and the mouth
opens ready to suckle. The reflex disappears atitaB-4 months of age
(Henning 2002).

Sucking and swallowing reflexes. These are welletbped in the normal
baby and are coordinated with breathing. The xeflaare elicited when a finger
or nipple is placed in the baby’'s mouth. (Henn#@§2). This is essential for
safe feeding and adequate nutrition. The suclefigx disappears at one year.

Gag. Cough and sneeze reflexes. These protedbahy from airway

obstruction.
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Blinking and corneal reflexes. The baby’s eyegmwhktimulated by sudden
loud noise. These protect the eyes from trauma.
3.1 Blood test
Certain inborn errors of metabolism and endocdiserders are detected
by means of a blood test. For example the Guttase Blood, obtained from a
heel prick made with a stilence on the lateral esspéthe heel to avoid nerves
and blood vessels, is dripped on to circles o aordent card on to which full
details of the baby’s identity are entered (see@ld2). For detection of
phenylketonuria, hypothyroidism and cystic fibreoshe baby must have had at
least 4-6 days of milk feeding, and if for any @agshe baby or mother is
receiving antibiotics, this information should becorded on the card. Some
centres also test routinely for gniretosemia.
3.2 Continued child health susveillance
Following discharge from the health care centie,dcreening of the baby
Is continued on a regular basis at the nearedt adly clinic which is
usually a municipal clinic. The mother or caregyiis educated on routine
care and observation of the baby and advisedsoiurees to access if the
need arises.
4.0 ConclusionIn this unit you have learned about more assessthat is
carried out on children 0-5 years. i.e Neurologassessment
- various methods of examining the lip. Blood tasd continued child
surveillance. You have also learned about vanietiexes that is seen on a
child that is Moro reflex, Roufing reflex, suckiagd swallowing reflexes
etc.
5.0 Summary
This unit has focused on other assessment tha¢daut on a child. This
assessment of the child. Blood test and contirmdd health surveillance

etc.
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6.0 Tutor Marked Assignment

1.
2.

7.0

How will you carry a blood tests on the child.

Mention some of the reflexes that can be foundai child during

examination of Neurological system.

Reference / further Reading

Aransson DD, Goldberg ml, kling If Roy DR, 1994 Development
dysplasia of the mp. Pedatrics 94 (2): 201 — 208.

Beverley 1. M Nathan S. 1995 Diagnosing develamadedysplasia of the
hip (D04) material and child Health 20(4): 12024124.

Boyer Johnson C. 1996 Physical assessment afetivdorn 2° edn. Nicu

ink calfonia.

Myles 2001. Textbook for midwives Africa ed elger Ltd uk.
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UNIT IX: IMMUNIZATION STATUS OF CHILDREN 0 - 5
YEARS (1)

1.0 Introduction
Immunization protects children (and adults) agairesiful infections

before they come in contact with them in the comityuhmmunization
works by tricking the body into believing it is esqencing a full scale
invasion by an infectious agent so that the immsystem can fortify its
defences. During vaccination, a harmless versioa gérm is introduced
to the body and the immune system respond by pmogluantibodies to
attack the intruder. Thereafter a memory of thmsaision’ remains so that
the immune system can quickly recognize and nemgralisease causing
agents when they appear.

For many diseases, immunity is built up owaveral doses of
vaccines. The World Health Organization (WHO) reomnds that the
first polio vaccines be given at birth, along wikie vaccine for childhood
tuberculosis (BCG). In countries where transmissbmepatitis B from
mother to child is common, these infant shouldrbeunized against the

disease at birth.
2.00Dbjectives
At the end of this unit, the student shouddable to know:
* What immunization is.
» The differences between immunization and vaccinatio
* How long immunization takes to work.
* The schedules of vaccination
* The after effects/events following immunization amimon
misconceptions

e The immunization status of a child
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3.0 Main Content

3.1 WHAT IS IMMUNISATION?

Immunisation protects children (and adults) agaihatmful infections

before they come into contact with them in the camity.

Immunisation uses the body’s natural defence meshman the immune
response - to build resistance to specific infetiocSome diseases can be
prevented by routine childhood immunisation - diata, tetanus,
whooping cough, poliomyelitis (polio), measles, npsn rubella,
Haemophilias influenza type b (Hib) and hepatitisAHl of these diseases

can cause serious complications and sometimes.death

Immunisation is given as an injection or, in theecaf polio vaccine, taken
as drops by mouth. Immunisation helps children &&githy by preventing

serious infections.
3.2 How long does immunization takes to work

In general, the normal immune response takes dewerks to work. This
means protection from an infection will not occunmediately after
Immunisation. Most immunisations need to be givewesal times to build
long lasting protection. A child who has been gieaty one or two doses of
diphtheria-tetanus-pertussis vaccine (DPT) is qalstially protected against
diphtheria, pertussis (whooping cough) and tetaand, may become sick if
exposed to these diseases. How long do immunisalast? The protective
effect of immunisations is not always life-long.ns® like tetanus vaccine,
can last up to 30 years, after this time a boadtse may be given. Some
iImmunisations, such as whooping cough, give praedor about five years

after a full course in general, the normal immuesponse takes several
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3.3 Immunisation and vaccination

Technically ‘vaccination’ is the term used for gigi a vaccine - that is,
actually getting the injection or swallowing theogs. ‘Immunisation is the
term used for the process of both getting the vecand becoming immune
to the disease as a result of the vaccine. Mosplpease the terms
‘vaccination’ and ‘immunisation’ interchangeablytltheir meanings are not
exactly the same because immunity follows vacamain most, but not all,
cases. For the purposes of this book, we have alweed the term
‘immunisation’ because this is the expression nomshmonly used in the
community. All forms of immunisation work in the rma way. When
someone is injected with, or swallows, a vaccimhejrtbody produces an
Immune response in the same way it would follonexgosure to a disease

but without the person getting the disease.

3.4 How does immunization work?

Immunization works by tricking the body into beliey it is experiencing a
full-scale invasion by an infectious agent so ttied immune system can
fortify its defenses. During vaccination, a harmslegrsion of a germ is
introduced to the body and the immune system refgpdoy producing
antibodies to attack the intruder. Thereafter, anorg of this “invasion”
remains so that the immune system can quickly mdzegand neutralize

disease-causing agents when they appear.

The Chinese performed a version of vaccinatioredalariolation in the 16th
century when they discovered they could preventllpma by exposing a
healthy person to matter from the lesions of amatdd person. In 1796,
Edward Jenner, an English doctor, performed tlst viaccination in Europe
when he used a cowpox virus to vaccinate a youngdgainst the more
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deadly smallpox virus. (Dr. Jenner called this psscvaccination after the

Latin word for cow, vacca.)

Today there are several types of vaccines. Sonw) as the oral polio
vaccine (OPV), are live, “attenuated” vaccines Wwhreans the virus has
been weakened so that it stimulates antibody ptemiycbut does not cause
the disease. Others such as the “whole-cell” psidusaccine use an
inactivated, or killed, bacteria that still triggeain immune response. Tetanus
toxoid (TT), the vaccine that protects mothers aedborns from tetanus, is
a detoxified version of the toxin (poison) that sasl the disease. A fourth
variety of vaccine, such as that for Haemophildlsi@nzae type b (Hib), uses
only the components of the virus or bacteria thadvpke an immune

response.

Mothers can pass on immunity to their babies adtesglacenta during the
final months of pregnancy. The amount of inheritgamunity varies by
disease and is an important factor in deciding wheghild should be
iImmunized. A mother's antibodies may protect accfitbm measles for 6 to
12 months. But, in the case of diseases such &sspey, immunity may last
only for a few weeks. Tetanus is one example wingrerited immunity is
critical and the mother must be immunized to offeptection to her

newborn.

For many diseases, immunity is built up over sdweoses of vaccine. The
World Health Organization (WHO) recommends that firg polio vaccine

be given at birth, along with the vaccine for chdd tuberculosis (BCG). In
countries where transmission of hepatitis B fronthmoto child is common,

these infants should be immunized against the sksatbirth.
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The remaining doses of polio vaccine and the coatlnin diphtheria,
pertussis, tetanus vaccine (DPT) should be givesetkimes before the age
of one: at six weeks, 10 weeks and 14 weeks. Duah@rited immunity,
measles vaccines are typically given at nine monttedlow fever is also

given at this time for children in high-risk reggn

The more children in a community that are vaccithatbe less likely it is
that any children, even those who have not beenummad, will get sick
because there are fewer hosts for the infectioeatagThis is referred to as
“herd” immunity and it is particularly vital with x¢remely contagious
diseases such as measles, where immunization tof 99 per cent of infants
Is needed to protect a community from measles. Wewehis is not true for
all diseases, such as tetanus, therefore an indiVgdvaccination status is

Important, not just group immunity.

4.0 Conclusion Immunization remains the most cost effective tol

reducing childhood  morbidity and mortality occagi from Vaccine
Preventable Diseases(VPDs) such as: Tuberculosigmn®elitis, Diphtheria,

Whooping Cough, Tetanus. Neonatal tetanus. Meastdkw Fever, Hepatitis
B and CSM Immunisation is the safest and most effective wéygiging

protection against the disease. After immunisaty@ur child is far less likely
to catch the disease if there are cases in the comyn The benefit of
protection against the disease far outweighs they v@mall risks of

immunisation.

If enough people in the community are immuniséd, infection can no
longer be spread from person to person and thashsdies out altogether. This
iIs how smallpox was eliminated from the world, galio has disappeared

from many countries
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4 Summary:

This have focused on immunization, what it is, atsb gave a brief
explanation of immunization and vaccination. Alscthis unit you read
about how immunization works and how long immundattakes to

work.

6.0 Tutor Marked Assignment:

1) What is immunization?

2)Mention some of the vaccines that you know

7.0Reference & Further Reading

Understanding Childhood immunisation booklet - revised July
2000 (pp 61 to 63) Immunisation Infoline on 1800 671 811 - ©

Commonwealth of Australia 2000
http//www.unicef.org/immunization/index_how.html

Basic Guide for Routine Immunization Service Provider: 2005
Federal Government of Nigeria. National Programme on

Immunization (NPI)

Tayside Health Board, The Tayside master patient index
Dundee, October 1978

http://www.nevdgp.org.au/info/immunisation/immunisen
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UNIT X. IMMUNIZATION STATUS OF CHILDREN 0 -5
YEARS (II)

1.0 INTRODUCTION : In the previous unit we discussed immunization,

difference between immunization and vaccination gnother. In this unit we
shall go on to discuss some series of events tbhkdwls immunization
preventionis a topic which is easier totalk about tharto practise.One major

drawback withprevertion is theuncertaintyabout theeffectivenessf many
preventive measuredmmunizationagainstinfectious diseasess one form of
preventionwherethe value ismore certain. It is thereforeimportantto assess

immunization coverage Many professional groupsare involved in the
immunization programme including general practitioners,health visitors and

clinical medicalofficers and there i dangerthat thepreventionwhich is
supposedo beeverybody's businessnobody's.
2.0 0Dbjectives At the end of this unit you will learn about:

- Adverse events following immunization (AEFI)
- side effect of immunization

- Immunization monitoring tool

- Immunization drop out

- Immunization status of a child

3.0 Main Content
3.1 Adverse events following immunization (AEFI)

What is “AEFI"?

* An Adverse events following immunization (AEFI) asreaction that
Is temporarily associated with immunization
* Probable Causes of AEFI:

81



- Adverse reaction to the vaccine or its components
- Programmatic (human error
- Coincidental

What is AEFI?

- An AEFI is a medical incident that takes placte@i vaccine has been
administered and is believed to be caused by tbeina

» Types of AEFI:
- Mild AEFI
- Serious AEFI
Mild AEFI

Is a mild reaction that is characterised sorenégbheasite of injection, mild

fever and rash.
AEFI can be identified by the following:

1.  Anyinjection site abscess following immunization.

2. Any severe local reaction to vaccination that isy aswelling
extending 5cm from injection site to or redness swwdlling for more
than 3 days.

3.  Any case requiring hospitalization that is thouggthealth workers
or the public to be related to immunization.

4.  Any case of anaphylactic shock
Any other severe or unusual medical incidents fetieby health
workers or the public to have been caused by oateél to

immunization and
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6. Any deaths thought by health workers or the putdibe related to

immunization.
3.1.1 What are the side effects of immunisation?

Common side effects of immunisation are rednesssanehess at the site of
injections and mild fever. While these symptoms magcern you and upset
your child at the time, the benefit of immunisatisnprotection from the
disease. Paracetamol might be required to help teastever and soreness.
For more information, refer to Common side effestsmmunisation and
what to do about them. Other side effects are kaaey but if they do occur, a

doctor should be consulted immediately.

Key points

e There is no such thing as a "perfect" vaccine which protects everyone who receives it AND is
entirely safe for everyone.

* Effective vaccines (i.e. vaccines inducing protective immunity) may produce some undesirable
side effects which are mostly mild and clear up quickly.

e The majority of events thought to be related to the administration of a vaccine are actually not
due to the vaccine itself - many are simply coincidental events, others (particularly in
developing countries) are due to human, or programme, error.

e Itis not possible to predict every individual who might have a mild or serious reaction to a
vaccine, although there are a few contraindications to some vaccines. By following
contraindications the risk of serious adverse effects can be minimized.

3.2Immunization Monitoring Tools

Child Immunization Card — Immunization Record

The most important monitoring tool for kild’'s immunization status is
the Child immunization card (Immunization record)
Child immunization card which is an imfamt tool for monitoring

Immunization status is very important and care mivehould always be
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instructed to take care of it and always remembdoring them to the health
facility at each visit especially when the next iomzation.

After a child is immunized the date Skobe recorded on his/her
immunization card. Also, all other required infotloa should be recorded in
the immunization register

Child immunization card should contaire tfollowing: name of child,
age, sex and address, the health faculty whererthneinization is given, type
of antigen, number of antigen collected and net¢ daappointment

Child immunization register contains:tedaf immunization for each
antigen given in the appropriate column.

Each child is registered only once (on his/het firsit), and one row is used per
child.

3.3 Immunization status of a child
For a child to be fully immunized he/sheusld be taken to the health
facility 5 times to complete the immunization sttuAlso all immunizations
are to be completed before a child’s first birthday
Some of the problems that can affect dnilichunization status:
1) Immigration: where a child relocates from wherehld the first dose of
vaccination

2) Non compliance: refusing to be immunized.
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IMMUNIZATION SCHEDULE FOR CHILDREN< | YEAR OF AGE

Age Vaccines

Birth BCG,0OPVO,HB1

6weeks DPT,OPV1,HB2

10 weeks DPT2,0PV2

14 weeks DPT3, OPV3, HB3

9months Measles and Yellow fever
CSM

9months and 15 month¥itamin A

(Adapted from: Basic Guide for Routine Immunization
Service Providers Trainers’ Manual 2004)

3.4 Immunization Drop Outs: these are people who begin vaccination
schedule but do not complete it. Drop out rateaféect a child’s immunization
status because he/she did not complete his vaiminat

Common reasons for immunization drop oat:ar

* Migrant population

* Inadequate or lack of information

* Misinformation

» Poor quality services resulting in client dissait$ion

» Erratic service

* Inconvenient schedule

» Poor documentation

» Social, cultural and political barriers

» Geographical distance — hard to reach areas.

Drop out rate is determined by DPT3 arwhit be calculated thus:
Cumulative doses of - Cumulative dose of

DPT1 DPT3 x 100

Cumulative doses of D1
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(Adapted from: Basic Guide for Routine Immunization
Service Providers Trainers’ Manual 2004)

Immunization status of a child can be ensured kintgthe following steps

» Solution to drop out rate

» Child trafficking/contact tracing

* Advocacy to relevant authorities like state govezntm local

government chairmen, community leaders, faith basggnization n
(FBOs) and association

* Monitoring and supervision

* Mobilization and sensitization

* Motor vaccine supply

» Creating more outreaches
4.0 Conclusion
Communication to mothers and care giver about wihakpect during and after
immunization can go a long way to create confidemtéoth the health worker
and programme of immunization. The health workeyusth therefore respond
to client/parent concern appropriately. Massagesilghalso be kept simple and
straight forward. Emphasis the to complete scheduénsure full protection for
their children and themselves
S5 Summary.
In this unit we discussed:

Adverse Events Following Immunization (AEF). Somide effect of
iImmunization. Immunization monitoring tools. Immaation status of a child
and immunization drop out
6,0 Tutor marked Assignment

1 How will you assess immunization status ohid@

2 What is AEFI and how can you prevent them?

7.0Reference & Further Reading
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Understanding Childhood immunisation booklet - sed July 2000

(pp 61 to 63)
Immunisation Infoline on 1800 671 811 - © Commaath of

Australia 2000
http//www.unicef.org/immunization/index_how.html

Basic Guide for Routine Immunization Service Rdey. 2005 Federal
Government of Nigeria. National Programme on Imination (NPI)

Tayside Health Board, The Tayside master patmgtgx Dundee,
October 1978

http://www.nevdgp.org.au/info/immunisation/immunisen
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UNIT XI: CHILDREN WHO ARE AT RISK
1.0Introduction
Babies who are at high risks are those wigysath has been restricted
from utero and those born to diabetic mothers. @lage other conditions like
preterm baby, low birth weight, congenital malfotioa baby born to
HIV/AIDS mothers and babies born through Caesasstions that can also
expose the child to a great risk. Care of thesegcaies of children should
therefore be taken with all seriousness and caution
2.00Dbjectives
At the end of this unit learners will beald know:
» Some of those conditions that can expose the badbresk.
» Babies who are at risk of developing symptomayiedglycaemia
» Discuss conditions like preterm baby and low hivisight babies.
» Discuss the care and prevention of each of theitonsl mentioned.
3.0Main Contents
3.1 Babies at risk of developing symptomatic Hypoglycasia:
Babies with intrauterine growth restriction
Babies of diabetic mothers
Preterm babies
Babies who have suffered fetal distress in labour
Babies who are ‘large for dates’- possibility ofdiagnosed maternal
gestational diabetes
Babies who are at the highest risk are those whasgth has been restricted in
utero and those born to diabetic mothers. Occakyoaa apparent healthy term
baby has a rare condition, such as idiopathic hgpelinaemic hypoglycaemia
of infancy (formerly called neisidioblastosis), whi will manifest as
symptomatic hypoglycaemia in the first days of.IN&ry rarely, a healthy baby

becomes hypoglycaemic from breast milk insufficientn these situations,
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prolonged symptomatic hypoglycaemia can occur amd tan be brain
damaging. A balance needs to be struck betweeersoge for and prevention
of symptomatic hypoglycaemia in at risk babies, hwitecognition of

symptomatic hypoglycaemia in babies who are ill,ilsthavoiding over

investigation and over treatment in the normal tbaly whose mother is trying
to establish breastfeeding.

Signs of hypoglycaemia in the newborn areguea and include
lethargy/floppiness, apnoea and excessive jittesindhese non-specific signs
can also be due to sepsis. If a term baby of nomedgght is sleepy, he needs
help to feed directly from the breast or to be giwexpressed breast milk or
formula from a cup, syringe or bottle. Howeverthié signs are more than just
sleepiness & worsen or persist, the baby must ameved fully by a doctor and
investigation to exclude sepsis and/or hypoglycaestiould be considered.
Checking a glucose level in this situation is noteacuse for omitting a proper
examination.

If a low serum glucose is confirmed, then thagnosis is symptomatic
hypoglycaemia until proven otherwise. This is aregmency and intravenous
glucose must be given without delay. Blood sampbestrue blood glucose,
insulin and ketone body levels should be colleceédthe same time as
commencing an intravenous infusion of 10 per cenxtrdse. To avoid rebound
hypoglycaemia, boluses of dextrose should be adoidpossible or restricted
to ‘mini-boluses’ of 3mL/kg of 10 per cent dextrose

Hypoglycaemia in at-risk babies should be erd®d by screening and
supplementary feeding. Small for gestational agadsacan require as much
glucose as 12mg/kg per minute to maintain glucasel$. Asymptomatic
hypoglycaemia is managed with an increase in faedse first instance, with
recourse to intravenous treatment only if the baaynot tolerate feeds,

symptoms develop or the hypoglycaemia persistsr{iirReand Roberton 2002).
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Inborn errors of metabolism:

There are many such conditions but the ohewaroediate importance to the
midwife are those that are screened for in the fieek of life. Screening
procedures have changed over time in responseh&r ghanges in neonatal
care and society. Parental consent now has toibedypefore the screening can
be done. Midwives should check their local policies
Phenylketonuria:

Screening for phenylketonuria (1 in 13000iespusing dried blood spots
collected on to filter paper (the Guthrie test) wasoduced in 1969. Milk feeds
need to be established first, and midwives coldmbd by heel stab on the fifth
to ninth day of life, posting the cards to the latory. If the test is positive, an
alteration in diet can successfully control thediban without complications.
Hypothyrodism:

The same system was expanded to include a nsci@e congenital
hypothyrodism (1 in 3000) from 1981. Audit of theogramme shows that it
has been extremely successful, and that it defactsnore cases than were
suspected clinically at a much earlier stage ia. IWirtually all babies with
congenital hypothyrodism now start treatment byd2a§s of age and have a
better 1Q as a result.

Cystic fibrosis and other conditions

Certain areas of the UK use the dried blood spaicteen for cystic fibrosis

(usually by measuring immunoreactive trypsin) aadrhoglobinopathies, such
as sickle cell haemoglobin or thalassaemia. Testalao available for a host of
other rare conditions including maple syrup urimgedse, Duchenne muscular
dystrophy, fragile X syndrome and congenital adrdngoerplasia, but none

have been implemented in the UK. Screening for ambmeuroblastoma using
vanillyimandelic acid (VMA) levels in urine is impiented only in Japan

where the incidence is peculiarly high.
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3.2The Preterm Baby

This describes a baby before the end of tffeng%k of gestation, regardless
of birthweight. Most of these babies are approplyajrown and whereas some
are SGA, a small number are LGA (these tend tofaai of diabetic mothers).
The factors that play a role in the initiation ofeferm labour are largely
unknown, are described as multifactorial and igdapart overlay with factors
that impair foetal growth. They are divided intooske labours that start
spontaneously and those where a decision is mad&riinate a viable
pregnancy before term (referred to as electiveagus

Table

Causes of preterm labour

Spontaneous causes:

e 40% unknown
* Multiple gestation
* Hyperpyrexia as a result of viral or bacterial ctfen
* Premature rupture of the membrane caused by métefeetion
« Maternal short stature
* Maternal age and parity (Teenagers and Primips)
* Poor obstetric history; history of preterm labour
» Cervical incompetence
» Poor social circumstances
Elective causes

* Pregnancy-induced hypertension, pre-eclampsianahhypertension
» Maternal disease; renal, cardiac

» Placenta praevia, abruptio placenta
* Rhesus incomplability

« Congenital abnormality

 IUGR

Sources: Blackburn & Loper (1992), Harlow & Spen@&99)
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Characteristics of the preterm baby

The appearance depends upon the gestatiagal The following
description will focus upon the baby born during tast trimester of pregnancy.
Preterm babies rarely become large enough in thedevelop muscular flexion
and fully adopt the foetal position (Young 1996 aas a result their posture
appears flattened with hips abducted, knees andesnlkexed. They are
generally hypotonic with a weak and feeble cry. Tikad is in proportion to the
body; the skull bones are soft with large fontaesetnd wide sutures. The chest
Is small and narrow and appears underdeveloped gowonminimal lung
expansion during foetal life. The abdomen is pra@ninbecause the liver and
spleen are large and abdominal muscle tone is pberliver is large because it
receives a good supply of oxygenated blood viaftieeal circulation and is
active in the production and is active in the poiin of red blood cells and
erythropoiesis. The umbilicus appears low in thelosien because linear
growth is cephalocaudal (it is more apparent ndartre head than the feet), by
virtue of the foetal circulation oxygenation. Sutameous fat is laid down from
28 weeks’ gestation, therefore its presence andhddnce will affect the
redness and transparency of the skin. Vermix caseogsbundant in the last
trimester and tends to accumulate at sites of demsgjo growth (i.e. the face,
ears, shoulders and sacral region) and protectskime from amniotic fluid
maceration. The ear pinna is flat with little curtlee eyes bulge and the orbital
ridges are prominent. The nipple areola is poodyedoped and barely visible.
The cord is white, fleshy and glistening. The phardeases are absent before 36
weeks but soon start to appear as fluid loss odbwosigh the skin. In girls the
labia majora fail to cover the labia minora andoys the testes descend into

the scrotal sac at about thé"3yestational week.
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3.3Low Birth weight baby

The incidence of low birth weight in a giveammunity is expressed as a
percentage of all live births in that community paespecific period of time and
is termed low birth weight ratio (LBWR). The LBWR tcalculated as: Total
number of births < 2500g X 100 Total number ofhsrt(Levene, Tudehope &
Thearle, 2000).

The LBWR for births in developed countrissaround 7% and as high as
15% in developing countries (Mangate in de Kock & \wder Walt, 2004). In
developed countries, a fixed figure of <2500g bimtkight is used, while in
developing countries a birth weight of 2000g or rev00g may be more
appropriate due to a lower mean birth weight (StayrCronjé & Grobler,
2003). In 1977, the World Health Organization (WH{®77a) recommended
that babies who weigh less than 2500g should bkedcabw birth weight
(LBW). (Levene, Tudehope & Thearle, 2000; WoodsKibel & Wagstaff
2001; Mangate in de Kock & van der Walt, 2004)

Classification of babies by weight and gestation

Definitions of low birth weight are based anpweight alone and do not
consider the gestational age of the baby. Likevdsénitions of gestational age
disregard any considerations of birth weight. Tbacepts and categories that
surround LBW are complex. The following classifioatdescribes the different
types of LBW babies seen in practice.

The low birth weight categories are:

* low birth weight (LBW) babies are those weighing

below 25009 at birth

« very low birth weight (VLBW) babies are those

weighing below 1500g at birth

» extremely low birth weight (ELBW) babies are

those who weigh under 1000g at birth @res;
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Tudehope & Thearle 2000, Harrison 2002).

Gestational age

A preterm baby is one born before completibthe 37" gestational week.
Gestational weeks are calculated from the first afathe last menstrual period
(LMP) and have no relevance to the baby’'s weiggrtgth, head circumference,
or indeed any other measurement of foetal or nabsite.

Thus, it is the relationship between these teparate considerations of
weight (for assessment of growth) and gestatiormgd éor assessment of
maturity) that is of great importance. This relaship can be plotted on centile
charts as shown below
Fig X: Centile chart
These charts visually demonstrate that growth igr@piate, excessive or
diminished for gestational age and that the balgjtiger preterm, term or post-
term. They are based on measurements of foetaltigrtwat has been collected
over the last 20 years, from multiple ultrasoundasugements. To act as an
accurate tool, growth charts should be derived fstudies of local populations,
because genetically derived growth differencestdasveen countries, cultures
and lifestyles (Roberton 1999).

Various types of LBW babies can be described:

1. Babies whose rate of intrauterine growth wasmnal at the moment of
birth: they are small because labour began betweeend of the 37
gestational week. These preterm babies are apptelyrigrown for their
gestational age (AGA).

2. Babies whose rate of intrauterine growth wiasved and who were
delivered at or later than term: these term ott-persn babies are under
grown for gestational age. They are small forrtgestational age (SGA).

3. Babies whose rate of intrauterine growth whsved and who, in

addition, were delivered before term: these pretbabies are small by
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virtue of both early delivery and impaired intrame growth. They are
small for gestational age and preterm babies.

4. Babies who are considered large for theiragiestal age (LGA) at any
weight when they fall above the "9@entile. Therefore, it follows that
both term and preterm babies can be SGA, AGA AALG

3.4Management at birth of the healthy LBW baby

Given the unpredictability of the LBW babydatine birth process, the role
of the midwife in the delivery room is to adequgtprepare the environment,
staff and parents for all eventualities. This takes form of asking the multi
professional team (second midwife, paediatriciath m@onatal nurse), to be on
standby for the delivery. The incidence of perihasphyxia and congenital
abnormality is greater in SGA babies and the balily @& scaphoid abdomen
could be physically normal, but alternatively couliéteriorate quickly if
presenting with a diaphragmatic hernia. Currentaailability in the NICU,
transitional care unit (as applicable) and postnatad should be known. The
delivery room ambient temperature should ideallyobiveen 23 and 28; the
neonatal resuscitaire should be checked and readysé.

The Apgar score is traditionally scored aarfd 5 minutes and acts as a
guide in helping staff communicate the resuscitativeeds of neonates
immediately after birth. Some consider it as liditessefulness in LBW babies
because it was originally devised by Apgar in 1853erm babies and does not
take into account how gestational age, congenialoanalities or sedation
affect the score (Juretschke 2000).

Labelling of the LBW baby is particularly prartant because separation of
mother and baby could happen at any time if theylsabondition becomes
unstable. If the baby needs admission to the NGB midwife may consider,
on cutting the cord to size, to leave an extratlenop any case access to the
umbilical vessels should be necessary at a late. tA detailed but expedient
examination of the baby should be conducted byntitevife in the presence of
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the parents and recorded accordingly. It is pderbuimportant in SGA babies
to check that the anal sphincter is patent, whmhlct provide information on
the internal integrity of the gastrointestinal gyst
This is a good time to allay any pareraakieties about their baby’s

general appearance, which may be quite differenthat they were expecting
(Redshaw 1997, Manders 2002). Once it is estaldighet the baby is healthy,
the midwife may attempt to normalise the care bylessising to the parents
the importance of preventing cold stress and promgakin-to-skin contact for
a period of up to 50 minutes. The midwife shouldwa that the baby is
thoroughly dried before skin-to-skin contact iseatpted. This will secure the
baby’s conductive heat transfer gains, and help tonrbecome physically
stabilised and to find the breasts. If the moth&roses not to engage in skin-to-
skin contact the father may wish to do so, butaf, the baby can be dressed,
wrapped and held by his parents in the normal wHye baby's axilla
temperature should be maintained between 36.4 #i@l 3
3.5Feeding of the low birth weight

Both preterm and SGA babies benefit from &Gamilk because it contains
long chain polyunsaturated omega-3 fatty acids,ciwhare thought to be
essential for the myelination of neural membrarres far retinal development.
Preterm breast milk has a higher concentrationimtld, protein, sodium,
calcium and immunoglobulin, a low osmolarity, anghées and enzymes that
improve digestion and absorption (Jones and Sperg¥9). The uniqueness of
the mother’'s milk for her own baby cannot be owest. For any mother to
commit to the challenge of breastfeeding her LBWyhand in particular the
preterm baby, she should be thoroughly prepared haatgnitively and
emotionally by the midwife, so that her expectatiosre realistic as she
anticipates the likely sequence of events thatbdaday may take her through
(Lang 1997). First, she needs to understand whatbaby may be able to
achieve related to his development, which is baspdn the combined
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influences of his gestational age at birth andpustnatal age. For a baby to
feed for nutritive purposes, the coordination afdihing with suck and swallow
reflexes is thought to reflect neurobehaviouraluratton and organization and
Is thought to occur between the 32 and 36 weekstagien (Heper &
Shahidullah 1994, Pinelli & Symington 2001). Suckand swallowing reflexes
are present by 28 weeks’ gestation, but the balmnable to coordinate these
activities until 34 - 36 weeks. Preterm babieslanéed in their ability to suck
because of their weak musculature and flexor cgnivbich is important for
firm lip and jaw closure (Blackburn & Loper 199Before 32 weeks, most
healthy preterm babies will need to be tube feéd @agular basis, usually on a
3-hourly regimen with preset amounts of breatntiliknd milk or formula milk
based on postnatal age and present weight to @rdéke& necessary calories for
growth, but not at the expense of energy experalitur

It has become common practice for patieotsube feed their baby. Als
(1986) believes that parents should be encouragkdid their baby during tube
feeds and provide physical support for his trunét ahoulders, bracing his feet
and giving him something to hold. Sucking is pafttle flexor pattern of
development and may be enhanced by giving the Isanyething to grasp
(Young 1996). Tube feeding has the advantage beatuibe can be left in situ
during a cup or breastfeed and has been shownironate the need to
introduce bottles into a a breastfeeding regimefie(lermes et al 1999).
However, several problems have been identified wibe feeding. First, nasal
and oral gastric tubes encourage milk lipid adhezeto their inside surfaces
and reduce the amounts of fat calories availabtedgdaby. Cup feeding is said
to reduce this tendency (Lang et al 1994). Secomdligies are preferential nose
breathers and the presence of a naso-gastric tillbmevitably takeup part of
their available airway. Finally, their prolongedeubas been associated with
delay in the development of sucking and swallowiaefiexes simply because
the mouth is bypassed. For these reasons, cumfgds been used in favour
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of tube feeding in order to provide the baby withasitive oral experience, to
stimulate saliva and lingual lipases to aid digest(Lang 1997), and to
accelerate the transition from naso/gastric feedngreatfeeding without the
introduction of bottles and teats (Jones & Speri@99). Oral gastric tubes
have been associated with vagal stimulation ané hasulted in bradycadia and
apnoea and, of the two types, most clinicians favilnie nasogastric tube
(Kliethermes 1999).

Certain behaviours such as licking and lagmre well established before
sucking and swallowing (Ritchie 1998) and, when ibésbare given the
opportunity, it is not unusual to see them as easly\?28 and 29 weeks, licking
milk that has been expressed on the nipple by thmther. Thus, babies
between 30 and 32 weeks’ gestation can be giveressgd breast milk (EBM)
by cup. Lang(1994) makes the point that tongue mmave is vital in the
efficient stripping of the milk ducts, so cup feagli can be seen as
developmental preparation for breastfeeding. Betwire 32 and 34 weeks’
gestation, cup feeding can act as the main methddedling, with the baby
taking occasional breast feeds. Attitudes towargs feeding vary, but initial
concerns expressed by clinicians are accordingtougl (1999), related to fear
of milk inhalation and the extra time needed teegivffeed. These fears have not
been realized in practice because, as Samuel ariipgesaby controls the pace
and volume he takes; some babies are slow feealbey;s more expedient, so,
in general, cup feeds tend to last about the samegtidn as bottle feeds. More
importantly, however, they utilize little energyhieh is a crucial factor in their
favour for LBW babies.

A preterm baby of less than 35 weeks’ gestatan be gently wrapped
prior to a breast (or formula) feed and this isuthiat to provide reassurance and
comfort, not unlike the unique close-fitting taetistimulation of the uterus
(Sparshott 1997). A preterm baby may easily tire twe mother can be thought
to start the flow of milk by expressing this bef@gaching him to the breast.
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Long pauses between sucks are to be expected.bililss-pause pattern is a
signal of normal development and seems to occureeavith breastfeeding
(Blackburn & Loper 1992). The baby may appear t@asleep and a change in
position may remind him of the task in hand, bus ithought to be a mistake to
force a reluctant baby to feed (Sparshot 1997i. iff obvious that the baby is
more interested in sleeping, the mother can comphet feed by tube.

From 35 weeks onwards, cup feeding can laduglly replaced by
complete breastfeeding (Lang 1997). Progress infedbding method is often
dependent upon the preterm baby, who cues his mtthehe is ready to take
milk from the breast. In the interim, she must egsrher milk so that she can
maintain her milk supply and provide the milk farpcfeeding as necessary. An
unrushed feed can take up to an hour to completg. a&lvances on this time
frame should be reviewed in terms of the qualityhef baby-nipple attachment,
maternal milk flow (which may be affected by anyiet other factors) and the
general condition of the baby (e.g. the developneémhysiological jaundice).
Feeding frequency can vary between 6 and 10 feeddslgy. The baby should
be left to establish his own volume requirementd feding pattern. The
mother should be encouraged to rely upon her ostmcts and common sense
so that the rhythm of total care she adopts in itaswill thoroughly prepare
her for when she goes home (Lang 1997). Often itherehce between early
and late transfer home is more dependent upon thteems positive attitude
and skill development than the baby’s maturity antéérent abilities.
4.0Conclusion

The survival of a preterm or low birth weigbdby is dependent on the
acquisition of skill by the medical personnel orithquality care. A balance
should therefore need to be struck between thesptmn of compilation of the

preterm/low birth weight baby and their qualityear
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5.0 Summary
This unit discussed some of the condition taaxt expose the baby to risks.
- What preterm/low birth weight is.
- Causes of preterm/low birth weight.
- Care of preterm baby.
6.0 Tutor Marked Assignment
1) Discuss the causes of preterm baby or low birth
weight baby.
2) How will you feed a preterm baby?
3) In what ways can we prevent preterm baby or low
birth weight baby

7.0Reference/Further Readings
= Debbie Holmes & Philip N Baker 2006. Midwifery by Teachers®led.
Replica Press Pvt. India
» Dorlands 2005. Pocket Medical Dictionary. Interoatil Press OPAD
limited India
= Myles 2006. Textbook for midwives African ed. Elsntd UK.
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UNIT XII: CONCEPT OF INTEGRATED
MANAGEMENT OF CHILDHOQOD ILLNESS
(IMCI)

1.0Introduction

Every day, millions of parents seek heal#ine for their sick children,
taking them to hospitals, health centres, pharrtscdoctors and traditional
healers. Surveys reveal that many sick childrennateproperly assessed and
treated by these health care providers, and tleat plarents are poorly advised.
At first-level health facilities in low-income cotrres, diagnostic supports such
as radiology and laboratory services are minimalamr-existent, and drugs and
equipment are often scarce. Limited supplies antpeaent, combined with an
irregular flow of patients, leave doctors at thesdl with few opportunities to
practice complicated clinical procedures. Insteldy often rely on history and
signs and symptoms to determine a course of maregeimat makes the best
use of the available resources.

These factors make providing quality care stok children a serious
challenge. WHO and UNICEF have addressed this exigdl by developing a
strategy called the Integrated Management of Caoadhliness (IMCI).
2.00bjectives

This unit will describe and allow the leart@know the following:

What is IMCI?

Why IMCI is better than single-condition approaches

Implementation of IMCI

What has been done to evaluate IMCI strategy
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3.0Main Content

3.1What is IMCI ?

IMCI is an integrated approach to child health floauses on the well-being of
the whole child. IMCI aims to reduce death, illnemsd disability, and to

promote improved growth and development among dmnldinder five years of
age. IMCI includes both preventive and curativergets that are implemented

by families and communities as well as by healdilifees.
The strategy includes three main components
Improving case management skills of health-caré sta
Improving overall health systems
Improving family and community health practices.

In health facilities, the IMCI strategy promotes thccurate identification of
childhood illnesses in outpatient settings, ensuappropriate combined
treatment of all major ilinesses, strengthens thenselling of caretakers, and
speeds up the referral of severely ill childrentHia home setting, it promotes
appropriate care seeking behaviours, improved trartrand preventative care,
and the correct implementation of prescribed care.

3.2Why is IMCI better than single condition approache®

Children brought for medical treatment in theveloping world are often suffering
from more than one condition, making a single damis impossible. IMCI is an
integrated strategy, which takes into account ety of factors that put children at
serious risk. It ensures the combined treatmenthef major childhood illnesses,

emphasizing prevention of disease through immuiozatnd improved nutrition.
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3.3 Implementation of IMCI

Introducing and implementing the IMCI strategy incauntry is a phased
process that requires a great deal of coordinatiorong existing health
programmes and services. It involves working clpseth local governments
and ministries of health to plan and adapt theggles of the approach to local

circumstances. The main steps are:

Adopting an integrated approach to child health dedelopment in the
national health policy.

Adapting the standard IMCI clinical guidelines teetcountry’s needs,
available drugs, policies, and to the local foodd Enguage used by the
population.

Upgrading care in local clinics by training healtbrkers in new methods
to examine and treat children, and to effectivelyrtsel parents.

Making upgraded care possible by ensuring that gimad the right low-
cost medicines and simple equipment are available.

Strengthening care in hospitals for those childoensick to be treated in
an outpatient clinic.

Developing support mechanisms within communities foeventing
disease, for helping families to care for sick a@teh, and for getting

children to clinics or hospitals when needed.
IMCI has already been introduced in more than 1sttes around the world.

3.4 Evaluation of IMCI

The results of the MCE support planning and adwpcke child health
interventions by ministries of health in developioguntries, and by national
and international partners in development. To ddtéE has been conducted in
Brazil, Bangladesh, Peru, Uganda and the UnitediR&pof Tanzania.
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The results of the MCE indicate that:
IMCI improves health worker performance and theialgy of care;

IMCI can reduce under-five mortality and improvetrtional status, if

implemented well;

IMCI is worth the investment, as it costs up to tames less per child correctly

managed than current care,

Child survival programmes require more attentionataivities that improve

family and community behaviour;

The implementation of child survival interventionseds to be complemented

by activities that strengthen system support;

A significant reduction in under-five mortality wihot be attained unless large-

scale intervention coverage is achieved.
4.0Conclusion

In this unit you have learnt what IMCI singlendition approaches.
Implementation of IMCI and measures taken to evaluCl strategy. You
should therefore be able to explain what IMCI e heed for IMCI in child

illnesses and explain measures taken to implenhé@t.|
5.0 SUMMARY

The unit focuses on IMCI, its implementatiofhe need for IMCI and

evaluation of IMCI
6.0 Tutor Marked Assignment
What is the concept of IMCI?
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(a) Highlight the results of IMCI What are the main steps to
implementing IMCI

7.0 References and Other Resources

- Manuel for Trainers of community Resource persensihe united
Nations foundation (UNF). Funded Project entitl&mpowering
communities to improve children’s Health in Nige2802 — 2006

- A Pictoral Counselling guide for community ResmuiPersons (CORPS)
2008. WHO, UNICEF.

- Unicef/Hg 95 0971/Neorain — updated 2-11-09
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UNIT XIll: COMMUNITY INTEGRATED
MANAGEMENT OF CHILDHOOD
ILLNESS (CIMCI)

1.0 Introduction

In the previous unit we saw the concept of IMCI & importance and
necessity. In this unit we shall go on to consithercommunity aspect of IMCI
(CIMCI) is an integrated child care approach thahsaat improving key
household and community practices that are likeljhdave the greatest impact

on child survival, growth and development. Thigesy essential because

= Majority of children die at home inspite of avail&ly of health services.
= |nitial care (whether using orthodox or traditiordicine) takes place in
the family.
» Trained health workers are usually either inactéssir unavailable
» Feasible interventions that can significantly rezlumorbidity and
mortality exist and can be practised in the comtnessuch as:
0 Appropriate breast feeding which can reduce chimtality by
10%
o Improved complementary feeding which can prevettde from
malnutrition, diarrhoea, ARI (especially pneumoraajl measles.

0 Good hygiene practices which can reduce diarrhgeiDbo
2.00bjectives:
At the end of this unit learners will be ableto:

know the various household practices have a knayeed who a Community

Resource Persons (CORPSs) is have communicationamgselling skills
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3.0 Main Content
3.1 Key Household Practices
The key practices are broadly grouped underrmjor headings. They are:

» Growth promotion and development has the followingusehold
practices under it.

» Exclusive breastfeeding

= Home management

» Disease prevention

» Care seeking and compliance

Growth Promotion and development:
» Exclusive breastfeeding for 6 months

= Appropriate complementary feeding from 6 months Isthcontinuing

breastfeeding up to 24 months
» Adequate micronutrients through diet or supplententa
=  Growth monitoring
» Promotion of mental and psychosocial development
= Birth registration
Home Management
= Continue to feed and offer more food and fluids mvbkild is sick

= Give child appropriate home treatment for infecsion
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» Take appropriate actions to prevent and managel chjuries and

accidents
Disease Prevention

» Proper disposal of faeces, hand washing etc
» Child and pregnant woman sleep under Insectici@at€d Nets (ITNs)
» Prevention and care of HIV/AIDS

» Prevention of child abuse/neglect and taking appatgaction
Care Seeking and Compliance

= Take child to complete full course of immunizatioefore £' birthday

» Recognize when child needs treatment outside horddake to Health
worker

» Follow Health worker advice about treatment, Foliggvand Referral

» Birth Preparedness and Complication Readinessu@imgj ANC and TT
Vaccination during pregnancy)

» Essential community newborn care

= Active participation of men in childcare and repnotive health

activities

Exercise |
1) List the key practises
2) Mention some of the practices of women of childearing age in the

following areas: breastfeeding and weaning.

3.2Community Resource Persons (CORPS)
In implementing CIMCI, there is need to bulapacity of the community to
improve the 19 key household and community prastibat have the greatest

impact on child survival and development. Commaesitiare expected to
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nominate their members who will be trained as comitguresource persons
(CORPSs) to promote these key practices by coungetlaregivers within their
communities as well as collecting data for commuhésed information system
(CBIS). CORPs are resident in and accepted by dh@munity, has the ability
to mobilize community members, and is willing andaitable to work
voluntarily.

There is also a CORP supervisor who is tohiteeregularly supervise the
activities of the CORPs to ensure that the coungelnd other activities are
properly carried out as planned.

A care giver is a person that takes carendeufive children at home or in
institutions like motherless babies home, day cardres, etc. He/she could be
a parent (mother and or father), grandparent, uadet, older sibling, nanny or

any other person living within the household/ingidn.

Exercise 2

1) Whois a CORPs

2) Do you have them in your community
3.3 Communication and Counselling

Communication is a process of sending a medsagea source to a receiver
in order to create mutual understanding and tagddition, elicit a response.
Counselling is a communication method geared tosvasbsisting or
encouraging individuals and families to take resafty for identifying and
solving their own problems. CORPs and their traneequire effective
communication and counselling skills, to ensureegaers acquire knowledge

and skills to care for their children.
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3.3.1 Points of Emphasis: Communication and Coundgig

= Communication and counselling promote free flow ioformation
between counsellors and their clients as wella@sdrs and their trainees
(including CORPs, their trainers and supervisang, @regivers).

» CORPs trainers require adequate communication amaselling skills to
teach CORPs to counsel caregivers on key housedraddcommunity
practices for child survival.

» Counselling ensures that caregivers acquire knayelexhd skills on key

household and community practices for child surviva
3.3.2 Counselling in Community IMCI

The main purpose of counselling in community IMEIto help caregivers
think about child health so that they can commiéntkelves to taking
appropriate action as situations present themsel@eginselling promotes
choice not force. Often, counsellors (such as CORMS their supervisors)
think they know what is best for the caregivers #retefore try to force them
to do as instructed. Although the idea of the cellosmay be excellent, it may
not be appropriate to the particular circumstanoésthe caregiver. By
counselling, we encourage people to change by teirfreewill (voluntarily).

4.0 Conclusion:

Community IMCI is a very important aspect of IMCIIt aimed at
enlightening the care givers especially at the ggra®t on early recognition
treatment of ailment at home. It also equipped tlee givers, on the
prevention of some of those illnesses. Emphasatss on the need for the care
giver to know the need of seeking health care awdptiance with treatment
message at an appropriate health facility. Alséeffort will help to care for

the child appropriately thereby reducing child madily and mortality.
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It also emphasises the importance for men totass&s wives in the day
to day running of the homes.

5.0 Summary:
In this unit we have been able to discuss what AIM@'s importance.
The key house hold practices
Know who is a care giver and supervisor

We also try to discuss briefly communication & coeltor and qualities
of a good counsellor importance of counselling.

6.0 Tutor Marked Assignment

What is the concept of community IMCI?

What is communication & Counselling
b. Mention 5 qualities of a good counsellor
Explain briefly the following Terms

I Corps
1 Care giver

lii.  Supervisor.
7.0References / further Reading

- Manuel for Trainers of community Resource persensihe united
Nations foundation (UNF). Funded Project entitleEmpowering

communities to improve children’s Health in Niger2002 — 2006

- A Pictoral Counselling guide for community ResmuPersons (CORPS)
2008. WHO, UNICEF.

- Unicef/Hq 95 0971/Neorain — updated 2-11-09
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UNIT XIV : CONDITION WHICH MAY EXPOSE THE CHILD
TO GRAVE DANGER.

1.0 Introduction:
In the previous unit we saw some of the medicaldd@mns which can

subject the new born to risks. In this unit we bgalon to discuss some
of the social/leconomic factors which can furthet fne child to risk.
The Orphan and Vulnerable Children (OVC) are amothpeup of
children who are at risk Since HIV/AIDS was discmckin 1981, more
than 20 million people have lost their lives to theis. According to the
Joint United Nations Program on HIV/AIDS (UNAIDShearly 40
million are currently living with HIV/AIDS, incluchg nearly 2.2 million
children under the age of 15. In 2004, 4.9 millmeople acquired the
virus, and 3.1 million died from AIDS. Sub-Sahavsinica remains the
most affected region with 25.4 million people liginvith HIV/AIDS at
the end of 2004, 1.9 million of whom were childwamder the age of 15.
The United States Agency for International Develept(USAID), the
United Nations Children’s Fund (UNICEF), and UNAIRStimate that
at the end of 2003, 15 million children under tige af 18 had lost one
or both parents to AIDS, with the majority (82%)simb- Saharan Africa.
In just two years, from 2001 to 2003, the globamber of children
orphaned by AIDS increased from 11.5 million tord#lion. By 2010, it
Is expected that more than 25 million children Vel orphaned by this
deadly virus. Due to the 10-year time lag betwed¥ hifection and
death, officials predict that orphan populationi @entinue to rise for a
similar period, even after the HIV rate begins &clthe. Experts say
only massive spending to prolong the lives of ptreould be expected
to change this trend. The impact of HIV/AIDS on Idren is just
beginning to be explored. Not only are childrenhamped by AIDS
affected by the virus, but those who live in honiegt have taken in
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2.0

orphans, children witch little education and resesr and those living in
areas with high HIV rates are also impacted. Childwho have been
orphaned by AIDS may be forced to leave schoolagagn labour or
prostitution, suffer from depression and angergengage in high-risk
behaviour that makes them vulnerable to contradthg

OBJECTIVE:

At the end of this unit you will be able to leaout: -

orphan and vulnerable children due to HIV/AIDS

street children and exploitation

Education and economics impact of ovc

stigma, discrimination and depression

gender exploitation

3.0 Main Content

3.1

Most Recent Developments

The plight of children affected by HIV/AIDS is gang increased
congressional attention, particularly throughehactment of P.L. 108-25
(The United States Leadership Against HIV/AIDS,bé&rculosis, and
Malaria Act of 2003), which authorized 10% of HAIDS funds to be
used for children orphaned or made vulnerablehigyvirus (OVC). As
the United States increases its funding for HI\DAI initiatives, many
are calling for streamlining of activities thatearelated to children
affected by HIV/AIDS. Some want a senior positidor children
orphaned and affected by HIV/AIDS in the AIDS Caioator’s Office in
the Department of State to ensure that prograatsaffect this vulnerable
population complement one another and conservedsmg Still others
argue that the scope should be expanded to inatbhddren who are
orphaned from other causes, as they are just bherable as those
orphaned by HIV
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3.2

Street Children and Exploitation

As HIV/AIDS rates continue to soar around the woand household
poverty deepens, children are increasingly pressuto contribute
financially to the household. The streets haveobecthe place where
children orphaned and made vulnerable by HIV/AlDfen turn to
supplement lost wages, find refuge, and somettméad an escape from
stigma. While on the street, children can be egdds rape, drug abuse,
child labour,including child prostitution, and other forms ofpdxitation,
making them more vulnerable to contracting HIV/ADChildren as
young as nine years old have been found to begedgan sex work.
While no one seems to know how many children digtuee on the
streets worldwide, many reports cite a UNICEFnaate of 100 million.
Country reports from a number of heavily affectedions all report a
significant increase in the number of childrenmnogg the streets over the
past ten years. A number of reports emphasize tth@tmajority of
children on the streets have families and homesvimich to sleep.
However, most children go to the streets for ad@ubhours to beg, work,
or to seek food, and then return home to sleegpoasg as two years old
have been sent out by their parents to beg fail foed moneywVhether
the children live on the streets or spend the nitgjof their days on the
streets, experts are concerned about their vudlilgyato terrorist
organizations and militias, crime, and HIV infecti A UNICEF worker
in Kenya recently asked, “What kind of adults deesh an existence
produce, if crime and violence become their swvstrategies?” Many
analysts have expressed concern that the growingoer of orphaned
children and those on the streets are increasirggiless, uneducated,
under nurtured and traumatized, making them rgeerécruitment for
crime, military warlords and terrorists. Childras young as seven years

old are among the 300,000 children fighting in svaround the world
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3.3

today. Some are particularly concerned that orpheard other children
affected by HIV/AIDS can become easy conscriptswarring factions,
as they search for food, shelter, nurturing, aafetg. A rebel fighter in
Congo reportedly claimed that his militia pays s@hool fees for the
children in his group, most of whom are orpha®isildren’s vulnerability
to other forms of exploitation was illustratedarstudy conducted by the
International Labour Organization (ILO). The stddynd that in Zambia
the majority of street children and children inxed in sex work were
orphans. Another study in Ethiopia found that thajority of child
domestic workers were orphans. It was found infdgathat girls were
especially vulnerable to sexual abuse while engjagedomestic work.
Scott Evertz, Director of the White House Office AIDS Policy has
said. More and more AIDS orphans are growing ydang adults with
little or no adult supervision. Clearly this pretea security risk. We will
have whole populations of them in much of the dioripe for the picking
by those individuals who would want to engage ititerests of young
adolescents. Although a number of social scienhstve raised concerns
about the growing number of children orphaned made vulnerable by
HIV/IAIDS, others feel that the prediction of rigincrime rates and
increased political instability is alarmi$hose who dispute the linkage
between social breakdown and increased orphan lkdeda lack of
evidence and a reliance on anecdotal data. Funtiver they argue that
children have lived among extended family memi@rsome time.
Education and the Economic Impacts

Some social scientists are concerned that theiggomumber of children
affected by HIV/AIDS could lead to a decrease hilled labourers
within a country, further destabilizing the nabreconomy and society
at large. The issue is that an inefficient transfieskills and scholarship
leads to a decline in human capital, the bodyrawedge, and ability
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found in a population. It is human capital thatves economic growth,
some experts argue, and when that is threatened Hme economic
security of a nation. A 2003 World Bank report med that “a
widespread epidemic of AIDS will result in a stavdial slowing of
economic growth, and may even result in economili@jgse.” The report
argues that the effects of these weakened knoedgdgsmission
processes are felt only over the longer run, a&spbor education of
children today leads to the low productivity ofuéid in the future. The
economic challenges of children affected by HI\D&I occur in stages.
The first stage often begins when children realim their parent has
AIDS and is likely to die. They begin to fear tbeir future, wonder who
will care for them, and worry about how they wié able to stay in
school. Children are often pulled out of schoaotdoe for an ailing family
member, or because meagre household income isspemt on the sick.
School fees, notebooks, and pencils become uniatite and children
begin to struggle to provide care and replace kit labour and
income. At this stage, the quality of child-regriis compromised, and
many important lessons on life skills and selffisiégncy are not thought,
mostly because the parent(s) is too ill to trandfie knowledge. After
one parent dies, most children continue to livehvie surviving parent
or a relative, but they often slide more deeptp jpoverty. For some, the
next stage begins when they find themselves thd$ef households. A
young adolescent may be responsible for many ngibli some of
whom may be infants. Children who are the headsoateholds are in a
difficult position not only because they must neupport their siblings
with little to no education and/or employable kskibut also because they
most likely have limited resources. In many casegsh of the family’s
possessions may have been sold to care for the lsitge numbers of
orphaned children find themselves in homes thahctafford to pay
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school expenses and drop out to work in the haldehelds, or on the
street. Young children with minimal education onpdoyable skills can
be found doing work such as shining shoes, begfpngnoney in the
streets, bartending, selling food, and most ofterthe case of girls,
becoming domestic workers. Many observers belibaethe desperation
of these young children makes them more vulnerableabuse and
exploitation, ultimately making them more susdalptito contracting
HIV.

Agricultural and Food Impacts

Stories of children going hungry or starving ireas that always had
food, because HIV-infected parents who were fasnbmcame too weak
to till the fields are increasingly reported acddrica. Many traditional
agrarian societies rely on women to produce f@adticularly in Africa,
where 80% of subsistence farmers are women. Dunngs of famine
these women know which wild grains, roots, andribsrcan be eaten
when there are no crop$he women also teach their children how to
farm and survive off the land. As significant nwerd of women of
childbearing age fall ill due to HIV/AIDS, they t@me unable to transfer
these skills to their children, both in times afrfine and without. This is
of particular concern in Africa, where 67% of pkople infected with
HIV/IAIDS are women.Farmers in the last stages of AIDS usually
produce little to no crop yields. Lower crop ylavithin households
require the families to spend more of their monayfood, leaving less
money for education and health care. Some expget® expressed
concern that in the long-run African people wik lnable to sustain
themselves as they are forced to put off transigrife skills to cope
with HIV/AIDS. In recognition of the long-term effects of AIDS on
nutrition and food security, WFP has announced th& now a co-
sponsor of the Joint United Nations Programme oh/AIDS
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(UNAIDS).A significant part of its efforts will iclude integrating food

aid with education programs.
3.5 Stigma, Discrimination, and Depression
According to UNAIDS, stigma and discrimination cowte to accompany the
HIV/AIDS epidemic. Children are not immune fromgstiatization. In cases of
stigma, children begin to be rejected early asrtparents fall ill with AIDS.
Some children may be teased because their palaws AIDS, while others
may lose their friends because it is assumed tloxirpity can spread the virus.
Harsh cases of discrimination have been reportedany countries, including
Nigeria. Orphaned children have reported that onpsathetic teachers yelled at
them, made fun of them, or put them out of thesttzem. However, other
orphaned children have reported that their teachex® been their primary
support base at school. Orphaned children canexdperience discrimination
and exploitation within their new households. Répohave emerged of
orphaned children receiving less food, denied sklfe®s, and forced to do
more work. Exploitation remains an issue even wuntries like Botswana,
where the government offers support to orphans. hds been reported that
some caretakers, while offering minimal care, amagichildren to benefit from
the government orphan packages. Children, espegals, have also reported
instances of sexual abuse in their new househblolwever, many may silently
accept it because they have nowhere else to tuar 8helter or protection.
3.6 Gender Exploitation
The rapid spread of HIV/AIDS in many countriesugled by gender inequities.
Since girls tend to be educated at lower rates Iogs, some assert they are
more likely to engage in survival sel addition to the practice of
exchanging sex for food, money, and clothing, asudised earlier, young girls
face a range of challenges that affect their sexgence. While at school

young girls may be raped by their peers or coentchaving sex with their
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teachersyoung girls are also vulnerable to sexual explmtaas they work,
particularly as vendors and domestic servants.

Young girls often engage in domestic work for fooththing and shelter in
impoverished areas. Sexual abuse by male relatigesremains a significant
challenge for girls, particularly for orphan#dditionally, a widespread
perception that virgins can cure HIV/AIDS has reépdly led to a significant
rise in cases of rape among young girls.

3.6.1 Economic and Material Responses

USAID supports a number of programs that offer malt@and other support to
orphans and vulnerable children, mostly througlCitsld Survival and Health
Fund (CSH) programs. Many of the programs use a&egiated approach,
which responds to more than one set of needs. ¥am@e, USAID uses a
combination of funding sourcde support school feeding programs that reduce
hunger, malnutrition, and disease while advanciagid educationSimilar
programs that combine food and education aid haaen bnstituted by the
World Food Program (WFP) and UNICES, well as by other international and
local non-governmental Organizations, such as Sav€hildren.

3.6.2 Education and Skills Training

Attaining basic education and employable skills ais important part of
preventing the spread of HIV/AIDS and breaking tbgcle of poverty.
Education has a number of positive impacts, pddibu for orphans and
vulnerable children. Not only are those who arecatkkd more likely to have a
higher income than those who are not, studies aeeshown that the educated
are also less likely to contract HIV and tend toénahildren later in life.
Messages about HIV prevention are beginning to ritegrated into school
curricula to raise awareness about the disease gmhenyoung, a group that
experiences an estimated 1,600 deaths ##HN{/AIDS awareness remains very
low among the young. According to a 2001 UNAIDSveyr 74% of young
women and 62% of young men aged 15-19 in Mozambageainaware of any
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way to protect themselves against HIV. UNICEF hasthed a program in
Swaziland that offers training in farming to chédr orphaned by AIDS and
affected by famine. This program is intended tgphle children develop a
source of income and combat famine that is affgdire region. Experts argue
that vocational skills training programs can hagdigonal benefits for girls. It
Is hoped that those who participate in vocatiomaining will no longer be
forced to rely on sex work to feed themselves aed siblings.

3.6.3 Protection and Legal Support

Children who are solely responsible for their sig struggle not only to
support the household, but also to keep their horRegperty grabbing, a
practice where relatives of the deceased come kmh ¢he land and other
property, is reportedly a serious problem for widownd child-headed
households. Traditional law in many rural areastates that women and
children cannot inherit property. Property grabblras a number of negative
consequences particularly for girls and women. SGimay experience sexual
abuse and exploitation from their new caretakems @nd women may be
forced into the sex trade in exchange for shelted @rotection, further
increasing the risk of contracting HIV. Some araa@ned that the practice of
property grabbing heightens the strain on exterfdedlies and increase the
number of street children. In an effort to helpgrds prevent property grabbing,
USAID supports organizations, such as the Populatiouncil and UNICEF,
which work with HIV infected parents to plan foretliuture of their children
through will-writing and other succession-plannindiatives. These initiatives
encourage HIV-infected parents to disclose thel Htatus to their children,
appoint and train stand-by guardians, create memooks (journals of lasting
record of life together and family information),cawrite wills before they die.
National legislation, at times, has minimized tffeciveness of succession
programs. The legislative issues that AlDS-affeatedntries are beginning to
face are often complex and interlinked. For examphe single issue of
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inheritance rights may require governments to enthat each child has a birth
certificate and national identification (which marmpildren in developing
countries do not have), to strengthen the cooridinaand administration of
their child services and social services departsémht offer safety nets to
children, to revisit property and trustee laws, mdeconsider who may legally
represent minors. Laws in many rural countriesofslltraditional cultural
practices, which are based on the extended fartribctsire. However, in the
wake of the HIV/AIDS pandemic, they inadequatelytpct orphans and
widows, as all adults in whole families may haveddiWhen the close family
members die, children can be left in a precariatisson, as they may be
forced to rely on distant relatives, who may be nown. In many cases
children are left with their grandmothers, womenowdften have little legal
power.

4.0 Conclusion Orphan and Vulnerable children are exposed toteaofo
dangers. Some of which are rape, sexual explaitateexual abuse and
emotional trauma. Orphan as a result of HIV/AIDe atso exposed to the
danger of been stigmatized an may therefore naibbe to cope in school or
any other public organisation they find themselE$orts should therefore be
made by the government and other various organizatio support the Orphan

and Vulnerable Children towards living a healthg aocial life.
50 Summary:

This unit discussed orphan and vulnerable childwasher the following heading:
Recent development, street children and explonatiducation and economic
impact, Agricultural and food impacts, Stigma, distnation and depression
and what can be done for them (OVC)

6.0 Tutor Marked Assignment
la. Whatis OVC
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b. State the type of dangers that the orphan ahtesable children

are exposed to.
2. What can you as an individual do to help the Q@dve a healthy and

sociable life?

7.0 Reference/Further Readings

- UAIDS, Accelerating Action against AIDSin Africa. p.24. -

[http://www.unaids.org]
Stanmeyer, Anastasia, “AIDS in Asia: Cruel Epideiits Kids Hard.”

San Francisco Gate, December 19, 2002. [http://www.sfgate.com]

122



UNIT XV: RIGHT OF THE CHILD.

1.0 Introduction: When the various human rights documents are

Considered, even though they are applicable touslian beings, they are  not
necessarily child specific and fail to addresspbeuliar needs of children. For
the rights of the child, an International law ont#rnational Convention” was
required. On 20th November 1989, the United Nati@eneral Assembly
adopted the Convention on the Rights of the Cf@&C), whilst the OAU
Assembly of Heads of States and Governments addpedAfrican Union
Charter on the Rights and Welfare of the Child (®RGn July 1990. Nigeria
has signed both International Instruments and laéifled them in 1991 and
2000 respectively. Both international instrumergsntain universal set of
standards and principles for  survival, Developmentrotection and
participation of Children. It reflects children lasman beings and as Subjects of
their own rights. The Convention on the Rightshe Child (CRC) outlines the
human rights to be respected and protected folyeskgld under the age of 18
years and requires that these rights are implemente

2.0 Objectives: At the end of this unit, you will be familiar withe

following:

- Definition of a child, Domestication of child RigAct in Nigeria & State
level.

- Basic provision of the child Right Act.

3.0 Main Content

3.1 Definition of a Child
The Act defines a child as one who is below the afgeighteen years. It

categorically provides that such a child’s bes¢rasts shall remain paramount
in all considerations. A child shall be given syatotection and care as is
necessary for its well being, retaining the righstrvival and development and

to a name and registration at birth.
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3.2 Domestication of Child Right Act in Nigeria
The Convention on the Rights of the child enjdimat “Member States

shall undertake to disseminate the Conventionsciplies and take all

appropriate legislative, administrative and othereasures for the
implementation of the Rights recognized in the pné£onvention.”

Against this background, a draft Child’s Rights |Bdimed at principally

enacting into Law in Nigeria the principles enskdnn the Convention on the
Rights of the Child and the AU Charter on the Rsglud Welfare of the Child
was prepared in the early 90's.

But it is only after about ten years with sevétfahds of Government and
heated debates by the Parliamentarians that thev8sd eventually passed into
Law by the National Assembly in July 2003. It wasented to by the President
of the Federal Republic of Nigeria, Chief OlusegDbasanjo in September
2003, and promulgated as t@hild’s Rights Act 2003

3.3 Basic Provisions of the CRA

* Provisions of freedom from discrimination on tp@unds of belonging to a
particular community or ethnic group, place of orjgsex, religion, the

circumstances of birth, disability, deprivation political opinion; and it is

stated categorically that the dignity of the clsitdhll be respected at all times.

* No Nigerian child shall be subjected to physicagntal or emotional injury,
abuse or neglect, maltreatment, torture, inhumardegrading punishment,
attacks on his/her honour or reputation. Nigeriauiy Programme August
2007.

» Every Nigerian child is entitled to rest, leisusad enjoyment of the best
attainable state of physical, mental and spirihealth.

» Every government in Nigeria shall strive to regluafant mortality rate,

provide medical and health care, adequate nutrdiod safe drinking water,

hygienic and sanitized environments, combat digeasd malnutrition, support
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and mobilize through local and community resourdbg, development of
primary health care for children.

» Provisions for children in need of special prtitet measures (mentally,
physically challenged, or street children): theg arotected in a manner that
would enable them achieve their fullest, possiloleiad integration, and moral
development.

* Expectant and nursing mothers shall be catereddiod every parent or
guardian having legal custody of a child underage of two years shall ensure
its immunization against diseases, or face judjpeealties.

* Betrothal and marriage of children are prohihited

» Causing tattoos or marks, and female genital latidh are made punishable
offences under the Act; and so also is the exposupmrnographic materials,
trafficking of children, their use of narcotic dsygr the use of children in any
criminal activities, abduction and unlawful remowal transfer from lawful
custody, and employment of children as domestipsheltside their own home
or family environment.

* Child abduction and forced exploitative labouh{gh is not of a light nature)
or in an industrial undertaking are also statetldmffences. The exceptions to
these provisions are where the child is employea lgmily member, in work
that is of an agricultural or horticultural or dostie in nature, and if such a
child is not required to carry or move any thingwethat is likely to adversely
affect its moral, mental, physical spiritual or isbcevelopment.

* Buying, selling, hiring or otherwise dealing ihildren for purpose of begging,
hawking, prostitution or for unlawful immoral purges are made punishable by
long terms of imprisonment. Other offences congdegrave include sexual
abuse, general exploitation which is prejudicialthe welfare of the child,
recruitment into the armed forces and the impantatexposure of children to

harmful publications. It further preserves the emntd application of all
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criminal law provisions securing the protectiontb& child whether born or
unborn.

Children’s responsibilities

Children under the Act, are also given responsiediwhich include working

towards the cohesion of their families, respectineir parents and elders,
placing their physical and intellectual capabistiat the service of the State,
contributing to the moral well being of the socjesgrengthening social and
national solidarity, preserving the independenceé mtegrity of the country,

respecting the ideals of freedom, equality, humesgnand justice for all
persons, relating with others in the spirit of etaihce, dialogue and
consultation, and contributing to the best of trebilities solidarity with and

unity with Africa, and the world at large. To thesad, the Act mandates
parents, guardians,

institutions and authorities in whose care childeea placed, to provide the
necessary guidance,

education and training to enable the children ligdo these responsibilities.

3.4 Child Justice

The Act, makes provisions for the establishmerifFaimily Courts”. The courts

which will operate at the High Court and Magittr&ourt levels have been
vested with the jurisdiction to hear all cases imol the existence of a legal
right, power, duty, liability, privilege, interesbpligation or claim in respect of
a child is in issue, and any criminal proceedirgdating thereto. The Act has
provided for Child Justice Administration, to regathe Juvenile Justice
Administration, which has been in existence foresavdecades in Nigeria. The
provisions prohibit the subjection of any childttee criminal justice process,
and guarantees that due process be given to afdy sijected to the child

justice system, at all the stages of investigataaijdication and disposition of
any case against such a child. It has prohibitedute of capital punishment,

use of imprisonment and use of corporal punishnientchildren under 18
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years, and further provides for the use of scientésts in deciding paternity
cases. These are all novel Nigeria Country Progmamagust 200provisions,
as no such prohibition existed under the previegsslations guiding children
matters (Children and Young Persons Act -CYPA). Thet frowns at
institutionalization for pregnant children/teenayand expectant mothers. But
where institutionalization is desirable or unavbiga it mandates the
establishment of Special Mothers Centres for pregmenthers/teenagers, while
Children Residential Centres and Children CorreetioCentres are to be
established to replace the present Approved Scluelted under the CYPA.
Where the court decides against institutionalizgtia should utilize such
disposition measures as dismissing the chargejnglabe child under care,
guidance and supervision, which is now a replacénfien probation and
probation officers.

3.4.1. Children living under difficult circumstances

Much along the principle of creation of institutgofor servicing the needs and
welfare of children living under difficult circunestces like orphans, street
children and those physically challenged are pronss for the establishment,
registration, regulation and monitoring of Commuf@hildren’s Homes. It
provided for the supervisory functions and respahses of the Minister
having responsibility for children in relation tbet various Children’s homes,
which includes monitoring, provision of financialgport, research and returns
of information on activities of these homes

3.4.2 Child Rights Implementation Committees

The Act provides for the establishment of the CHidhts Implementation
Committees at the National, State and Local Govenmtrlevels. These are to
ensure that there is governmental commitment ateakls to fulfilling the
implementation of the provisions of the Act, througsearch, investigation and

jurisprudence.
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3.5 Domestication at State level

The provisions of théct supersede all other legislations that have a bgann
the rights of the child. Having been enacted atNh&onal level, the States are
expected to formally adopt and adapt the Act famdstication as State laws.
This is because issues of child rights protectiman the residual list of the
Nigerian Constitution, giving states exclusive @spbility and jurisdiction to
make laws relevant to their specific situationat&laws inimical to the rights
of the child are also to be amended or annulleshag be required, to conform
to the Act and the CRC

4.0 Conclusion

Child Right act is aimed at protecting the intexasthe child. A child deserves
such care that is necessary for his/her wellbelbhglso protects the child from
discrimination and abuse of any sort. The goveminoé each country has a
responsibility to ensure that the Child Right Ast enforced and followed
appropriately.

5.0 Summary

This unit has focused on the right of the childusing on Domestication
of the convention of the Right of the child. Thald right act structure and
content of the Child Right Act and definition othild. It also laid emphasis on
the programme of the Child Right Act in Nigeriathe right of the child.

6.0 Tutor Marked Assignment
la. Whois child
b. Write short note on domestication of Child Riglat in Nigeria
2. State 8 of the basic provisions of the ChildrHRigct.
7.0 Reference/ Further Reading
- United Nations Treaty collection conventmfithe Rights of the
child. Returned 21
- Article 49
- http//www.who.int
- www.clean.org/nigeria.age.report.omct.pdf

- www.law.yale.edu/raw/rcw/../afw/nigeria/frontpagiemh
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