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Feedback 

False 

Study Session Summary 

 

Summary 

In this Study Session, we considered community participation as a 
concept; we listed the importance of community participation and 
described its levels. Lastly, we highlighted incentives and disincentives 
for community participation. 

 

Assessment 

 

Assessment 

 

SAQ 5.1 (tests learning outcome 5.1) 

Define community Participation 

SAQ 5.2 (tests learning outcome 5.2) 

Why is community participation important? (in your own words) 

SAQ 5.3 (tests learning outcome 5.3) 

At what level should the community be involved in any project in 

to be done in the community and what are the levels of 

participation 

SAQ 5.4 (tests learning outcome 5.4) 

What are the disincentives to community participation? 
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Study Session 6 

Infant Welfare Clinic  
Introduction 

In this study session, we will discuss child health and infant welfare clinic 
(IWC). In doing so, you will examine the organization, planning and 
administration IWC. 

Learning Outcomes 

 

Outcomes 

When you have studied this session, you should be able to: 

6.1 define and use correctly the following terms in bold 

 child health  

 infant welfare clinic  

6.2 outline how to organize and administer IWC 

6.3 identify the components of the infant welfare clinics 

6.1 Defining Child Health 
Child health is a state of physical, mental, intellectual, social and 
emotional well-being and not merely the absence of disease or 
infirmity. Child health care focuses on preventing acute and 
chronic illness while promoting normal growth and 
development (Hitchcock et al., 2003).  Healthy children live in 
families, environments, and communities that provide them with 
the opportunity to reach their fullest developmental potential. 

6.2 Infant Welfare Clinic 
This is a medical facility that specializes in the health and well-
being of young babies. It is a department in the hospital or health 
centre where both sick and healthy newborns between 0 to 5years 
are cared for. This clinic starts as soon as the child is born. 
These clinics have different names that are used inter-changeably 
such as: 
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 Under five clinics 
 Well – baby clinics 
 Children welfare clinics.  

 ITQ 

Question 

Child Welfare Clinics are for those within 0-5 months, true or 
false 

Feedback 
False (0-5 years) 

6.3 Organizing and Administration of IWC 
Infant welfare clinic is present at the teaching hospitals, state 
hospitals and primary health centres. It is usually organized and 
planned by the hospital management in various health institutions. 
The clinic is usually administered by nurses especially community 
health nurses, public health nurses, community health extension 
workers etc. Doctor usually a paediatrician or family medicine 
practitioner is usually present to attend to sick babies. 

 ITQ 

Question 

The Child Welfare Clinics are usually administered by a 
community nurse, true or false 

Feedback 

True 

6.4 Components of an Infant Welfare Clinic 
The following activities make up the infant welfare clinic: 

 Registration of new born babies 
 Weighing and charting of weights 
 Interviewing of mothers about their children’s feeding, 

sleeping and playing pattern. 
 Physical examination of children 
 Giving of health education 
 Immunization of babies 
 Nutritional demonstration 
 Treatment of minor ailment 

Registration  
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This is the first thing that is done for all new born babies at the 
infant welfare clinic. Appointment cards are given to the mothers. 
This card also contains information that would assist the mother to 
raise her child well. 

Weighing and charting 

Babies are weighed per clinic. The height, head circumference, 
upper arm circumference (UAC) etc, are all taken and recorded.  
All these enable the health workers to know whether the child is 
growing well or not and necessary steps are taken.  

 

Note 

The weight of the child helps in growth monitoring 

Interviewing of mother about the welfare of their babies 

The health workers hold brief private interview with each mother 
pertaining to her baby's health and advice/ health education is given 
as necessary. 

Physical examination  
Head to toe examination is done for each child to ensure healthy 
living. 

Health education 

Group and individual health talk is done at the IWC. A lot of 
encouragement is also given to these mothers. Topics that can be 
discussed at the IWC includes: importance of breastfeeding, 
disadvantages of female genital mutilation, family planning, 
immunization, prevention of home accidents, personal hygiene, 
food preservation etc. 

Immunization 

Babies are immunized against the killer diseases. These include 
tuberculosis, Poliomyelitis, Tetanus, Diphtheria, Whooping cough 
etc.  

Nutritional demonstration 

Preparations of some local but nutritious food is done for mothers, 
especially on food that can be given to malnourished children and 
foods that can serve as weaning diet. 

Treatment of minor ailments 

Minor ailments are treated while others are referred to 
Paediatricians in the hospital or through a two way referral system. 
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NOTE- As a community health nurse you must have good 
observational skill, good sense of judgement etc. to be able to 
identify any ailments in children. 

 

 ITQ 

Question 

Name three parameters that must be chatted at every visit to a 
child welfare clinic 

Feedback 

Weight, head circumference and upper arm circumference 

Study Session Summary 

 

Summary 

In this Study Session, we defined child health and examined infant 
welfare clinic as well as organization, planning and administration of 
IWC 

 

 

Assessment 

 

Assessment 

SAQ 6.1 (tests learning outcome 6.1) 

Define: a. child health  

             b. Infant welfare clinic 

SAQ 6.2 (tests learning outcomes 6.2 and 6.3) 

List the activities that make up the Under - 5 clinic 
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Study Session 7 

Major Health Challenges/Problems of 
Children in Contemporary Days 

Introduction 
In this study session, we will focus our discussion on the major health 
challenges of children. We will also consider examining those health wise 
problems that children may be faced with in the contemporary days 

Learning Outcomes 

 

Outcomes 

When you have studied this session, you should be able to 

7.1 discuss extensively the health challenges of children 

7.2 explain the problems of children in the contemporary days in terms 
of contributory factors and health implications 

Terminology 
Diarrhea  Unusually loose or watery stools.  

7.1 Major Health Challenges of Children 
Children under the age of five years die from preventable and 
treatable illnesses such as diarrhea, acute respiratory diseases, 
measles and malaria. Illness is usually complicated by malnutrition. 
UNICEF and WHO developed the integrated management of 
childhood illness in 1992 with the aim of preventing and early 
detection and treatment of these childhood killers. 

7.1.1 Childhood Malaria 
Children under five years of age are one of most vulnerable groups 
affected by malaria.  There were an estimated 584,000 malaria 
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deaths around the world in 2013, of which approximately 78% 
were in children under five years of age. Young children are 
particularly vulnerable because of their low immunity.  

The major symptoms usually seen in children are: 

 Fever 
 Headache 
 Shivering and sweating 
 Joint pain 
 Loss of appetite, 
 Vomiting etc.  

Complications include: 
 Anaemia 
 Cerebral malaria, 
 Convulsion and even death. 

Prevention is by utilization of preventive measures like: 
 Screening of windows and doors with nets, 
 Spraying the house with insecticides aerosol, 
 Application of insecticide repellent creams, 
 Wearing of long sleeved clothes and 
 Destruction of mosquito breeding sites and 
 Use of long lasting insecticides treated nets. 

 ITQ 

Question 

what contributes most to the susceptibility of children to malaria 
infection 
Feedback 

Low immunity 

7.1.2 Childhood Diarrhoea 
Diarrhoeal disease is the second leading cause of death in children 
under five years old, and is responsible for killing around 760,000 
children every year.  Diarrhoea can last several days, and result to 
loss of water and salts that are necessary for survival from then 
body. 

 

Tip 

Diarrhoea a condition in which faeces are discharged from the bowels 
frequently and in a liquid form. 
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 Most people who die from diarrhoea actually die from severe 
dehydration, electrolyte imbalance and fluid loss.  Children who 
are malnourished or have impaired immunity as well as people 
living with HIV are most at risk of life-threatening diarrhoea. 
 

 
TYPES OF DIARRHOEA 

There are three clinical types of diarrhoea: 
 Acute watery diarrhoea – lasts several hours or days, and 

includes cholera; 
 Acute bloody diarrhoea – also called dysentery; and 
 Persistent diarrhoea – lasts 14 days or longer. 

Causative organisms 

The common causative organism of diarrhoea is the rotavirus thus 
it cannot be cured with antibiotics.  Occasionally, bacteria cause 
diarrhea, e.g. campylobacter, salmonella, shigella and E.coli.  Some 
bacteria diarrhoea can be treated with antibiotics.  

HOW DIARHOEA SPREADS 

Diarrhoea is a disease of poverty and poor personal and 
environmental sanitation. Diarrhoea germs are easily spread from 
person to person especially from child to child. Infection is spread 
through contaminated food or drinking-water, from person-to-
person as a result of poor hygiene.  

SIGNS AND SYMPTOMS OF DIARRHOEA 

 Passing of stools that are less formed and more watery than 
usual 

 Fever 
 Loss of appetite 
 Nausea and vomiting 
 Stomach pains 
 Blood or mucous in the stool. 

All these will result into dehydration which can result into death if 
not given prompt attention. 

Signs of dehydration 

Moderate dehydration 

 Thirst 
 Restless or irritable behaviour 
 Decreased skin elasticity 
 Dry skin, mouth and tongue 
 Sunken eyes 
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 No tears 
 Decreased urination 

Severe dehydration 

 Symptoms become more severe 
 Lack of urinary output 
 Shock 
 Diminish consciousness 
 Rapid and feeble pulse 
 Low or undetectable blood pressure 
 Pale skin 

Prevention of Childhood Diarrhoea  

Interventions to prevent diarrhoea, include: 

 safe drinking-water, 
 use of improved sanitation and hand washing with soap 
 Use hand sanitizer when washing is not possible. 
 exclusive breastfeeding for the first six months of life; 
 good personal and food hygiene; 
 health education about how infections spread 
 Rotavirus vaccination 

Management of Childhood Diarrhea 

1. Rehydration with oral rehydration salts (ORS) solution 

ORS is a mixture of clean water, salt and sugar. Diarrhoea can be 
treated with a solution of 1  litre of cooled clean boiled water, 5 
cubes or 10 tea level spoon of sugar and I tea level spoon of salt 
with zinc tablets. The mixture contains Nacl (2.6g/l), trisodium 
citrate dihydrate (2.9g/l), glucose anhydrous (13.5g/l) and Kcl 
(1.5g/l). It is cost effective. ORS is absorbed in the small intestine 
and helps in the replacement of the water and electrolytes lost in 
the faeces. 

Zinc supplements: zinc supplements reduce the duration of a 
diarrhoea episode by 25% and are associated with a 30% reduction 
in stool volume. 
Nutrient-rich foods: the vicious circle of malnutrition and 
diarrhoea can be broken by continuing to give nutrient-rich foods – 
including breast milk – during an episode, and by giving a 
nutritious diet – including exclusive breastfeeding for the first six 
months of life – to children when they are well.  

2. Rehydration with intravenous fluids in case of severe 
dehydration or shock 

 ITQ 

Question 
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What is the commonest cause of death in diarrhea? 
Feedback 

Dehydration 

7.1.3 Acute Respiratory Infections (ARIs)  
Acute respiratory tract infection is another cause of mortality and 
morbidity in children. It is a form of infection that can interfere 
with normal breathing. ARIs are infectious. They can spread from 
one person to another. 
They can be classified as: 

 Upper respiratory tract infections (URIs) 
 Lower respiratory tract infections (LRIs)  

CAUSES OF ARIs 

Infection is usually caused by viruses, or bacteria and this can 
manifest in any area of the respiratory tract such as nose, middle 
ear, throat, voice box, air passage and lungs. Viruses that are 
responsible for ARIs include: 

 Adenovirus- causes cold, bronchitis and pneumonia 
 Pneumococcus-meningitis and also triggers pneumonia 
 Rhinoviruses- common cold 

Modes of transmission 

Viral respiratory tract infections spread when children’s hands 
come into contact with nasal secretions from an infected person. 
Infection can also spread when children breathe air containing 
droplets that were coughed or sneezed out by an infected person. 

SYMPTOMS OF ARIs 

Symptoms are: 
 Nasal discharge, 
 Nasal obstruction, 
 Sore throat, 
 Headache,  
 Cough 
 Hoarseness,  
 Loss of taste and smell,  
 Mild burning of the eyes, 
 Feeling of pressure in the ears or sinuses, due to obstruction 

and/or mucosal swelling. 

Other serious symptoms are: 

 High fever and chills 
 Difficulty in breathing 
 Stridor when calm 
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 Low blood oxygen level 
 Loss of consciousness 

Cough is associated with 30% of colds and tends to start about the 
fourth or fifth day when nasal symptoms decrease. There may be a 
mild increase in body temperature. Infants and young children are 
more likely to develop higher temperatures. In infants there may be 
irritability, snuffles resulting in difficulty feeding. 
 Diagnosis may be difficult and fever can be the main symptom 
during the early part of the illness. 

Management of Acute respiratory tract infection 

The main emphasis of management is symptom relief of fever, 
nasal congestion and coughing.  

Common constituents of such medication include first generation 
antihistamines, analgesics, antipyretics (paracetamol) or anti-
inflammatory agents (ibuprofen), cough suppressants such as 
dextromethorphan, expectorants and decongestants. Adequate rest 
and fluid intake.  Use of antibiotic in childhood URTIs remains 
contentious since more than 90% of the infections are of viral 
aetiology. 

Prevention of ARIs 

Routine vaccination to prevent influenza- This can be taken by 
children from 6months and above 

Good hygiene - regular washing of hands by children and 
caregivers. 

 

 ITQ 

Question 

The main emphasis of management of acute respiratory tract 
infection is antibiotic administration. 
Feedback 

False (The main emphasis of management is symptom relief of 
fever, nasal congestion and coughing) 

7.2 Problems of Children in the Contemporary Days 
The health of today’s infants and children is threatened by many 
factors that did not exist 50 years ago. Some problems are related 
to parental behaviour while some are related to socio-economic 
condition. 
These problems include: 
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 HIV/AIDS 
 Gun violence 
 Child abuse  
 Drug trafficking in schools and neighbourhood 

 

Problems related to parental behaviour are: 
 Smoking 
 Abuse of alcohol, and other drugs, 
 Family violence. 

Problem related to socio-economic factors are: 
 Poverty 
 Homelessness 

7.2.1 HIV/ AIDS and Children 
More than 240,000 children were infected with HIV during 2013 - 
around 700 new infections every day.  In addition, millions of 
children every year are indirectly affected by the impact of the HIV 
epidemic on their families and communities. 

Risk factors for HIV/AIDs among children 

The majority of children living with HIV are infected via mother-
to-child transmission, during pregnancy, childbirth 
or breastfeeding. 

Symptoms of HIV in children 

 Failure to thrive 
 Failure to reach developmental milestone during expected 

time frame 
 Enlargement of lymph nodes in several areas of the body 
 Brain or nervous system problems- seizures, difficulty in 

walking 
 Frequent childhood illnesses 
 Opportunistic infections 
 Oral thrush 

It is vital that children who were infected via mother-to-child 
transmission receive treatment to keep them healthy and live to 
adulthood.  If they are not on antiretroviral treatment (ART), a third 
of children who are living with HIV will not reach their first 
birthday, and half will not reach their second birthday. 

 ITQ 

Question 

what is the commonest route of HIV transmission in children? 
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Feedback 

Mother to Child during pregnancy, parturition or breastfeeding. 

7.2.2 Child Abuse  
Child abuse is the wilful infliction of physical injury or mental 
anguish on a child. It is a major child health problem in both 
developed and developing countries. 
Each year, approximately 160,000 children are severally abused, 
over 3million are abused or neglected, and 1000-2000 die as a 
result of assault by their caretaker, generally a parent. 

Children are vulnerable by virtue of their size, age, basic 
dependency on adult and lack of power. They are at greater risk of 
being injured in their own home by a family member or other care 
provider. 

Family of any race, class, income bracket, religious background, 
and neighbourhood can be violent or neglect their children; hence 
the need for community health nurses to assess any child who 
comes to the clinic for any form of abuse. 

Child abuse can be grouped into physical, emotional, sexual abuse 
or combination of the three.  

Physical abuse 

It is not accidental physical injury (ranging from minor bruises to 
severe fractures or death) as a result of punching, beating, kicking, 
biting, shaking, throwing, stabbing, choking, hitting (with a hand, 
stick, strap, or other object), burning, or otherwise harming a child, 
that is inflicted by a parent, caregiver, or other person who is 
responsible for the child.  

 

Tip 

Physical abuse is simply any intentional act causing injury or trauma to 
another person by way of bodily contact 

 

Physical discipline, such as spanking or paddling, is not considered 
abuse as long as it is reasonable and causes no bodily injury to the 
child.  
Signs of Physical Abuse 
Consider the possibility of physical abuse when the child:   

 Has unexplained burns, bites, bruises, broken bones, or 
black eyes.  

 Has fading bruises or other marks noticeable after an 
absence from school. 
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 Seems frightened of the parents and protests or cries when it 

is time to go home. 
 Shrinks at the approach of adults.  
 Reports injury by a parent or another adult caregiver. 

Sexual Abuse 

Sexual abuse includes sexual activities by a parent or caregiver 
such as fondling a child’s genitals, penetration, incest, rape, 
sodomy, indecent exposure, and exploitation through prostitution 
or the production of pornographic materials.  

 

Tip 

Sexual abuse is defined as “the employment, use, persuasion, 
inducement, enticement, or coercion of any child to engage in, or 
assist any other person to engage in, any sexually explicit 
conduct 

 

 Indicators of Sexual Abuse 

 Child reports sexual abuse 
 Frequent urinary tracts infections 
 Frequent yeast infections 
 Sexually transmitted diseases 
 Perianal bruising or tears 
 Decreased anal tone 
 Genital pain or itching 
 Encopresis/ enuresis at inappropriate developmental stage 
 Genital trauma and /or bleeding 
 Excessive masturbation 
 Sexual acting out with younger children 
 Age inappropriate sexualized behaviour or language 

Emotional Abuse 

Emotional abuse (or psychological abuse) is a pattern of behaviour 
that impairs a child’s emotional development or sense of self-
worth. This may include constant criticism, threats, or rejection, as 
well as withholding love, support, or guidance. 

 

Tip 

Emotional abuse is any act including confinement, isolation, verbal 
assault, humiliation, intimidation, infantilization, or any other 
treatment which may diminish the sense of identity, dignity, and self-
worth. 

 

Emotional abuse is often difficult to prove, and therefore, child 
protective services may not be able to intervene without evidence 
of harm or mental injury to the child. Emotional abuse is almost 
always present when other types of maltreatment are identified. 
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Indicators of Emotional Abuse 

Indicators of emotional abuse include: 
 Withdrawal 
 Depression 
 Suicide 
 Anxiety/fear 
 Self-destructive behaviours 
 Substance abuse 
 Sudden changes in behaviour 
 Sudden school difficulties 
 Dramatic mood extremes 
 Sleep disorders 
 Nightmares 
 Repeated runaway 
 Aggression 

 ITQ 

Question 

Child abuse is a universal health problem, true or false? 
Feedback 

True 

7.2.3 Child Neglect 
Neglect is the failure of a parent, guardian, or other caregiver to 
provide for a child’s basic needs. Neglect may be:  

 Physical (failure to provide necessary food or shelter, or 
lack of appropriate supervision)  

 Medical (failure to provide necessary medical or mental 
health treatment). 

 Educational (failure to educate a child or attend to special 
educational needs). 

 Emotional (inattention to a child’s emotional needs, failure 
to provide psychological care, or permitting the child to use 
alcohol or other drugs).  

Signs of child neglect are: 

 The child is frequently absent from school  
 Begs or steals food or money 
 Lacks needed medical or dental care, immunizations, or 

spectacles  
 Is consistently dirty and has severe body odour 
 Lacks sufficient clothing for the weather  
 Abuses alcohol or other drugs  
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 States that there is no one at home to provide care 

It is important to recognize high-risk situations and the signs and 
symptoms of maltreatment.  

Health workers especially nurses should possess skills which can 
enable them to identify any form of abuse in children. Any case of 
child abuse should be reported.  

Other problems in children are: cigarette smoking, gun violence, 
poverty. Studies have shown that direct and indirect exposure to 
tobacco smoke has deleterious effect on health of a child. 

Health implications 

Environmental exposure to tobacco smoke (ETS) is associated with 
increased rate of respiratory disease, reduced lung growth in 
children, increase rate of lungs cancer and exacerbation of cancer 
in children. Screening of children whose parents smoke should 
focus special attention on respiratory complications. 

Health education of parents must emphasize the direct and indirect 
effects of smoking on children. 

Referral should also be made to smoking cessation programs to 
help to protect the health of the child.  

 ITQ 

Question 

list the categories of child neglect 
Feedback 

Physical, Medical, Educational and Emotional 

7.2.4 Gun Violence 
This is becoming rampart in this contemporary world now as 
school children are now being abducted by violent men with guns.  

Consider the abduction of 276 female students from government 
secondary school in the town of Chibok in Borno state Nigeria on 
the night of 14-15 April 2014 by the Boko Haram, an extremist and 
terrorist organisation based in the northeastern Nigeria. 

 ITQ 

Question 

what is the leading cause of gun violence among the children 
Feedback 

abduction of school children by violent men with gun 
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7.2.5 Poverty 
Poverty is defined as either relative or absolute. Both are important 
determinant of health. 

Absolute poverty is also called abject poverty and it means 
adequate needs such as food, shelter and health care cannot be 
provided. Relative poverty refers to inequitable distribution of 
wealth within the society. More than 40% of people living in 
developing countries live on less than $2/day. 

Children and poverty 

Children are more likely to live in poverty than adults. One in five 
children live in poverty in developing countries and poor children 
are likely to die before their first birthday; they may go hungry, 
become malnourished, develop slowly and have more health 
problems.  They are also likely to drop out of school and engage in 
criminal acts and have children while in their teens. These 
perpetuate the cycle of poverty. Children living in poverty have 
higher incidence of asthma, as poverty contributes to the aetiology, 
exacerbation, recognition and management of asthma. 

Children living in poorer communities are at increased risk for a 
wide range of physical health problems:  

 Low birth weight  
 Poor nutrition which is manifested in the following 

ways: inadequate food which can lead to food 
insecurity/hunger, lack of access to healthy foods and areas 
for play or sports which can lead to childhood overweight 
or obesity  

 Chronic conditions such as asthma, anaemia and 
pneumonia  

 Risky behaviours such as smoking or engaging in early 
sexual activity  

 Exposure to environmental contaminants, e.g., lead paint 
and toxic waste dumps  

 Exposure to violence in their communities which can lead 
to trauma, injury, disability and mortality 

Poverty has a negative effect on the health of children.  It causes 
poor nutrition, decrease mental health, decreased productivity, 
inadequate access to health care, high infant mortality rate. Hence 
the need for a community that wants to remain healthy to look at 
the means of reducing poverty, thereby saving life of their 
population especially children who are their future. 

Contributing factors to problems in children: 
 Poverty 
 Inequality/ relative poverty 
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 Lack of access to care 
 Maternal education 
 Conflict war / disaster 
 Individual characteristics 
 Teen parenting 
 Substance abuse 
 Intimate partner violence 
 Divorce 

7.2.6 Health implications of problems in children 
The major health implication of all these problems in children is 
reflected in the child's mortality and morbidity rate in the countries. 
The higher the rate of all these childhood problems, the higher the 
rate of infant mortality and morbidity. 

 ITQ 

Question 

List the medical effects of poverty on children 

Feedback 

Low birth weight, chronic health conditions such as asthma, 
anaemia and pneumonia 

Study Session Summary 

 

Summary 

In this Study Session, we focused our discussion on the major health 
challenges of children. We also considered the health wise problems that 
children are faced with in the contemporary days. 

 

Assessment 

 

Assessment 

SAQ 7.1 (tests learning outcome 7.1)  

a) List 5 major health challenges in Under 5 children 

b) Difference between Acute diarrhea and Persistent 

Diarrhoea 

c) What is the association between diarrhea and Zinc 

supplements? 
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d) Commonest causative organism of diarrhoea? 

SAQ 7.2 (tests learning outcome 7.2) 

Briefly describe the challenges of the children in this 

contemporary days 

 

 

 

Study Session 8 

Immunization Theory, Time Schedule, and 
Rules Governing Immunization 

Administration  
Introduction 

In the previous Study Session, we discussed the health challenges 
of children. Some of these challenges can however be mitigated or 
even eliminated with the application of immunization. We will 
therefore beam our study light on immunization theory. We will 
also explain in a tabular form the immunization schedule. To 
conclude, you will state the rules governing the administration of 
immunization vaccine. 

Learning Outcomes 

 

Outcomes 

When you have studied this session, you should be able to: 

8.1 discuss the immunization theory  

8.2 draw the immunization table/schedule  

8.3 state the rules governing immunization administration 

Terminology 
Immunization  the process whereby a person is made immune or resistant 

to an infectious disease, typically by the administration of 
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a vaccine 

8.1 Immunization Theory 
Immunization theory is the theory behind immunization. Immunization 
is the process whereby a person is made immune or resistant to an 
infectious disease, typically by the administration of a vaccine. 
Vaccines stimulate the body's own immune system to protect the 
person against subsequent infection or disease.  The act of 
administering vaccines is referred to as vaccination or 
immunization. Vaccinations are essentially prophylactic. 

A person receiving a vaccination is injected with a dead or "stunned" 
(weakened) form of the virus. This is done so that the body can learn to 
identify the virus and make antibodies capable of neutralizing it by 
stimulating immune system. This is called active immunity. When an 
individual is now exposed to a disease, the virus enters the body and it 
will immediately be recognized and the proper antibodies will be released 
to kill the virus before it attaches to a host cell. 

 

Tip 

A vaccine is a biological preparation that improves immunity to a 
particular disease. 

 

It is essential to know this theory for following reasons: 

 Some parents consider vaccines as being dangerous 
 Some do not believe their children are at risk for diseases such as 

polio, measles and tetanus, hence do not require vaccines 
 Some do not believe the diseases are preventable by vaccines 
 Others do not believe that certain vaccine-preventable diseases, 

such as chicken pox and measles, are particularly serious 
 And many worry about the safety of vaccines. The concerns may 

be about immediate, well-defined side effects such as fever or 
may take the form of anxiety that vaccines might harm the 
immune system or cause chronic diseases years later. 

8.2 Immunization Schedule 
AGE ANTIGEN ROUTE/DOSAGE DESCRIPTION OF THE 

INFECTIOUS DISEASE 

At Birth BCG, OPV0, HEPBO Intradermal/0.05ml,  

Oral/2 drops,  

Intra muscular/, 0.5ml 

BCG is the tuberculosis 
vaccine.  

OPV1 is also called oral polio 
vaccine. HEPBO is the 



 

Study Session 8 Immunization Theory, Time Schedule, and Rules Governing Immunization Administration 

 

 59  
 

Hepatitis B vaccine. 

6 weeks OPV1, Pentavalent 1, 
PCV (optional) 
Rotavirus 1 (optional) 

Oral / 0.5ml  

Intramuscular/2 drops 

Oral/supplied in single 
dose (1.5ml) squeezed 
slowly drop by drop into 
infant mouth 

Pentavalent vaccine is a 
combination of five vaccines-
in-one that prevents 
diphtheria, tetanus, whooping 
cough, hepatitis B and 
haemophilus influenza type B, 
all through a single dose. 

10 weeks OPV2,  

Pentavalent 2,  

PCV (optional) 

Oral/0.5ml 

Intramuscular/2 drops 

See above 

14 weeks OPV3,  

Pentavalent 3,  

PCV,  

Rotavirus 2 (optional) 

Oral/0.5ml 

Intramuscular/2 drops 

Oral/supplied in single 
dose (1.5ml) squeezed 
slowly drop by drop into 
infant mouth 

See above 

9 months Measles Subcutaneous/ 0.5ml Measles vaccine is a highly 
effective vaccine used against 
measles. 

12 months Yellow fever Subcutaneous/ 0.5ml Yellow fever is a potentially 
fatal viral infection 

15-18 
months 

MMR, OPV, chicken 
pox (optional) 

 MMR is the measles, mumps 
and rubella vaccine.  

The chickenpox (varicella) 
vaccine provides protection 
against the varicella zoster 
virus that causes chickenpox. 

24 months Meningitis, Thyphoid 
fever (optional) 

 Meningococcal vaccine is a 
vaccine used against Neisseria 
meningitides. 

Typhoid vaccine helps prevent 
typhoid fever. 

 

 ITQ 

Question 

What is active immunity? 

Feedback 
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this is the ability of one’s immune system to identify and produce 
antibodies against specific antigen. 

Pneumococcal conjugate vaccine (PCV): Pneumococcal disease, an 
infection caused by bacteria pneumococcus can lead to bacterial 
meningitis, pneumonia. Dose is 0.5ml / IM. 

Rotavirus vaccine is an oral vaccine against rotavirus infection, a 
common cause of diarrhoea. Two to three doses, four to ten weeks 
interval and must be completed before the child reaches 32weeks.  
MMR can be given any time from 12month. Two doses are 
required, 4 weeks interval between 1st and 2nd dose in the thigh or 
upper arm. 

Chicken pox vaccine can be given any time from 12month, 2 doses 
schedule but 3 months interval. 

Typhoid and meningitis vaccine are one single dose schedule both 
IM however recommended age for typhoid is 2yrs and above 

Diphtheria is a fatal disease. It is caused by bacteria; a severe throat 
and upper lung infection. 

Tetanus is also a fatal disease. It is a bacteria causes weakness and 
paralysis when allowed to fester in a deep, dirty wound. 

Whooping cough (also known as pertussis) is caused by bacteria; 
severe coughing fits. It can lead to fatalities especially in young 
infants. 
Hepatitis B is a virus that causes severe liver damage. It can be 
fatal. 
Haemophilus Influenza type B is a bacteria that causes meningitis 
and bloodstream infections. Most cases are in infants or the elderly. 
It can be fatal. 

PCV is also called pneumococcal conjugate vaccine. Pneumococcal 
disease, an infection caused by the bacteria Streptococcus 
pneumoniae or pneumococcus can lead to bacterial meningitis, 
pneumonia and bacteremia. 

Rotavirus vaccine is an oral vaccine against rotavirus infection, a 
common cause of diarrhoea and sickness. Rotavirus typically 
strikes babies and young children, causing an unpleasant bout of 
diarrhoea, sometimes with vomiting, tummy ache and fever. 

Measles, mumps and rubella are very common, highly infectious, 
conditions that can have serious, potentially fatal, complications, 
including meningitis, swelling of the brain (encephalitis) and 
deafness. 
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Yellow fever is a potentially fatal viral infection, transmitted by 
mosquitoes in tropical regions. There is no specific treatment for 
yellow fever. 
MMR is the measles, mumps and rubella vaccine.  

The chickenpox (varicella) vaccine provides protection against the 
varicella zoster virus that causes chickenpox. 

Meningococcal vaccine is a vaccine used against Neisseria 
meningitidis, a bacterium that causes meningitis, 
meningococcemia, septicemia, and rarely carditis. 
Typhoid vaccine helps prevent typhoid fever. Typhoid is a serious 
disease caused by bacteria called Salmonella typhi. Typhoid causes 
a high fever, weakness, stomach pains, headache, loss of appetite, 
and sometimes a rash. 

 ITQ 

Question 

What is the recommended age for typhoid vaccination 
Feedback 

2 years 

8.3 Rules Governing Immunization Administration 
8.3.1 Spacing of Multiple Doses of the Same Antigen 
Health care providers should adhere strictly to recommended vaccination 
schedules. Vaccines should be administered at recommended ages and in 
accordance with recommended intervals between doses of multi-dose 
antigens. Vaccine doses should not be administered at intervals less than 
these minimum intervals or at an age that is younger than the minimum 
age. Before administering a vaccine dose, providers might need to verify 
that all previous doses have been administered after the minimum age and 
in accordance with minimum intervals. In practice, vaccine doses 
occasionally are administered at intervals less than the minimum interval 
or at ages younger than the minimum age. However, only vaccine doses 
administered ≤4 days before the minimum interval or age are considered 
valid. Doses of any vaccine administered ≥5 days earlier than the 
minimum interval or age should not be counted as valid doses and should 
be repeated as age appropriate. The repeat dose should be spaced after the 
invalid dose by the recommended minimum interval. For example, if the 
first and second doses of Haemophilus influenzae type b (Hib) were 
administered only 14 days apart, the second dose would be invalid and 
need to be repeated because the minimum interval from dose 1 to dose 2 
is 4 weeks. The repeat dose should be administered ≥4 weeks after the 
invalid dose (in this case, the second). The repeat dose is counted as the 
valid second dose. 
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If the first dose in a series is given ≥5 days before the recommended 
minimum age, the dose should be repeated on or after the date when the 
child reaches at least the minimum age. If the vaccine is a live vaccine, 
ensuring that a minimum interval of 28 days has elapsed from the invalid 
dose is recommended. For example, if the first dose of varicella vaccine 
were inadvertently administered at age 10 months, the repeat dose would 
be administered no earlier than the child's first birthday (the minimum 
age for the first dose). If the first dose of varicella vaccine were 
administered at age 11 months and 2 weeks, the repeat dose should be 
administered no earlier than 4 weeks thereafter, which would occur after 
the first birthday. 

Certain vaccines (e.g., pediatric diphtheria and tetanus toxoids [DT]; and 
tetanus toxoid) produce increased rates of local or systemic reactions in 
certain recipients when administered more frequently than recommended. 
Hence need for careful record keeping, maintenance of patient histories, 
and adherence to recommended schedules can decrease the incidence of 
such reactions without adversely affecting immunity. 

8.3.2 Simultaneous Administration 
Simultaneous administration of vaccines is defined as administering more 
than one vaccine on the same clinic day, at different anatomic sites, and 
not combined in the same syringe. With some exceptions, simultaneously 
administering the most widely used live and inactivated vaccines has 
produced sero-conversion rates and rates for adverse reactions similar to 
those observed when the vaccines are administered separately. Routine 
administration of all age-appropriate doses of vaccines simultaneously is 
recommended for children for whom no specific contraindications exist at 
the time of the visit.  

8.3.3 Contraindication and Precautions 
A vaccine should not be administered when a contraindication is present; 
for example, MMR vaccine should not be administered to severely 
immune-compromised persons. In contrast, certain conditions are 
commonly misperceived as contraindications (i.e., are not valid reasons 
to defer vaccination). Health care providers who administer vaccines 
should screen patients for contraindications and precautions to the 
vaccine before each dose of vaccine is administered by asking questions. 
The only contraindication applicable to all vaccines is a history of a 
severe allergic reaction (i.e., anaphylaxis) after a previous dose of vaccine 
or to a vaccine component. 

A precaution is a condition in a recipient that might increase the risk for a 
serious adverse reaction or that might compromise the ability of the 
vaccine to produce immunity (e.g., administering measles vaccine to a 
person with passive immunity to measles from a blood transfusion or 
administering influenza vaccine to someone with a history of Guillain-
Barré syndrome within 6 weeks of a previous influenza vaccination).  

In general, vaccinations should be deferred when a precaution is present. 
However, a vaccination might be indicated in the presence of a 
precaution if the benefit of protection from the vaccine outweighs the risk 
for an adverse reaction. For example a dose of DPT should be considered 
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for a person in a community with a pertussis outbreak even if that person 
previously developed Guillain-Barré syndrome after a dose.  

Examples of precautions: The presence of a moderate or severe acute 
illness with or without a fever is a precaution to administration of all 
vaccines. A personal or family history of seizures is a precaution for 
MMRV vaccination. 

NOTE: Clinicians or other health-care providers might misperceive 
certain conditions or circumstances as valid contraindications or 
precautions to vaccination when they actually do not preclude 
vaccination. These misperceptions result in missed opportunities to 
administer recommended vaccines. Among the most common conditions 
mistakenly considered to be contraindications are- diarrhea, minor upper 
respiratory tract illnesses (including otitis media) with or without fever, 
mild to moderate local reactions to a previous dose of vaccine, current 
antimicrobial therapy, and being in the convalescent phase of an acute 
illness. The decision to administer or delay vaccination because of a 
current or recent acute illness depends on the severity of symptoms and 
etiology of the condition. Vaccination should not be delayed because of 
the presence of mild respiratory tract illness or other acute illness with or 
without fever. Vaccination should be deferred for persons with a 
moderate or severe acute illness.  

After screening recipient for contraindications, persons with moderate or 
severe acute illness should be vaccinated as soon as the acute illness has 
improved. Among persons whose compliance with medical care cannot 
be ensured, use of every opportunity to administer appropriate vaccines is 
critical. Routine physical examinations and procedures (e.g., measuring 
temperatures) are not prerequisites for vaccinating persons who appear to 
be healthy. The provider should ask the parent or guardian if the child is 
ill. If the child has a moderate or severe illness, the vaccination should be 
postponed. 

8.3.4 Health Education 
Parents and guardians should be informed about the benefits of and risks 
from vaccines in language that is culturally sensitive and at an 
appropriate educational level. Opportunity for questions should be 
provided before each vaccination. Discussion of the benefits of and risks 
from vaccination is sound medical practice and is required by law. 
Vaccine information materials should be given to care givers each time a 
vaccine is administered.  

When a parent or patient initiates a discussion about a perceived vaccine 
adverse reaction, the health-care provider should discuss the specific 
concerns and provide factual information, using appropriate language. 
Health-care providers should reinforce key points about each vaccine, 
including safety, and emphasize risks for disease among unvaccinated 
children.  

Modern vaccines are safe and effective; however, adverse events have 
been reported after administration of all vaccines thus health educate 
mothers to report if any is observe. An adverse event is an untoward 
event that occurs after a vaccination that might be caused by the vaccine 
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product or vaccination process. These events range from common, minor, 
local reactions to rare, severe, allergic reactions (e.g., anaphylaxis).  

8.3.5 Vaccine Administration 
Health care provider administering vaccinations should follow 
appropriate precautions to minimize risk for spread of disease. Hands 
should be cleaned with an alcohol-based waterless antiseptic hand rub or 
washed with soap and water before preparing the vaccine and between 
each patient contact. It may not be necessary to wear gloves when 
administering vaccinations, unless persons administering vaccinations are 
likely to come into contact with potentially infectious body fluids or have 
open lesions on their hands. If gloves are worn, they should be changed 
between patients. 

Needles and syringes used for vaccine injections must be sterile and 
disposable. A separate needle and syringe should be used for each 
injection. Changing needles between drawing vaccine from a vial and 
injecting it into a recipient is not necessary unless the needle has been 
damaged or contaminated. Different vaccines should never be mixed in 
the same syringe unless specifically licensed for such use, and no attempt 
should be made to transfer between syringes. Single-dose vials and 
manufacturer-filled syringes are designed for single-dose administration 
and should be discarded if vaccine has been withdrawn or reconstituted 
and subsequently not used within the time frame specified by the 
manufacturer. Vaccine doses should not be drawn into a syringe until 
when ready to administer. Needles should be properly discarded to 
prevent blood borne diseases (e.g., hepatitis B, hepatitis C, and human 
immunodeficiency virus [HIV]). These are occupational hazards common 
among health-care providers. It is also essential that injuries caused by 
needles and other medical sharp objects are well documented. 

8.3.6 Storage and Handling of Immunobiologics 
Failure to adhere to recommended specifications for storage and handling 
of immunobiologics can reduce or destroy their potency, resulting in 
inadequate or no immune response in the recipient. Recommendations in 
the product package inserts, including methods for reconstitution of the 
vaccine, should be followed carefully. Maintenance of vaccine quality is 
the shared responsibility of all handlers of vaccines from the time a 
vaccine is manufactured until administration. All vaccines should be 
inspected on delivery and monitored during storage to ensure that the 
recommended storage temperatures are maintained. Vaccines should 
continue to be stored at recommended temperatures immediately on 
receipt until use. 

 ITQ 

Question 
what is simultaneous vaccination? 

Feedback 

Simultaneous administration of vaccines is defined as administering 



 

Study Session 8 Immunization Theory, Time Schedule, and Rules Governing Immunization Administration 

 

 65  

more than one vaccine on the same clinic day, at different anatomic 
sites, and not combined in the same syringe 

Good child health is important not only for children and families 
now, but also for good health later in adulthood. Children are both 
the makers and the markers of healthy sustainable societies, thus, in 
meeting up the targets for SDG 3- maintaining the health and 
wellbeing of individuals, Childs health cannot be over emphasized 
for they are the pillar of any society. 

Study Session Summary 

 

Summary 

In this study session, we defined immunization as the process 
whereby a person is made resistant to an infectious disease, 
typically by the administration of a vaccine. We discussed 
immunization theory and explained in a tabular form the 
immunization schedule. Conclusively, we stated the rules 
governing the administration of immunization vaccine. 

 

Assessment 

 

Assessment 

SAQ 8.1 (tests learning outcome 8.1) 

Discuss briefly the Immunization theory 

SAQ 8.2 (tests learning outcome 8.2) 

What vaccines do you give at Birth, 6 weeks,10 weeks, 14 weeks, 

9 months and 12 months and their sites of administrations  

SAQ 8.3 (tests learning outcome 8.3 ) 

a) State the rules governing immunization 

b) Explain one the rules 
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Study Session 9 

Historical Overview of School Health 
Services  

Introduction 
In this study session, we will clarify important concepts in school health 
nursing. We will also state the historical and present state of school health 
nursing and explain the reasons for school health services 

Learning Outcomes 

 

Outcomes 

When you have studied this session, you should be able to: 

9.1 define important concepts in school health nursing and explain 
reasons for its services  

Terminology 
School is an institution for educating learners. It includes Early 
Child-Care Centres (ECCC), Primary and Secondary Schools, and 
Non-Formal Education Centres (NFE).   
School Community refers to all the people living/working within 
the school premises including pupils / students, the teaching and 
non-teaching staff as well as members of their families. 

Health, according to the World Health Organization (WHO) “is a 
state of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity.” 

School Health Day refers to a day set aside annually to create 
awareness on health related issues in the schools. 
School Health Programme (SHP) refers to all aspects of the 
school programme which contribute to the understanding, 
maintenance and improvement of the health of the school 
population 

Health Promoting School: The World Health Organisation 
(WHO) defined a health promoting school as one that is constantly 
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strengthening its capacity as a healthy setting for living, learning 
and working.  

9.1 Historical Perspectives of School Health Nursing 
The earliest recorded organized effort to improve the health of the 
school child was made in Europe. School health professionals often 
state that the ''modern school health era" began in 1850. In that 
year, the Sanitary Commission of Massachusetts, headed by 
Lemuel Shattuck, produced a report that had a significant impact 
on school health and has become a classic in the field of public 
health. 
When New York City was faced with an outbreak of smallpox in 
the 1860s, no mechanism was in place to provide free vaccinations 
to those who needed them, so the Board of Health turned to the 
schools. Education officials agreed to permit inspection of school 
children to determine whether or not they had been vaccinated, and 
in 1870, smallpox vaccination became a prerequisite to school 
attendance.  
In the late 1860s and early 1870s, the New York City Board of 
Health instituted a program of sanitary inspections of all public 
schools twice a year. These inspections revealed a filthy 
environment and excessive crowding. Modern plumbing was 
nonexistent, and schools were sometimes overrun by rats. 
Frequently, more than 100 students occupied a single small 
classroom. Classrooms lacked ventilation and fresh air, a problem 
exacerbated by using stoves for heating and gaslights for 
illumination. These problems continued in New York City even 
into the early twentieth century. In 1902, Lillian Wald 
demonstrated in New York City that nurses working in schools 
could reduce absenteeism due to contagious diseases by 50 percent 
in a matter of weeks. For minor conditions, nurses treated students 
in school and instructed them in self-care.  
The 1st World War marked a turning point in the history of school 
health programs. It sensitized American educators and the public to 
the health needs of the school children. It was discovered that 34% 
of the examined draftees for the military had adverse physical, 
mental and emotional condition making them unfit for service. This 
raised the concern whether the school could have prevented or 
corrected these conditions. Great emphasis was thereafter placed on 
the health of the school child. However, this emphasis was 
erroneously skewed in favor of physical education, as if it was the 
same as health education. Hence, the desired improvements were 
not met. Again in 1944, during the second world war, four million 
out of thirteen million recruits aged between 18 and 37 years were 
found unfit for military service. The existing school health 
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programme was therefore adjudged a failure The efforts that 
followed has culminated in the present status of school health in 
Europe and America.   

For major illnesses, nurses visited the homes of children who had 
been excluded from school  

because of illness or infection, educated parents on their child's 
condition, provided information on available medical and financial 
resources, and urged the parents to have their child treated and 
returned to school. School nurses began to assume a major role in 
the daily medical inspection of students, treatment of minor 
conditions, and referral of major problems to physicians. By 1911, 
there were 102 cities employing cadres of school nurses. In 1913, 
New York City alone had 176 school nurses. 

In Nigeria, an attempt was made in 1929 to introduce a medical 
service that could cater for school children. A scheme was 
proposed that entrusted school inspection to health practitioners 
with special training in that field and thrice a year examination of 
the children throughout their school years. In 1944, the Christian 
Council of Nigeria called attention to the high incidence of 
malnutrition among school children and hoped that government 
would inaugurate the proposed school medical service. In 1952, the 
government of western Nigeria published a policy white paper that 
contained a four-year plan to introduce a school medial service that 
will be free to all children.  
In 1971, a school health service headed by a medical officer and 
nurses and other health practitioners emerged at the Federal 
Government level in Lagos. Special clinics were set up to serve as 
treatment points for school children with minor ailments in some 
state capitals and large  

towns like: Ibadan, Enugu, Kaduna Benin City, Zaria and Jos.  
In many states, the school health service units were manned by 
public health sisters with occasional inputs from physicians. School 
health Programme in Nigeria has passed through many phases to 
metamorphose into what we have today. 
 

 ITQ 

Question 

who pioneered the work of modern school health service? 

Feedback 

Lemuel Shattuck 
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9.2 Present State of School Health Service 
Prior to the formulation of the National School Health Policy in 
2006, there had been a gross neglect of School Health Programme 
in Nigeria. A national study of the school health system conducted 
by the WHO in collaboration with the Federal Ministries of Health 
and Education revealed that health care services in schools were 
sub-optimal.   

A high proportion (80%) of head teachers did not know that pre-
admission medical examination should be made compulsory in 
their schools. Food handlers were screened in only 17% of schools 
before recruitment. A high proportion (83%) of the schools did not 
have school nurses and only smaller proportions (6%) of the 
schools have linkages with government-designated clinics.  
Only 25% of the schools have ventilated pit latrine and just 46% 
had pipe-borne water/bore hole. 

9.3 Rationale School Health Services 
 It is  one of the ways of improving the health of children 
 The school is a centre of risk! The school child faces many 

risks like accidents, emotional stress, communicable 
diseases, etc.  

 School children at this age undergo several physical, 
emotional and developmental changes which may have 
immediate and long term effect on their health in turn their 
education 

 Teaching about health in the school is usually more 
effective than teaching about it elsewhere. 

 ITQ 

Question 

it is usually more effective to teach health in home than in schools, 

true or false? 

Feedback 

False (Teaching about health in the school is usually more 

effective than teaching about it elsewhere) 
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Study Session Summary 

 

Summary 

In this Study Session, we clarified some important concepts in school 
health nursing. We also stated the historical and present state of school 
health nursing and explained the reasons for school health services 

 

Assessment 

 

Assessment 

SAQ 9.1 (tests learning outcomes 9.1, 9.2 and 9.3)  

a) Define the following terms:  

• School  

• School Community  

• School Health Day  

• School Health Programme  

• Health Promoting School 

b) List the rationale behind school health services 
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Study Session 10 

Objectives and Components of School 
Health  

Introduction 
In this study session, we will present the objectives of school health 
services. We will also highlight the criteria for promoting a school health 
service as annunciated by WHO. 

Learning Outcomes 

 

Outcomes 

When you have studied this session, you should be able to: 

10.1 highlight the objectives for school health services   

10.2 state the criteria for a health promoting school by WHO 

10.3 present the components of school health services 

10.1 Objectives of School Health Services   
We examined the concept of school health service in the previous 
study session. Here, we will present the objectives of school health 
services, which are:  

 To promote healthful growth both mentally and physically 
among school children  

 To produce a well-adjusted physically vigorous child who is 
free from disease  

 To make sure every child is as fit as possible to gain 
maximum benefits from his or her education 

 To make a child become aware of the importance of health 
and develop healthy practices, health knowledge, attitude 
and appreciation towards health 

 To develop healthy physical and psychological environment 
for the child 

 To promote a state of health, treat minor ailments, prevent 
diseases and maintain the health of school population 

 To diagnose and treat any disability and illness before 
complication set in 

 To prevent the occurrence of and spread of communicable 
diseases among school children 
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 To provide emergency care for school children and if 

necessary their teachers 
 To instill principle of healthy living in the school children 

and members of staff through examples from health 
personnel and demonstration 

 Create awareness of the collaborative efforts of the school, 
home and community in health promotion 

 Develop health consciousness among the learners 
 Create awareness on the availability and utilization of 

various health related resources in the community 
 Promote collaboration in a world of interdependence, social 

interaction and technological exposure in addressing 
emergent health issue  

 Build the skills of learners and staff for health promotion in 
the school community 

10.2 Who Criteria for A Health Promoting School  

 

Adapted from National School Health Policy. Federal Ministry 
of Education, Nigeria  
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10.3 Components of School Health  
The 2006 National School Health Policy released by the Federal 
Ministry of Education Nigeria has identified the following as 
components of school health:  

1. Healthful School Environment  
2. Nutritional care/ School feeding Service  
3. Skill –Based Health Education  
4. School Health Service  
5. School, Home and Community Relationship  

10.3.1 Healthful School Environment 
The following characteristics are indicative of an healthful school 
environment:  

 Location of schools away from potential environmental 
hazards 

 Protection of the school community from excessive noise, 
heat, cold and dampness 

 Provision of adequate buildings, constructed in line with 
approved standards, with particular emphasis on facilities 
for physically challenged learners 

 Provision of an appropriate and adequate amount of 
furniture for learners and staff 

 Provision of an adequate number of gender-sensitive toilet 
facilities 

 Provision of adequate safe water supply and sanitation 
facilities for the school community 

 Provision of proper drainage and waste disposal facilities 
 Provision of safe recreational and sport facilities 
 Perimeter fencing of the school 
 Observation of Annual School Health Days 
 Promotion of healthy human relationships in the school 

community 
 Promotion of health related-school policies 
 Promotion of a maintenance culture 

10.3.2 Nutritional Care/ School Feeding Service 
This is important for physical, mental and immune development. 
School feeding services are aimed at providing an adequate meal a 
day to all children enrolled in schools nationwide. 

Characteristics of School Feeding Services:  
 Provision of, at least, one adequate meal a day to school 

children 
 Adequate sanitation and hygiene practices among food 

handlers including routine medical examination and 
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vaccination, regular screening for infectious diseases, 
retraining programs for food handlers/vendors and regular 
inspections of their homes 

 Food fortification and supplementation 
 Regular de-worming 
 Promotion of health related-school policies 

The Case for School Meal Service 

66 million primary school age children attend school hungry across 
the developing world with 23 million in Africa alone.  There are 67 
million school age children who do not attend school. Poor 
households must often choose between sending their children to 
school or to work in the fields.  
A daily school meal provides a strong incentive to send children to 
school and keep them there and allows the children to focus on 
their studies, rather than their stomachs. 

Why School Meal Service? 

Nutrition: When combined with deworming and micronutrient 
fortification, school meals offer important nutritional benefits 

Social Protection: School meals can break the cycle of poverty, 
hunger and child exploitation in the world’s poorest areas. They 
can also reach children affected by HIV/AIDS, orphans, disabled 

Education: School meals encourage poor households to send 
children to school and keep them there 

Supplementary Benefits: Schools are the centre of many villages 
and communities. School meals connect teachers, parents, cooks, 
children, farmers and the local market.    

School Meal Service: The Nigerian Picture 

In April 2012, the State of Osun in Nigeria pioneered a statewide 
school meals programme for all public elementary school pupils. It 
is called the O'Meals programme (an acronym for the Osun 
Elementary School Feeding and Health Programme). As of July 
2014, it was providing lunch to over 252,000 children in 100% of 
Osun's elementary schools. In addition to staples such as rice, 
beans, and yams served with stews, soups, and vegetables, the 
programme provides daily fruits. Its estimated cost is N50 (USD 
$0.31) per child per day. 
Within four weeks of the O'Meals launch, school enrollment 
increased by approximately 25%. According to the Nigerian 
National Bureau of Statistics July 2013 edition, Osun has the 
highest primary school enrollment rates in Nigeria – a feat largely 
attributable to O'Meals. Nigeria’s first national Home Grown 
School Feeding programme which would affect about 5.5million 
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Nigerians in the first year of its operation would be rolling out soon 
in several states.  

10.3.3 Skill-Based Health Education 
Skill-based Health Education is to promote the development of 
sound health knowledge, attitudes, skills and practices among the 
learners. Health education is education for life; therefore emphasis 
should be placed on skills necessary for promoting appropriate 
behaviours and practices as against just theory-based lessons.  

Areas to be covered by Skill-Based Education Curriculum 

 Personal Health 
 Diseases including HIV/AIDS 
 Mental and Social Health 
 First Aid & Safety Education 
 Community Health 
 Family Life Education 
 Environmental Health 
 Maternal and Child Health 
 Nutrition 
 Consumer Health 
 Drug Education 
 Ageing and Death (Bereavement) Education 
 Parts of the human body 
 Health Agencies 

10.3.4 School Health Services 
School Health Services are preventive and curative services 
provided for the promotion of the health status of learners and staff. 
The purpose is to help children at school to achieve the maximum 
health possible for them to obtain full benefit from their education. 
 School Health Services shall include :  

Pre-entry medical screening; routine health screening /examination; 
school health records; Sick bay, First Aid and referral services. It 
shall also provide advisory and counselling services for the school 
community and parents. 

Characteristics of School Health Service 

 Appraisal of the health status of learners and school 
personnel through pre-entry screening, routine medical and 
psychological examinations 

 Health counselling of the school community by counsellor / 
social worker 

 Referrals and follow-up health services between the school, 
community and the health facilities 

 Health screening and the maintenance of routine health 
records in the school 
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 Prevention and control of communicable and non-

communicable diseases, through inspections, exclusions, re-
admissions, educational measures, immunization, sanitation 
and epidemic control 

 Provision of special health services for learners with special 
needs. 

10.3.5 School, Home and Community Relationship  
The first health educators of the child are the parents, who shape 
the child’s habits from infancy. Long before the child is ready for 
school, the parents should secure needed immunization and 
medical care and inculcate good habits into the child. 
The success of the School Health Programme depends on the extent 
to which community members are aware of, and willing to support 
health promotion efforts 

Parents and community members should make inputs regarding the 
design, content and assessment of the SHP.  

Characteristics of School, Home and Community Relationship 

 Home visits by teachers, school nurses and social workers 
 Regular visit of parents to school 
 Regular meeting of teachers and parents (PTA) 
 Regular communication of the health status of the learner to 

the home by the school health personnel and the teachers 
 Active participation of the school in community outreach 

activities and campaigns 
 Active participation of the school in community health 

planning, implementation, monitoring and evaluation 
 Advocacy and community mobilization for the SHP 

through traditional and modern media 
 The community shall be involved in the promotion of health 

related school policies. 

 ITQ 

Question 

List the components of School Health 

Feedback 

1.Healthful School Environment  

2. Nutritional care/ School feeding Servic 

3. Skill –Based Health Education 

4. School Health Service  

5. School, Home and Community Relationship 
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Study Session Summary 

 

Summary 

In this Study Session, we listed in an explicit way the various objectives 
of school health services. We also stated the criteria for promoting a 
school health service by WHO 

Assessment 

 

Assessment 

SAQ 10.1 (tests learning outcome 10.1) 

List 7 objectives of school health 

SAQ 10.2 (tests learning outcome 10.2) 

List 5 WHO criteria of a health promoting school 

SAQ 10.3 (tests learning outcome 10.3) 

List the characteristics of school feeding services 
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Study Session 11 

Organisation of School Health Services  
Introduction 

In this study session, we will discuss organization of school health 
services by stating the minimum requirements for setting up a health 
centre and explaining the elements of school health services 

Learning Outcomes 

 

Outcomes 

When you have studied this session, you should be able to: 

11.1 discuss the organization of school health services 

11.2 highlight the elements of school health services. 

Terminology 
School health 
service 

Any services provided through the school system to 
improve the health and well-being of children and in some 
cases whole families and the broader community 

11.1 Organisation of School Health Services 
School Health services, as an essential component of effective 
school health program, ensure that children are healthy and able to 
learn at all times. It is an essential component for achieving 
“Education for All” (EFA) inclusive of children with special needs. 
School Health Services are preventive and curative services 
provided for the learners and staff within the school setting.  

The School Health Centre 

The Federal Ministry of Education Nigeria has stated the following 
as crucial for organizing school health centre:  

 Should be sited in the school premise 
 Must be easily accessible 
 The centre must operate every day during school/boarding 

hours 
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 The hours of duty must be convenient to learners and staff 
and include some hours before and after school for day 
schools 

 Must allow participation of parents and guardians who wish 
to participate in the care of their child 

 To the maximum extent possible permit scheduled 
appointments that do not unnecessarily interrupt the 
student’s classroom time 

 The centre must provide services to students in a manner 
which ensure the students and his/her family’s right to 
privacy 

11.1.1 Minimum Requirements for setting up a School 
Health Centre 

 A space as wide as classroom for 30 - 50 students to be 
partitioned into; 
 A waiting room 
 Private examination room 
 - A treatment/observation room with a   minimum of 2 

beds 
 Bathroom and toilet facility 

 Provision of safe water  e.g. solar powered bore hole or well 
 Provision of a functional refrigerator – powered by 

kerosene, solar or electricity as appropriate. 
 Constant and regular supply of drugs and consumables 

according to the prevailing diseases in the community. 
Drugs should be provided according to the essential drug 
list. 

 Provision of regular power supply – either electricity or 
solar 

 Provision of means of sterilization of equipments and 
instruments 

 Provision of safe disposal of medical waste. 
 Constant and regular supply of stationeries for proper 

record keeping 
 Provision of adequate health record keeping system like 

record card, computer system etc. 
 Provision of transportation to referral centres/ visits to 

school clinic if located elsewhere 

11.2 Elements of SHS 
 Pre-entry Medical and Dental Screening  
 School Health Record  
 Routine Health Screening and Examination  
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11.2.1 Pre-entry Medical and Dental Screening 
This will assist with the evaluation of the health status of a child prior to 

entering school; that is, before commencing primary, secondary and 

tertiary education. A pre – employment medical/dental examination 

should also be conducted for all other members of the school community 

including food handlers. Pre – entry medical screening should be done by 

trained health personnel.  

Purpose of Pre-entry Medical and Dental Screening 

 To make a comprehensive appraisal of the child’s health 
status 

 To discover defects 
 To give valuable information to parents and school 

personnel 
 To provide professional counsel for any existing deviation 
 To indicate the extent to which school health programme 

should be modified to benefit the child 
 To determine the fitness of the child to participate in the 

school programmes 

Components of Pre-entry Medical and Dental Screening 

 Physical examination 
 Mental health examination 
 Dental examination 
 Visual and hearing screening, and 
 Laboratory investigations – genotype and blood group, 

urinalysis, stool microscopy, heamatocrit  mantoux, typhoid 
screening.  

11.2.2 School Health Record 
A record keeping system provides for consistency, confidentiality 
and security of records in documenting significant health 
information and the delivery of health care services. Pre-entry 
health form containing essential health information supplied by 
parents and primary health care giver must be filled and submitted 
to the school health centre.  Information from the pre-entry form 
must be put in the health record card for the child.  

 

Note 

A health record file or exercise book should be provided for each 
learner when he enters school for the first time (primary or 
secondary school) 
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The health information goes with the learner from class to class. If 
the learner transfers to another school the original should go with 
him and the duplicate should be retained by the original school. 
Each entry into the student’s record must be dated and 
authenticated by the staff member making the entry indicating 
name and title. 

Components of the School Health Record 

 Personal and family history 
 History of past illnesses/hospitalization with relevant 

information on treatment received and whether follow-up is 
necessary and being carried out 

 Records of immunization 
 Records of screening tests 
 Records of heights and weights taking at regular intervals. 

This will help in appraisal of rate of physical development 
of each child. 

 Results of teacher’s routine observations 

11.2.3 Routine Health Screening and Examination 
This includes:  

 Teacher’s observation of Child 
 Professional Screening  
 First-Aid/Emergency Preparedness 
 Referrals  
 Special Needs Integration Services 
 Counselling  

Teacher’s observation of Child 

The main purpose of teacher’s health observation is to enable early 
identification of those children who requires special attention.  

The specific procedure to be carried out by the teachers includes: 
Periodical inspection of the learners to assess their general 
cleanliness and detect discharging ears/eyes, squints, unusual 
colour of eyes, inability to see the blackboard, inability to hear or 
read properly as appropriate for age and skin rashes; early detection 
of tooth decay and bad breath.  

Learners observed with such ailments as above should be referred 
to the school health centre. Measure the heights and weights of 
children at the beginning of every school term, results must be sent 
to the school health clinic within 48hours of measurements for 
recording into the child health records file. 
Periodical observation by the teacher should be carried out at the 
beginning of every term.  

Professional Screening 
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Visual screening:  
To be done periodically at the school health services centre at the 
beginning of every session 

The visual acuity test should be done in a well-illuminated room 
using the Snellen chart.  

Each eye is tested separately. Any child with squinting, tilting of 
the head, and visual acuity of less than 6/9 in one or both eyes 
should be referred to the specialist. 

Hearing screening:  
To be done periodically at the school health services centre at the 
beginning of every session. 

The pure tone audiometer will be used for assessing hearing acuity.  
This test acuity at tones of various frequencies (pitches) over a 
wide range of intensities (loudness).  
Children with diagnosed hearing loss are referred to the specialist. 

Dental/oral health screening 
To be done as a preventive and appraisal measure every six months 
at the school health services centre by a dentist.  
The oral examination, especially the DMF (Decayed, Missing and 
Filled teeth) index should be recorded into health record file.  
Those identified with oral health problem should be referred. 

Regular de-worming exercise  
Should be done at least once every 3 months 

Routine immunization and missed opportunities. 
Provision of booster doses of relevant vaccines should be available.   

Food supplementation e.g. Vitamin A supplementation 

First-Aid/Emergency Preparedness 

Teachers and learners shall be trained in first aid. Provision of a 
standard first aid boxes with the following contents: iodine, crepe 
bandage, plaster, cotton wool, small scissors,  paracetamol,  gauze, 
gentian violet, glucose etc. 

Referrals 

Pre–identified (near-by) health facilities should be used. 

Provision of pre-identified means of transportation 

Special Needs Integration Services 

This refers to adequately catering for children with special 
needs/disabilities e.g. Provision of walkways for wheelchairs 
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Counselling 

There shall be fulltime counsellors in schools to offer counselling 
services to the school community and parents in all areas of living.  
This should be done in a private room which is counselee-friendly. 

Counselee can be self-referred or referred by teachers. 
Learners should be encouraged to see the counsellor as a matter of 
routine.  
Counsellor should also arrange to counsel every learner at least 
once during the school year.  

Strategies of Implementation of SHS 

The key strategies for implementing school health services include:  

Advocacy and Coordination: 
Advocacy to States, LGAs, PTAs, communities, development 
partners etc. on health services in the school community 

Formulation of health related policies in schools – this refers to 
rules of practice e.g prohibition of smoking and substance abuse in 
schools, 
Strengthening of existing coordinating mechanisms at all levels of 
government for school health services 

Capacity Building:  
Training of teachers and other categories of staff on medical and 
dental health screening and examination 

Orientation of health workers to support school health services 

Provision of health service facilities in schools for use by schools 
by relevant authorities  

Control of Communicable Diseases:  
Exclusion of children with contagious diseases from the larger 
body of children 

Insisting to parents/guardians that children get fully immunized 

Closure of school in times of severe outbreak of infectious diseases 

Partnerships: Public and Private Partnerships for the 
implementation of SHS should be employed. 
Monitoring and Evaluation: Effective monitoring at LGA, State 
and Federal levels. 
 

 ITQ 
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Question 

what are the elements of School Health Services? 
Feedback 

Pre-entry Medical and Dental Screening  

School Health Record  
Routine Health Screening and Examination 

Study Session Summary 

 

Summary 

In this Study Session, we discussed organization of school health 
services and stated the minimum requirements for setting up a health 
centre. We also explained the elements of school health services 

 

Assessment 

 

Assessment 

SAQ 11.1 (tests Learning Outcome 11.1) 

1. What are the fundamental requirements for organizing a school 

health care centre? 

SAQ 11.2 (test learning outcome 11.2) 

a) List the elements of school health services 

b) Discuss one of them  
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Study Session 12 

School Nurses 
Introduction 

In this study session, we will state the roles/functions of school health 
nurses. We will as well discuss the challenges of school nursing system in 
Nigeria and proffer solutions accordingly. 

Learning Outcomes 

 

Outcomes 

When you have studied this session, you should be able to: 

12.1 state the roles of a school nurse 

12.2 highlight the functions of a school nurse 

Terminology 
School nurse A professional nurse that advances the well-being, 

academic success, and lifelong achievement of students. 

12.1 Roles of a School Nurses / School Health 
Worker    

The following are the roles of a school nurse and/or a school health 
worker: 

 Collaboration with the school personnel, family, community 
and health care providers 

 Provider of Student Health Care: Encompasses 
demonstrating vast amount of clinical knowledge in 
meeting the needs of all students especially those with 
special needs  

 Communicator: Demonstrates adequate communication 
skills in relating with the children, teachers, parents and the 
community at large  

 Client Teacher: Health Education is a paramount activity in 
school health 

 Investigator: Carries out research to know how to better 
serve the school community  
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 Role within Nursing Profession: Many countries have a 

minimum of baccalaureate degree for employment as a 
school nurse.  

 Planner & Coordinator of Student Care: School health 
Programme is multi-disciplinary   

 Researcher  
 Collaborator with the school personnel, family, community 

and health care providers 

 

 

Fig. 12.1: The Multidisciplinary Team in School Health Nursing. 
Adapted from: The Queens Nursing Service 2011 

12.2 Functions of the School Nurse 
1. Direct Student Care 

 Performs comprehensive & systematic health 
assessment  

 Analyzes data to identify health problems 
 Develops individualized healthcare plan and refers 

for further follow up (children with chronic 
conditions or special needs) 

 Manages and updates plan and communicates it to  
concerned personnel 

 Provides ongoing health information to students, 
parents and school authorities 

 Plans, implements and supervises school health 
screening programs 

 Directs immunization program  



 

Study Session 12 School Nurses 

 

 87  
 

 Administers medications in consonance with 
guidelines 

 Documents care & maintains records 
 Reports school health data (identifies health issues 

2. Leadership 
 Development of plans and training staff in 

emergencies and disasters  
 Appropriate delegation of care (initial assessment. 

training, competency, validation, supervision, and 
evaluation) 

3. Screening and referral 

 Screening: vision, hearing, posture, body mass index, etc 

and refers in timely manner.  

4. Planning and implementation of health programmes  
 Evaluates school health policies and procedures  
 Coordinates school health program 
 Crisis / disaster management 
 Emergency medical condition management 
 Mental health protection and intervention 
 Documents and prepares report (legal, regulatory 

and policy requirements) 
 Engages in research and evaluation of school health 

services 
5. Liaison 

 Serves as liaison between school, home and 
community 

 Establishes working relationship with pediatricians 
 Ensures individualized health plans are executed  
 Communicates with family through phone 
 Develops community partnerships to promote health 

of the community 
6. Legal 

 Maintains current license to practice 
 Practices in accordance with national, jurisdictional 

legislations.   
 Demonstrates knowledge and follows the policies 

and procedures  
7. Personal and Professional Development  

 Ensures continuing competency (e.g. BLS) 
 Maintains record of learning and professional 

development activities 
 Uses nursing research and best practice guideline 
 Represents nursing profession in relevant 

committees, taskforce, board or forums. 
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12.3 Levels of Prevention in School Health Nursing  
Primary Prevention in the School 

 Prevention of childhood injuries 
 Substance abuse prevention education 
 Disease prevention education 
 Required vaccinations for schoolchildren 

Secondary Prevention in the School 
 Emergency plan and emergency equipment 
 Giving medication in school 
 Assessing and screening 
 Identification of child abuse or neglect 
 Communicating with health care providers 
 Efforts to prevent suicide and violence at school 

Tertiary Prevention in the Schools 
Managing children with conditions like: asthma, diabetes mellitus, 
autism, pregnant teenagers and teen mothers, etc referring such to 
relevant facilities and professionals  

 ITQ 

Question 

what are the levels of prevention in School Health Nursing? 

Feedback 

Primary, Secondary and Tertiary Prevention 

12.4 Challenges of School Health Nursing in Nigeria  
 Inadequate facilities for school health activities 
 Poor Political and Governmental support for School Health 

Service  
 Poor definition for school health nurses 
 Poor orientation about who a school health nurse is 
 Inadequate research on school health  
 Poor involvement of non-governmental organizations in 

school health  
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Study Session Summary 

 

Summary 

In this Study Session, we stated the roles/functions of school health 
nurses. We also discussed the challenges of school nursing system in 
Nigeria and proffered solutions accordingly 

 

Assessment 

 

Assessment 

SAQ 12.1 (tests learning outcome 12.1) 

 Who is a school Nurse? 

 State the roles of a school nurse  

SAQ 12.2 (tests learning outcome 12.2) 

Concerning planning and implementation of health programs, list 

5 roles of a school nurse. 
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Notes on Self-Assessment Questions 
SAQ 1.1 what is the focus of community health nursing? 

The focus of community health is on the population as a whole 

which involves the individual, families and groups in the 

community. 

SAQ 1.2 what are the characteristics of community health 

nursing? 

The characteristics of community health nursing are: 

 It is a field of nursing 

 It combines public health and nursing 

 It focus in population and environment factors that may 

impact to people’s health 

 It emphasize in health promotion, illness prevention, and 

wellness 

 It promotes client responsibility and self-care 

 It uses aggregate measurement and  analysis 

 It use principle of organizational theory  

 It involves inter-professional collaboration. 

SAQ 2.1 what is community nursing process? 

It is a systematic way of determining a community’s health status, 

isolating health concern and problems, developing the plans to 

remediate them, initiating actions to implement the plan, and 

finally evaluating the adequacy of the plan in promoting wellness 

and problem resolution in the community. 
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SAQ 2.2  what are the steps involved in community health 

nursing process 

The steps involved in community health nursing process are; 

 Community assessment;  

 Community diagnosis;  

 Planning;  

 Implementation  

 Evaluation 

SAQ 3.1 Define community 

Community is defined as group of people living within a specified 

geographical boundary.  

It may consist of different subgroups. There is usually a leader but 

there may be many formal or informal leaders. 

Communities are not always homogenous in that within a 

Community, many different views, languages, ideas and approach 

to life are often represented. 

 

SAQ 4.1 

Community analysis can be defined as the process of critically 

examining the characteristics, resources, assets, and needs of a 

community, in collaboration with that community, in order to 

develop strategies to improve the health and quality of life of the 

community 

 

SAQ 4.2 

The following are the steps to community assessment;  

 Identification of available resources 

 Establishment of project team and steering committee 

 Development of research plan and time frame 

 Collection and analysis of information already available 

 Completion of community research 
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 Analysis of result 

 Reporting back to the community 

 Setting priorities for action 

 Determination of responses to the needs identified 

 Planning and implementation 

 Monitoring and Evaluation 

SAQ 5.1 

This refers to involvement of community members at all stages of 

assessment, planning, implementation and evaluation of 

programmes and projects 

 

SAQ 5.2 

Community participation is important because there are efficiency 

benefits from participation, stating that involving stakeholders and 

empowering community in all programs at all levels provides a 

more effective path for solving sustainable resource management 

issues. Participation enhances project effectiveness through 

community ownership of development efforts and aids decision-

making. Local ownership of a project or program as a key to 

generating motivation for ecologically sustainable activities. 

Community participation also aids information dissemination 

amongst a community, particularly local knowledge that leads to 

better facilitation of action. Participation also results in learning 

and learning is often a prerequisite for changing behavior and 

practices. 

 

SAQ 5.3 

At the initial level, the very beginning of the project when it is still 

an idea 

The flowing are the levels of community participation 

 Needs assessment – expressing opinions about desirable 
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improvements, prioritizing goals and negotiating with 

agencies 

 Planning – formulating objectives, setting goals, criticizing 

plans. 

 Mobilizing – raising awareness in a community about 

needs, establishing or supporting organizational structures 

within the community 

 Training – participation in formal or informal training 

activities to enhance communication, construction, 

maintenance and financial management skills 

 Implementing – engaging in management activities; 

contributing directly to construction, operation and 

maintenance with labour and materials; contributing cash 

towards costs, paying of services and so on.  

 Monitoring and evaluation – participating in the appraisal of 

work done, recognizing improvements that can be made and 

redefining needs 

 

SAQ 5.4 

 An unfair distribution of work or benefits amongst members 
of the community 

 A highly individualistic society where there is little or no 
sense of community 

 The feeling that the government or agency should provide 
the facilities 

 Agency treatment of community members – if people are 
treated as being they are more likely to act as if they are 
helpless.  

 

SAQ 6.1 

Child health is a state of physical, mental, intellectual, social and 

emotional well-being and not merely the absence of disease or 

infirmity in child and healthy children live in families, 
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environments, and communities that provide them with the 

opportunity to reach their fullest developmental potential. 

Infant welfare clinic is a medical facility that specializes in the 

health and well-being of young babies. It is a department in the 

hospital or health centre where both sick and healthy newborns 

between 0 to 5years are cared 

SAQ 6.2 

The following activities make up the under – 5 clinics 

 Registration of new born babies 
 Weighing and charting of weights 
 Interviewing of mothers about their children’s feeding, 

sleeping and playing pattern. 
 Physical examination of children 
 Giving of health education 
 Immunization of babies 
 Nutritional demonstration 
 Treatment of minor ailment 

 

SAQ 7.1 

a) They are: Acute respiratory tract infection, diarrhoea, 

Malaria, measles, HIV/AIDS and neonatal conditions like 

birth asphyxia, preterm birth and infections 

b) Acute diarrhoea – is the abrupt onset of 3 or more loose 

stools per day and lasts no longer than 14 days while 

persistent or chronic diarrhea is defined as an episode that 

lasts 14 days or longer 

c) Zinc supplements reduce the duration of a diarrhoea episode 

and are associated with reduction in stool volume. 

d) Rotavirus 

 

SAQ 7.2 

The health of today’s infants and children is threatened by many 

factors, some problems are related to parental behaviour while 

some are related to socio-economic condition. 
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These problems include: 

 HIV/AIDS 

 Gun violence 

 Child abuse  

 Drug trafficking in schools and neighbourhood 

 Child trafficking and kidnapping 

 Crime and rape  

Problems related to parental behaviour are: 

 Smoking 

 Abuse of alcohol, and other drugs, 

 Family violence. 

Problem related to socio-economic factors are: 

 Poverty 

 Homelessness 

 

SAQ 8.1 

Immunization theory is the theory behind immunization. 

Immunization is the process whereby a person is made immune or 

resistant to an infectious disease, typically by the administration of 

a vaccine. Vaccines stimulate the body's own immune system to 

protect the person against subsequent infection or disease.  The act 

of administering vaccines is referred to as vaccination or 

immunization 

 

SAQ 8.2 

At Birth ; BCG, OPV 0, HBV  

Six weeks ; OPV 1, Pentavalent 1, PCV, Rotavirus 1 

Ten weeks ; OPV 2, Pentavalent 2, PCV, Rotavirus 2 

Nine Months ; Measles 

Twelve Months ; Yellow fever 

 



96 
 
 

 

NSG412 Community Health Nursing III 

 
Sites of Administration 

OPV Oral 

BCG Intradermal 

Pentavalent Intramuscular  

Rotavirus Oral 

Measles Subcutaneous 

Yellow fever Subcutaneous 

HBV Intradermal 

Pneumococcal Conjugate Vaccine (PCV) Intradermal 

 

SAQ 9.1 

School is an institution for educating learners. It includes Early 

Child-Care Centres (ECCC), Primary and Secondary Schools, and 

Non-Formal Education Centres (NFE).   

School Community refers to all the people living/working within 

the school premises including pupils / students, the teaching and 

non-teaching staff as well as members of their families. 

Health, according to the World Health Organization (WHO) “is a 

state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmity.” 

School Health Day refers to a day set aside annually to create 

awareness on health related issues in the schools. 

School Health Programme (SHP) refers to all aspects of the 

school programme which contribute to the understanding, 

maintenance and improvement of the health of the school 

population 

Health Promoting School: The World Health Organisation 

(WHO) defined a health promoting school as one that is constantly 

strengthening its capacity as a healthy setting for living, learning 

and working.  

 

Rationale behind school health services 
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 It is  one of the ways of improving the health of children 
 The school is a centre of risk! The school child faces many 

risks like accidents, emotional stress, communicable 
diseases, etc.  

 School children at this age undergo several physical, 
emotional and developmental changes which may have 
immediate and long term effect on their health in turn their 
education 

 Teaching about health in the school is usually more 
effective than teaching about it elsewhere  

 

SAQ 10.1 

Your list can contain some of these objectives: 

 To promote healthful growth both mentally and physically 
among school children  

 To produce a well-adjusted physically vigorous child who is 
free from disease  

 To make sure every child is as fit as possible to gain 
maximum benefits from his or her education 

 To make a child become aware of the importance of health 
and develop healthy practices, health knowledge, attitude 
and appreciation towards health 

 To develop healthy physical and psychological environment 
for the child 

 To promote a state of health, treat minor ailments, prevent 
diseases and maintain the health of school population 

 To diagnose and treat any disability and illness before 
complication set in 

 To prevent the occurrence of and spread of communicable 
diseases among school children 

 To provide emergency care for school children and if 
necessary their teachers 

 To instill principle of healthy living in the school children 
and members of staff through examples from health 
personnel and demonstration 

 

SAQ 10.2 

These are some of the 12 WHO criteria of a health promoting 
school 

 Active Promotion of self-esteem of all pupils by 
demonstrating that everyone can make a contribution to the 
life of the school 
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 Development of good relations between staff and pupils and 

amongst pupils in the daily life of the school 
 Clarification for staff and pupils of the social aims of the 

school 
 Provision of stimulating challenges for all pupils through a 

wide range of activities 
 Use of every opportunity to improve the physical 

environment of the school.   

  

SAQ 10.3 

Characteristics of School Feeding Services:  

 Provision of, at least, one adequate meal a day to school 
children 

 Adequate sanitation and hygiene practices among food 
handlers including routine medical examination and 
vaccination, regular screening for infectious diseases, 
retraining programs for food handlers/vendors and regular 
inspections of their homes 

 Food fortification and supplementation 
 Regular de-worming 
 Promotion of health related-school policies 

 

SAQ 11.1 

The following are the fundamental requirements for organizing  

 Should be sited in the school premise 
 Must be easily accessible 
 The centre must operate every day during school/boarding 

hours 
 The hours of duty must be convenient to learners and staff 

and include some hours before and after school for day 
schools 

 Must allow participation of parents and guardians who wish 
to participate in the care of their child 

 To the maximum extent possible permit scheduled 
appointments that do not unnecessarily interrupt the 
student’s classroom time 

 The centre must provide services to students in a manner 
which ensure the students and his/her family’s right to 
privacy 

 

SAQ 11.2 
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These are the elements of school health services; 

• Pre-entry Medical and Dental Screening  

• School Health Record  

• Routine Health Screening and Examination  

 

 

Pre entry Medical and dental screening 

This will assist with the evaluation of the health status of a child 

prior to entering school; that is, before commencing primary, 

secondary and tertiary education. Pre-entry medical screening 

should be done by trained health personnel.  

Purpose of Pre-entry Medical and Dental Screening 

 To make a comprehensive appraisal of the child’s health 
status 

 To discover defects 
 To give valuable information to parents and school 

personnel 
 To provide professional counsel for any existing deviation 
 To indicate the extent to which school health programme 

should be modified to benefit the child 
 To determine the fitness of the child to participate in the 

school programmes 

Components of Pre-entry Medical and Dental Screening 

 Physical examination 
 Mental health examination 
 Dental examination 
 Visual and hearing screening, and 
 Laboratory investigations – genotype and blood group, 

urinalysis, stool microscopy, heamatocrit, mantoux, typhoid 
screening. 

 

SAQ 12.1 

a) A school Nurse is public health nursing specialist that 

advances the well-being, academic success, lifelong 

achievement, and overall health of students. 

b) The following are the roles of a school nurse:  
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 Collaborator with the school personnel, family, 
community and health care providers 

 Provider of Student Health Care: Encompasses 
demonstrating vast amount of clinical knowledge in 
meeting the needs of all students especially those with 
special needs  

 Communicator: Demonstrates adequate communication 
skills in relating with the children, teachers, parents and 
the community at large  

 Client Teacher: Health Education is a paramount 
activity in school health 

 Investigator: Carries out research to know how to better 
serve the school community  

 Planner & Coordinator of Student Care: School health 
Programme is multi-disciplinary   

 Researcher  
 Collaborator with the school personnel, family, 

community and health care providers 
 

SAQ 12.2 

With regards to Planning and implementation of health 
programmes, you should have some of the following on your list  

 Evaluates school health policies and procedures  
 Coordinates school health program 
 Crisis / disaster management 
 Emergency medical condition management 
 Mental health protection and intervention 
 Documents and prepares report (legal, regulatory and policy 

requirements) 
 Engages in research and evaluation of school health 

services 
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