COMMUNITY HEALTH NURSING
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Safe and Quality Care Health Education Communication Collaboration and Teamwork

1.1 Principles and Standards of CHN

Basic Principles of CHN

1. The community is the patient in CHN, the family is the unit of care and there are four levels of clientele: individual, family, population group (those who share common characteristics, developmental stages and common exposure to health problems – e.g. children, elderly) and the community. 

2. In CHN, the client is considered as an ACTIVE partner NOT PASSIVE recipient of care. 

3. CHN practice is affected by developments in health technology, in particular, changes in society, in general 

4. The goal of CHN is achieved through multi-sectoral efforts

5. CHN is part of heath care system and the larger human service system. 
1.2 Levels of Care

1. Primary Level of Care – is devolved to the cities and the municipalities. It is health care provided by center physicians, public health nurses, rural health midwives, barangay health workers, traditional healers and others at the barangay health stations and rural health units. The primary health facility is usually the first contact between the community members and the other levels of health facility.

2. Secondary Level of Care

Secondary care is given by physicians with basic health training. This is usually given in health facilities and district hospitals and out-patient departments of provincial hospitals. This serves as a referral center for the primary health facilities. Secondary facilities are capable of performing minor surgeries and perform some simple laboratory examinations. 

3. Tertiary Level of Care – is rendered by specialists in health facilities including medical centers as well as regional and provincial hospitals, and specialized hospitals such as the Philippine Heart Center. The tertiary health facility is the referral center for the secondary care facilities. Complicated cases and intensive care requires tertiary care and all these can be provided by the tertiary care facility. 

1.3 Types of Clientele

· Individual



Basic approaches in looking at the individual:

1. Atomistic 

2. Holistic 

Perspectives in Understanding the individual: 

1. Biological

a. Unified whole

b. Holon

c. Dimorphism

2. Anthropological

a. essentialism

b. Social constructionism

c. Culture

3. Psychological

a. Psychosexual

b. Psychosocial

c. Behaviorism

d. Social learning

4. Sociological

a. Family and kinship

b. Social groups
· Family

Models: 

4. Developmental

Stages of Family Development

Stage 1 – The Beginning Family

Stage 2 – The Early Child-bearing Family

Stage 3 – The Family with Preschool Children

Stage 4 – The Family with School Age Children 

Stage 5 – The Family with Teenagers

Stage 6 – The Family As Launching Center

Stage 7 – The Middle-aged Family

Stage 8 – The Aging Family

5. Structural-Functional

Initial Data Base

· Family structure and Characteristics

· Socio-economic and Cultural Factors

· Environmental Factors

· Health Assessment of Each Member

· Value Placed on Prevention of Disease

First Level Assessment

· Health Threats:

Conditions that are conducive to disease, accident or failure to realize one’s health potential

· Health deficits: 

Instances of failure in health maintenance (disease, disability, developmental lag) 

· Stress points/Forseeable crisis situation: 

Anticipated periods of unusual demand on the individual or family in terms of adjustment or family resources 




Second Level Assessment: 

· Recognition of the problem

· Decision on appropriate health action

· Care to affected family member

· Provision of health home environment

· Utilization of community resources for health care

Problem prioritization: 

· Nature of the problem

Health deficit

Health threat

Forseeable Crisis

· Preventive Potential

High

Moderate

Low

· Modifiability

Easily modifiable

Partially modifiable

Not modifiable

· Salience

High
Moderate

Low




Family Service and Progress Record

· Population Group

Vulnerable Groups:

· Infants and Young Children

· School age

· Adolescents

· Mothers

· Males

· Old People

Specialized Fields: 

· Community Mental Health Nursing – a unique process which includes an integration of concepts from nursing, mental health, social psychology, psychology, community networks, and the basic sciences

· Occupational Health Nursing – the application of nursing principles and procedures in conserving the health of workers in all occupations

· School Health Nursing – the application of nursing theories and principles in the care of the school population

1.4 Health Care Delivery System

The Philippine health care delivery system is composed of two sectors: (1) the public sector, which largely financed through a tax-based budgeting system at both national and local levels and where health care is generally given free at the point of service and (2) the private sector (for profit and non-profit providers) which is largely market-oriented and where health care is paid through user fees at the point of service. 

The public sector consists of the national and local government agencies providing health services. At the national level, the Department of Health (DOH) is mandated as the lead agency in health. It has a regional field office in every region and maintains specialty hospitals, regional hospitals and medical centers. It also maintains provincial health teams made up of DOH representatives to the local health boards and personnel involved in communicable disease control, specifically for malaria and schistosomiasis. Other national government agencies providing health care services such as the Philippine General Hospital are also part of this sector. 

With the devolution of health services, the local health system is now run by Local Government Units (LGUs). The provincial and district hospitals are under the provincial government while the city/municipal government manages the health centers/rural health units (RHUs) and barangay health stations (BHSs). In every province, city or municipality, there is a local health board chaired by the local chief executive. Its function is mainly to serve as advisory body to the local executive and the sanggunian or local legislative council on health-related matters. 

The private sector includes for-profit and non-profit health providers. Their involvement in maintaining the people’s health is enormous. This includes providing health services in clinics and hospitals, health insurance, manufacture of medicines, vaccines, medical supplies, equipment, and other health and nutrition products, research and development, human resource development and other health-related services. 

1.5 Primary Health Care

WHO defines PHC as essential health care made universally accessible to individuals and families in the community by means acceptable to them through their full participation and at a cost that the community and country can afford at every stage of development. 

Primary Health Care was declared during the First International Conference on Primary Health Care held in Alma Ata, USSR on September 6-12, 1978 by WHO. The goal was “Health for All by year 2000.” This was adopted in the Philippines through Letter of Instruction 949 signed by President Marcos on October 19, 1979 and has an underlying theme of “Health in the Hands of the People by 2020.” 

Elements/Components of Primary Health Care

1. Environmental Sanitation (adequate supply of safe water and good waste disposal) 

2. Control of Communicable Diseases

3. Immunization

4. Health Education

5. Maternal and Child Health and Family Planning

6. Adequate Food and Proper Nutrition

7. Provision of Medical Care and Emergency Treatment

8. Treatment of Locally Endemic Diseases

9. Provision of Essential Drugs

The framework for meeting the goal of primary health care is organizational strategy, which calls for active and continuing partnership among the communities. 
Four Cornerstones/Pillars in Primary Health Care

1. Active community participation

2. Intra and inter-sectoral linkages

3. Use of appropriate technology

4. Support mechanism made available

Types of Primary Health Care Workers 


Various categories of health workers make up the primary health care team. The types vary in different communities depending upon: 

· Available health manpower resources

· Local health needs and problems

· Political and financial feasibility

Two levels of primary health care workers have been identified: 

· Village or Barangay Health Workers (V/BHWs). This refers to trained community health workers or health auxiliary volunteer or a traditional birth attendant or healer

· Intermediate level health workers. General medical practitioners or their assistants. Public Health Nurse, Rural Sanitary Inspectors and Midwives may compose these groups.  

1.6 Family Based Nursing Services (Family Health Nursing Process) 

Nursing Assessment of Family:



First Level Assessment: 

1. Family structure, characteristics and dynamics

2. Socio-economic and cultural characteristics

3. Home and environment

4. Health status of each member

5. Values and practices on health promotion/maintenance and disease prevention

Second Level Assessment data include those that specify or describe the family’s realities, perceptions about and attitudes related to the assumption or performance of family health tasks on each health condition or problem identified during the first level assessment. 

Developing the Nursing Care Plan


Steps in developing a family care plan: 

1. The prioritized condition/s or problems

2. The goals and objectives of nursing care

3. The plan of interventions

4. The plan for evaluating care

Implementing the Nursing Care Plan 

During this phase the nurse encounters the realities in family nursing practice which can motivate her to try out creative innovations or overwhelm her to frustration or inaction. As the nurse practitioner works with clients she experiences varying degrees of demands on her resources. A dynamic attitude on personal and professional development is, therefore, necessary if she has to face up to challenges of nursing practice.

Evaluation of Family Health Services
1.7 Population Group Based Nursing Services 

1.8 Community Based Nursing Services

Assessment of Community Health Needs
Community Diagnosis aims to obtain a general information about the community. The following are elements of a comprehensive community diagnosis: 

a. Demographic Variables

b. Socio-Economic and Cultural Variables

c. Health and Illness Patterns

d. Health Resources

e. Political/Leadership Patterns

Steps in Conducting Community Diagnosis 

a. Determining the Objectives

b. Defining the Study Population

c. Determining the Data to be Collected

d. Collecting the Data

e. Developing the Instrument

f. Actual Data Gathering

g. Data Collation

h. Data Presentation

i. Data Analysis

j. Identifying the Community Health Nursing Problems
k. Priority-setting

Planning for Community Health Nursing Programs and Services



Goal and Objective Setting

Nursing Intervention for Community Health Development



Community Organizing

Evaluation of Community Health Nursing 

1.9 Community Organizing

Studies have underscored some key elements of the community which may be reactivated to bring social and behavioral change. These include social organizations (relationships, structure and resources), ideology (knowledge, beliefs and attitudes) and change agents. This process of change is often termed as “empowerment” or building the capability of people for future community action. 

Five stages of Organizing: A Community Health Promotion Model

Stage 1: Community Analysis 

“The process of assessing and defining needs, opportunities and resources involved in initiating community health action program. This process may be referred to as “community diagnosis,” “community needs assessment,” “health education planning,” and “mapping.” 

This analysis has five components: 

1. A demographic, social and economic profile of the community derived from secondary data. 

2. Health risk profile (social, behavioral and environmental risks). Behavioral risk assessment includes dietary habit and other lifestyle concerns like alcohol, tobacco, and drugs. Social indicators of risk are studies because of its associations to health status and this may include exposure to long-term unemployment, low education and isolation. 

3. Health/wellness outcomes profile (morbidity/mortality data)

4. Survey of current health promotion programs

5. Studies conducted in certain target groups

Steps in community analysis: 

1. Define the Community. Determine the geographic boundaries of the target community. This is usually done in consultation with representatives of the various sectors. 

2. Collect data. As earlier mentioned, several types of data have to be collected and analyzed. 

3. Assess community capacity. This entails an evaluation of the “driving forces” which may facilitate or impede the advocated change. Current programs have to be assessed including the potential of the various types of leaders/influential, organization and programs. 

4. Assess community barriers. Are there features of the new program which run counter to existing customs and traditions? Is the community resilient to change?

5. Assess readiness for change. Data gathered will help in the assessment of community interest, their perception on the importance of the problem. 

6. Synthesis data and set priorities. This will provide a community profile of the needs and resources, and will become the basis for designing prospective community interventions for health promotion. 

Step 2: Design and Initiation

In designing and initiating interventions the following should be done: 

1. Establish a core planning group and select a local organizer. Five to eight committed members of the community may be selected to do the planning and management of the program. 

2. Choose an organizational structure. There are several organization structures which can be utilized to activate community participation. These include the following: 

· Leadership board or council – existing local leaders working for a common cause
· Coalition – linking organizations and groups to work on community issues.

· “Lead” or official agency – a single agency takes the primary responsibility of a liaison for health promotion activities in the community.

· Grass-roots – informal structures in the community like the neighborhood residents. 

· Citizen panels – a group of citizens (5-10) emerge to form a partnership with a government agency

· Networks and consortia – Network develop because of certain concerns. 

3. Identify, select and recruit organizational members. As much as possible, different groups, organizations sectors should be represented. Chosen representative have power for the groups they represent. 
4. Define the organization mission and goals. This will specify the what, who, where, when and extent of the organizational objectives.

5. Clarify roles and responsibilities of people involved in the organization. This is done to establish a smooth working relationship and avoid overlapping of responsibilities. 

6. Provide training and recognition. Active involvement in planning and management of programs may require skills development training. Recognition of the program’s accomplishment and individual’s contribution to the success of the program and boost morale of the members. 

Stage 3: Implementation


Implementation put design phase into action. To do so, the following must be done: 

1. Generate broad citizen participation. There are several ways to generate citizen participation. One of them is organizing task force, who, with appropriate guidance can provide the necessary support. 

2. Develop a sequential work plan. Activities should be planned sequentially. Oftentimes, plan has to be modified as events unfold. Community members may have to constantly monitor implementation steps. 

3. Use comprehensive, integrated strategies. Generally the program utilize more than one strategies that must complement each other. 

4. Integrate community values into the programs, materials and messages. The community language, values and norms have to be incorporated into the program. 

Stage 4: Program Maintenance – Consolidation


The program at this point has experienced some degree of success and has weathered through implementation problems. The organization and program is gaining acceptance in the community. 

To maintain and consolidate gains of the program, the following are essential: 
1. Integrate intervention activities into community networks. This can be affected through implementation problems. The organization and program is gaining acceptance in the community. 

2. Establish a positive organizational culture. A positive environment is a critical element in maintaining cooperation and preventing fast turnover of members. This is the result of good group based on trust, respect, and openness.

3. Establish an ongoing recruitment plan. It should be expected that volunteers may leave the organization. This requires a built in mechanism for continuous recruitment and training of new members.
4. Disseminate results. Continuous feedback to the community on results of activities enhances visibility and acceptance of the organization. Dissemination of information is vital to gain and maintain community support.

Stage 5: Dissemination- Reassessment 

Continuous assessment is part of the monitoring aspect in the management of the program. Formative evaluation is done to provide timely modification of strategies and activities. However, before any programs reach its final step, evaluation is done for future direction. 

1. Update the community analysis. Is there a change in leadership, resources and participation? This may necessitate reorganization and new collaboration with other organizations. 

2. Assess effectiveness of interventions/programs. Quantitative and qualitative methods of evaluation can be used to determine participation, support and behavior change level of decision-making and other factors deemed important to the program

3. Chart future directories and modifications. This may mean revision of goals and objectives and development of new strategies. Revitalization of collaboration and networking may be vital in support of new ventures. 

4. Summarize and disseminate results. Some organizations die because of the lack of visibility. Thus, a dissemination plan maybe helpful in diffusion of information to further boost support to the organization’s endeavor. 

1.10 Public Health Programs

FAMILY HEALTH

· The Maternal Health Program

a. Antenatal Registration

b. Tetanus Toxoid Immunization

c. Micronutrient Supplementation

d. Treatment of Diseases and Other Conditions

e. Clean and Safe Delivery

· The Family Planning Program 


The family planning methods: 

1. Female Sterilization

2. Male Sterilization

3. Pill

4. Male condom

5. Injectables

6. Lactating Amenorrhea Methods or LAM

7. Mucus/Billings/Ovulation 

8. Basal Body Temperature

9. Symptothermal method

10. Two Day Method

11. Standard Days Method

· The Child Health Programs (Newborns, Infants and Children) 


Newborns, infants and children are vulnerable age group for common childhood diseases. The risk of infection among children is higher when not screened for metabolic disorder, not exclusively breastfed, unvaccinated, not properly managed when sick, not given with vitamin supplementation and many others. To address problems, child health programs have been created and available in all health facilities which includes: 

· Infants and Young Child Feeding

· Newborn Screening

· Expanded Program on Immunization
	Vaccine
	Minimum Age at 1st dose
	Number of doses
	Minimum interval between doses
	Reason

	BCG
	Birth or anytime after birth
	1
	
	BCG given at earliest possible age protects the possibility of TB meningitis and other TB infections in which infants are prone,

	DPT
	6 weeks
	3
	4 weeks
	An early start with DPT reduces the chance of severe pertussis.

	OPV
	6 weeks
	3
	4 weeks
	The extent of protection against polio is increased the earlier the OPV is given Keeps the Philippine polio free

	Hepatitis B
	At birth
	3
	6 weeks interval from 1st dose to 2nd dose and 8 weeks interval from 2nd dose to third dose
	An early start of Hep B reduces the chance of being infected and becoming a carrier. Prevent liver cirrhosis and liver cancer. About 9000 die of complications of HB. 10% of Filipinos have chronic HB infection. Eliminate HB before 2012 (a Western Regional goal).


Administration of Vaccines

	Vaccine
	Dose
	Route of Administration
	Site of Administration

	BCG
	Infants 0.05 ml
	Intradermal
	Right deltoid region of the arm

	DPT
	0.5 ml
	Intramuscular
	Upper outer portion of the thigh

	OPV
	2 drops or depending on manufacturer’s instructions
	Oral
	mouth

	Measles
	0.5 ml
	Subcutaneous
	Outer part of the upper arm

	Hepatitis B
	0.5 ml
	Intramuscular
	Upper outer portion of the thigh

	Tetanus Toxoid
	0.5 ml 
	Intramuscular
	Deltoid region of the upper arm


· Management of Childhood Illnesses

· Micronutrient Supplementation

· Dental health Early Child Development

· Child Health Injuries

Its main goal is to reduce morbidity and mortality rates for children 0-9 years with the strategies necessary for program implementation. 

· Essential Packages of Health Services for Newborn, Infant and Child
· The Adolescent Health Program
· The Adult Men Health Program

· The Adult Women Health Program

· The Older Person Health Program
· Philippine Reproductive Health 

NON-COMMUNICABLE DISEASE PREVENTION AND CONTROL

I. Integrated Community Based Non-Communicable Disease Prevention and Control Program

II. Causes and Risk Factors of Major NCDs

A. Diseases of the Heart and Blood Vessels

1. Hypertension

2. Coronary Artery Disease

3. Cerebrovascular Disease or Stroke

B. Cancer

C. Diabetes Mellitus

D. Chronic Obstructive Pulmonary Disease

E. Bronchial Asthma 

III. Risk Assessment and Screening Procedures

Risk Factor Assessment:
A. Cigarette Smoking

B. Nutrition/Diet

C. Overweight/Obesity

D. Physical Inactivity/Sedentary Lifestyle 

E. Excessive Alcohol Drinking

Screening Guidelines and Procedures: 

A. Screening for Hypertension

B. Screening for Elevated Cholesterol in the Blood

C. Screening for Diabetes Mellitus

D. Screening for Cancer

E. Screening for COPD

F. Screening for Asthma

IV. Promoting Physical Activity and Exercise

V. Promoting Proper Nutrition

VI. Promoting a Smoke-Free Environment

VII. Promoting Stress Management 

VIII. Programs for the Prevention and Control of other non-communicable diseases

A. National Prevention of Blindness Program
B. Mental Health and Mental Disorders

C. Renal Disease Control Program

D. Community-based Rehabilitation Program

COMMUNICABLE DISEASE PREVENTION AND CONTROL 

· Tuberculosis

· Leprosy

· Schistosomiasis

· Filariasis

· Malaria

· Dengue Hemorrhagic Fever (H-Fever)

· Measles

· Chicken Pox (Varicella)

· Mumps (Epidemic Parotitis)

· Diptheria

· Whooping Cough (Pertussis)

· Tetanus Neonatorum and Tetanus among older age groups
· Influenza

· Pneumonias

· Cholera (El Tor)

· Typhoid Fever

· Bacillary Dysentery (Shigellosis) 

· Soil Transmitted Helminthiases

· Paragonimiasis

· Hepatitis A 

· Paralytic Shellfish Poisoning (PSP I RED TIDE POISONING) 

· Leptospirosis 

· Rabies

· Scabies

· Anthrax

· Sexually Transmitted Infections

i. Gonorrhea 

ii. Syphilis 

iii. Chlamydia

iv. Gardianella Vaginitis

v. Trichomoniasis

vi. Hepatitis B

· HIV/AIDS

· Meningococcemia

· “Bird Flu” or Avian influenza

· SARS – Severe Acute Respiratory Syndrome
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Research and Quality Improvement

2.1 Research in the Community

Research is an important activity in public health but it is misconceived to be primarily an activity of professional researchers and academicians. Although it is not commonly included in the PHN’s statement of duties and responsibilities, research is nonetheless included in the scope of functions of the nurse as defined by the Nursing Law. 

Research in community health serves a number of purposes, among which are: (1) improve our understanding of clients and their specific contexts; (2) provide data needed for program and policy development and evaluation; (3) improve the delivery of health services and implementation of existing programs; (4) improve cost-effectiveness of programs; and (5) project a good image of nurses. 
The PHN can initiate “small” researches on the major concerns in health service delivery and in the management of the health facility. Research topics that could be studied by the PHN by himself/herself include, among others, sociodemographic profile of those who utilize health services, client waiting time, referral from and to the health center, perception of clients on the delivery of health services, response of clients to different health or nursing interventions, supply management and effects of specific health education activities. 

Research also contributes to what is called evidence-based practice. The practices that were passed on and were considered as gospel truth in the past should be examined and tested through research. The challenge, not only PHNs but to major decision makers in the local health system is to integrate research into the management and operation of the health facility. 

2.2 National Health Situation

· Health Indices



I. Basic Health Indicators




A. Nutrition




B. Disease Patterns 




     Leading Causes of Morbidity




     Leading Causes of Mortality



II. Other Indicators




A. Infant Mortality Rate




B. Maternal Mortality Rate




C. Life Expectancy at Birth




D. Median Age




E. Crude Rates





1. Crude birth rate





2. Crude death rate

· Health Care Delivery System
- the totality of all policies, equipments, products, human resources and services which address the health needs, problems and concerns of the people. It is large, complex, multi-level and multi-disciplinary. 

Categories: 
	According to Increasing Complexity of the Services Provided
	According to the Type of Service

	Type
	Service
	Type
	Service

	Primary
	Health Promotion, Preventive Care, Continuing Care for common health problems, attention to psychological and social care, referrals
	Health Promotion and illness prevention
	Information Dissemination

	Secondary
	Surgery, Medical services by specialists
	Diagnosis and Treatment
	Screening

	Tertiary
	Advanced, specialized, diagnostic, therapeutic and rehabilitative care
	Rehabilitation
	PT/OT


· The Health Sector 

-Department of Health


Vision: Health for all by year 2000 and Health in the Hands of the People by 2020

Mission: In partnership with the people, provide equity, quality and access to health care especially the marginalized

5 Major Functions:  

1. Ensure equal access to basic health services

2. Ensure formulation of national policies for proper division of labor and proper coordination of operations among the government agency jurisdictions 

3. Ensure a minimum level of implementation nationwide of services regarded as public health goods

4. Plan and establish arrangements for the public health systems to achieve economies of scale

5. Maintain a medium of regulations and standards to protect consumers and guide providers


-Local Government Units


-Private Sector

-Composed of both commercial and business organizations, non-business organizations 

	Commercial/Business
	Non-commercial

	Profit-oriented
	Orientation to social development, relief and rehabilitation, community organizing

	Manufacturing companies

Advertising agencies

Private practitioners

Private institutions
	Socio-civic groups

Religious organizations/foundations


NGOs – assumes the following roles: 


Policy and Legislative Advocates


Organizers, Human Rights Advocates


Research and Documentation


Health Resource Development Personnel


Relief and Disaster Management


Networking

2.3 Vital Statistics

Statistics refers to a systematic approach of obtaining, organizing and analyzing numerical facts so that conclusion may be drawn from them. 

Vital statistics refers to the systematic study of vital events such as births, illnesses, marriages, divorce, separation and deaths. 

Statistics of disease (morbidity) and death (mortality) indicate the state of health of a community and the success or failure of health work. 

Use of Vital Statistics: 
· Indices of the health and illness status of a community

· Serves as bases for planning, implementing, monitoring and evaluating community health nursing programs and services

Sources of Data: 

· Population census

· Registration of Vital Data

· Health Survey

· Studies and researches

Rates and Ratios: 

Rate – shows the relationship between a vital event and those persons exposed to the occurrence of said event, within a given area and during a specified unit of time, it is evident that the person experiencing the event (Numerator) must come from the total population exposed to the risk of same event (Denominator).
Ratio – is used to describe the relationship between two (2) numerical quantities or measures of events without taking particular considerations to the time or place. These quantities need not necessarily represent the same entities, although the unit of measure must be the same for both numerator and denominator of the ratio.

Crude or General Rates – referred to the total living population. It must be presumed that the total population was exposed to the risk of the occurrence of the event. 
Specified Rate – the relationship is for a specific population class or group. It limits the occurrence of the event to the portion of the population definitely exposed to it. 

Crude Birth Rate – a measure of one characteristic of the natural growth or increase of a population. 

Crude Death Rate – a measure of one mortality from all causes which may result in a decrease of population.

Infant Mortality Rate – measures the risk of dying during the 1st year of like. It is a good index of the general health condition of a community since it reflects the changes in environment and medical condition of a community. 

Maternal Mortality Rate – measures the risk of dying from causes related to pregnancy, childbirth, and puerperium. It is an index of the obstetrical care needed and received by women in a community. 

Fetal Death Rate – measures pregnancy wastage. Death of the product of conception occurs prior to its complete expulsion, irrespective of duration of pregnancy. 

Neonatal Death Rate – measures the risk of dying the 1st month of life. It serves as an index of the effects of prenatal care and obstetrical management of the newborn. 

Specific Death Rate – describes more accurately the risk of exposure of certain classes of groups to particular diseases. To understand the forces of mortality, the rates should be made specific provided the data are available for both the population and the event in their specifications. Specific rates render more comparable and thus reveal the problem of public health. 
Incidence Rate – measures the frequency of occurrence of the phenomenon during a given period of time. 
Prevalence Rate – measures the proportion of the population which exhibits a particular disease at a particular time. This can only be determined following a survey of the population concerned, deals with total (new and old) number of cases. 

Proportionate Mortality (Death Ratios) – shows the numerical relationship between deaths from all causes (or group of causes), age (or group of age) etc. and the total no. of deaths from all causes in all ages taken together. 
Adjusted or Standardized Rate – to render the rates of 2 communities comparable, adjustment for the differences in age, sex, and any other factors which influence vital events have to be made. 

Methods: 

· By applying observed specific rates to some standard population
· By applying specific rates of standard population to corresponding classes or groups of the local population

Case Fatality Ratio – index of a killing power of a disease and is influenced by incomplete reporting and poor morbidity data. 

Presentation of Data

The following are most commonly used graphs in presenting data: 

Line or curved graphs – shows peaks, valleys and seasonal trends. Also used to show the trends of birth and death rates over a period of time

Bar graphs – each bar represents or expresses a quantity in terms of rates or percentages of a particular observation like causes of illness and deaths. 

Area diagram – (Pie Charts) - shows the relative importance of parts of the whole. 

Functions of the Nurse: 

· Collects data

· Tabulates data

· Analyzes and interprets data

· Evaluates data

· Recommends redirection and/or strengthening of specific areas of health programs as needed. 

2.4 Epidemiology

It is the study of occurrences and distribution of diseases as well as the distribution and determinants of health states or events in specified population, and the application of this study to the control of health problems. This emphasizes that epidemiologist are concerned not only with deaths, illness and disability, but also with more positive health states and with the means to improve health. 

Epidemiology is the backbone of the prevention of diseases. 

Uses of Epidemiology: 

According to Morris, epidemiology is used to: 

· Study the history of the health population and the rise and fall of diseases and changes in their character. 

· Diagnose the health of the community and the condition of people to measure the distribution and dimension of illness in terms of incidence, prevalence, disability and mortality, to set health problems in perspective and to define their relative importance and to identify groups needing special attention.

· Study the work of health services with a view of improving them. Operational research shows how community expectations can result in the actual provisions of service. 

· Estimate the risk of disease, accident, defects and the chances of avoiding them. 

· Identify syndromes by describing the distribution and association of clinical phenomena in the population.

· Complete the clinical picture of chronic disease and describe their natural history

· Search for causes of health and disease by comparing the experience of groups that are clearly defined by their composition, inheritance, experience, behavior, and environments. 

The Epidemiologic Triangle consists of three component – host, environment and agent. The model implies that each must be analyzed and understood for comprehensions and prediction of patterns of a disease. A change in any of the component will alter an existing equilibrium to increase or decrease the frequency of the disease. 

2.5 Demography
DEMOGRAPHY is the science which deals with the study of the human population size, composition and distribution in space. Population size simply refers to the number of people in a given place or area at a given time. When the population is characterized in relation to certain variables such as age, sex, occupation or educational level, then the population composition is being described. The nurse also describes how people are distributed in a specific geographic location. 

Demographic information can be obtained from a variety of sources but the most common come from censuses, sample surveys and registration systems. 

The Philippines is one of the most populous countries in the world. The total population of the Philippines as of the latest census (2000) conducted by the National Statistics Office is at 76.5 million persons with an average annual growth rate of 2.36%. The population is expected to double by the year 2030.

The total number of Filipino households is 15.3 million with an average household size of 5.0 persons. Slightly more than half of the Philippine population (56%) resides in Luzon where the metropolitan areas are. The National Capital Region is likewise the most densely populated region with 15,617 persons occupying a sq. km. of land. Nearly 4 out of 10 persons in the country reside in the National Capital Region or in the adjoining regions of Central Luzon and Southern Tagalog.

	Southern Tagalog Region registered the highest population with 11,793,655. The NCR is the most densely populated region with 15,617 persons per sq. km. of land. This ratio is 61 times the national figure of 255 persons per sq. km. CAR recorded the lowest population density with 95 persons per sq. km.

	Population and Population Density 
per Square Kilometer, by Region, 2000

	Area
Population 
Density
Philippines

76,498,735

255

NCR

9,932,560

15,617

CAR

1,365,220

95

Ilocos Region (Region I)

4,200,478

327

Cagayan Valley (Region 2)

2,813,159

105

Central Luzon (Region 3)

8,030,945

441

Southern Tagalog (Region 4)

11,793,655

251

Bicol Region (Region 5)

4,674,855

265

Western Visayas (Region 6)

6,208,733

307

Central Visayas (Region 7)

5,701,064

381

Eastern Visayas (Region 8)

3,610,355

173

Western Mindanao (Region 9)

3,091,208

193

Northern Mindanao (Region 10)

2,747,585

196

Southern Mindanao (Region 11)

5,189,335

263

Central Mindanao (Region 12)

2,598,210

179

ARMM

2,412,159

211

Caraga

2,095,367

111



	Source: 2000 Census of Population and Housing. National Statistics Office


	Projected Population, by Five-Year Interval, 
Philippines: 2000-2040 (Medium Assumption) 

	Mid-year

Both Sexes

Male

Female

2000

76,945,963 

38,747,986

38,197,977

2005

85,257,991

42,885,757

42,372,234

2010

94,011,791 

47,262,801

46,748,990

2015

102,964,366 

51,732,665

51,231,701

2020

111,783,219 

56,123,285

 56,659,934

2025

120,223,103 

60,310,976

59,912,127

2030

128,106,952

64,202,737

63,904,215

2035

135,300,679

67,741,339

67,559,340

2040

141,668,347

70,870,485

70,797,862



	Source: National Statistics Office


3
Management of Resources and Environment and Research

3.1 Field Health Services Information System


Objectives: 

· To provide summary of data on health services delivery and selected program accomplished indicators at the barangay, municipality/city, district, provincial, regional and national levels.
· To provide data which when combined with data from other sources, can be used for program monitoring and evaluation purposes. 

· To provide a standardized, facility level data base which can be accessed for a more in-depth studies

· To ensure that the data reported to the FHSIS are useful and accurate and are disseminated in a timely and easy to use fashion. 

· To minimize the recording and reporting burden at the service delivery level in order to allow more time for patient care and promotive activities. 

Components: 

· Family Treatment Record

· Target Client List
· Reporting Forms

· Output Reports

Treatment Record 

The fundamental building block of the Field Health Service information System is the Treatment Record. This is the document, form or pieces of paper upon which the presenting symptoms or complaints of the patient on consultation and the diagnosis, treatment and date of treatment if recorded. 
3.2 Target Setting – involves the calculation of the eligible population. “Eligible population consists of any group of people targeted for specific immunizations due to their susceptibility to one or several diseases.” 
3.3 Environmental Sanitation

Is defined as the study of all factors in man’s physical environment, which may exercise a deleterious effect on his health well-being and survival. 

Included in these factors are the following: 

· Water sanitation

· Food sanitation 

· Refuse and garbage disposal

· Excreta disposal 

· Insect vector and rodent control

· Housing

· Air pollution 

· Noise

· Radiological Protection

· Institutional sanitation

· Stream Pollution

MAJOR ENVIRONMENTAL HEALTH AND SANITATION PROGRAMS: 

HEALTH AND SANITATION 


Environmental health and sanitation is still a health problem in the country. Diarrheal diseases ranked first in the leading causes of morbidity among the general population. Other sanitation related diseases are pneumonia, tuberculosis, intestinal parasitism, schistosomiasis, malaria, infectious hepatitis, filariasis and dengue hemorrhagic fever which are controlled and/or eradicated by health programs with environmental sanitation components but still afflicting a great number of the population.  

WATER SUPPLY AND SANITATION PROGRAM


Approved types of water supply facilities:


LEVEL I (Point Source) – A protected well or a developed spring with an outlet but without a distribution system, generally adaptable for rural areas where the house are thinly scattered. A Level 1 facility normally serves around 15 to 25 households and its outreach must not be more than 250 meters from the farthest user. The yield or discharge is generally from 40 to 140 liters per minute. 


LEVEL II (Communcal Faucet System or Stand-Posts) – A system composed of a source, a reservoir, a piped distribution network and communcal faucets, located at not more than 25 meters from the farthest house. The system is designed to deliver 40-80 liters of water per capital per day to an average of 100 households, with one faucet per 4 to 6 households. Generally suitable for rural areas where houses are clustered densely to justify a simple piped system. 


LEVEL III (Waterworks System or Individual House Connections) – A system with a source, a reservoir, a piped distributor network and household taps. It is generally suited for densely populated urban areas. This type of facility requires a minimum treatment of disinfection. 

PROPER EXCRETA AND SEWAGE DISPOSAL PROGRAM


Approved types of toilet facilities:

LEVEL I Non-water carriage toilet facility – no water is necessary to wash the waste into the receiving space. Examples are pit latrines, reed odorless earth closet. 

Toilet facilities requiring small amount of water to wash the waste into the receiving space. Examples are pour flush toilet and aqua privies. 


LEVEL II – on site toilet facilities of the water carriage type with water-sealed and flush type with septic vault/tank disposal facilities. 


LEVEL III – water carriage types of toilet facilities connected to septic tanks and/or to sewerage system to treatment plant.

· In rural areas, the “blind drainage” type of wastewater collection and disposal facility shall continue to be the emphasis until such time that sewer facilities and off-site treatment facilities shall be made available to clustered houses in rural areas.
· Conventional sewerage facilities are to be promoted for construction in “Poblacions” and cities in the country as developmental objectives to attain control and prevention of fecal-water-borne diseases;

· Other policies embodied in Code of Sanitation of the Philippines shall be pursued and enforced by the local government units. 

FOOD SANITATION PROGRAM
Four Rights in Food Safety 


These four rights on food safety involve the chain in food processing from the source in the market until the food reaches the table. They mainly encompass the following: 
· Right Source

· Right Preparation

· Right Cooking

· Right Storage

Rule in Food Safety: “When in Doubt, throw it out!” 

HOSPITAL WASTE MANAGEMENT PROGRAM

PROGRAM ON HEALTH RISK MINIMIZATION DUE TO ENVIRONMENTAL POLLUTION 


4 
Ethico-moral Responsibility

4.1 Sociocultural Values, Beliefs, Practices of Individuals, Families, Groups and Communities 

4.2 Code of Ethics for Government Workers


Republic Act No. 6713- March 25, 1983 known as the Code of Conduct and Ethical Standards for Public Officials and Employees. This code upholds a time honored principle that public office is a public trust. It is the policy of the state to promote high standards of ethics in public office. Public Officials and employees shall at all times be accountable to the people and shall discharge their duties with utmost responsibility, integrity, competence and loyalty, act with patriotism and justice, lead modest lives and uphold public interest over personal interest.

4.3 WHO, DOH, LGU Policies on Health
WHO Health policy

· Research Policy and Cooperation 
· Health systems 
· Health and development 

· National health accounts 
· Health information (Western Pacific Region) 
· Evidence and Information for Policy 
· Environmental health policy (European Region) 
· Mental health policy, planning and service development
· Health policy (European Region) 
· Medicines policy 
· Selection and rational use of essential medicines 
· Drug access campaign
4.4 Local Government Code


R.A. 7160, the Local Government Code, the responsibility for the delivery of basic services and facilities of the national government has been transferred to the local government. This involves the devolution of powers, functions and responsibilities to the local government both provincial and municipal.  

4.5 Issues 

5
Personal and Professional Development

5.1 Self Assessment of CHN Competencies, Importance, Methods, Tools

5.2 Strategies and Methods of Updating one’s self, enhancing competence in MCN and related areas

