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Purpose

To enable students, describe primary health care and carry out primary health care activities using community-based health care approach.

Expected Learning Outcomes
At the end of the course, the students should be able to:
1. Define PHC and CBHC
2. Outline the concepts and principles of primary Health care (PHC) in Kenya
3. Explain the organization of primary health care in Kenya.
4. Assess the primary health needs in a community
5. Initiate and implement co-ordinated primary health care activities.
6. Describe the strategies of primary health care

Course Content 

[bookmark: _Hlk26981612]Definition-PHC,CBHC. PHC: Origin, elements, organization, strategies, implementation, achievements, and constraints, Millennium Development Goals; Financing and reforms in PHC; Community strategy: KEPH; Lifecycle cohorts. Community own resourced persons/volunteers roles and training; CHWs, CHEWs, CHCs; Community based health services, Bamako Initiative and community Based Distribution of Contraceptives; Child health: the aims and principles and EPI, cold chain management, the preventable childhood disease, the vaccines, the national immunization schedule, the IMCI concept and application; IMAM, PMTCT, baby friendly hospital initiatives; Community needs; assessment and tools; Roles of traditional health.

Teaching Methodologies
Lectures, Demonstrations, discussions 

Course assessment
Continous Course Assessment Tests (CATs) and Assignments/Term paper/Practicals = 40%
End of SEMESTER Examination=60%
Total marks = 100%
Pass Mark   = 40 %

Peer Review
Monitoring by the head of department and fellow lectures, evaluation forms completed by students.
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INTRODUCTION TO PHC

Declaration of Alma-Ata

International Conference on Primary Health Care, Alma-Ata, USSR, 6-12
September 1978

The International Conference on Primary Health Care, meeting in Alma-Ata this twelfth day of September in the year Nineteen hundred and seventy-eight, expressing the need for urgent action by all governments, all health and development workers, and the world community to protect and promote the health of all the people of the world, hereby makes the following;

Declaration:

1. The Conference strongly reaffirms that health, which is a state of complete physical, mental and social wellbeing, and not merely the absence of disease or infirmity, is a fundamental human right and that the attainment of the highest possible level of health is a most important world-wide social goal whose realization requires the action of many other social and economic sectors in addition to the health sector

2. The existing gross inequality in the health status of the people particularly between developed and developing countries as well as within countries is politically, socially and economically unacceptable and is, therefore, of common concern to all countries.


3. Economic and social development, based on a New International Economic Order, is of basic importance to the fullest attainment of health for all and to the reduction of the gap between the health status of the developing and developed countries. The promotion and protection of the health of the people is essential to sustained economic and social development and contributes to a better quality of life and to world peace

4. The people have the right and duty to participate individually and collectively in the planning and implementation of their health care Governments have a responsibility for the health of their people which can be fulfilled only by the provision of adequate health and social measures.

5.  A main social target of governments, international organizations and the whole world community in the coming decades should be the attainment by all peoples of the world by the year 2000 of a level of health that will permit them to lead a socially and economically productive life. Primary health care is the key to attaining this target as part of development in the spirit of social justice.

6. Primary health care is essential health care based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community through their full participation and at a cost that the community and country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination. It forms an integral part both of the country's health system, of which it is the central function and main focus, and of the overall social and economic development of the community. It is the first level of contact of individuals, the family and community with the national health system bringing health care as close as possible to where people live and work, and constitutes the first element of a continuing health care process.

7. Primary health care:

i. Reflects and evolves from the economic conditions and sociocultural and political
ii. Characteristics of the country and its communities and is based on the application of the relevant results of social, biomedical and health services research and public health experience;
iii. Addresses the main health problems in the community, providing promotive, preventive, curative and rehabilitative services accordingly;
iv. Includes at least: education concerning prevailing health problems and the methods of preventing and controlling them; promotion of food supply and proper nutrition; an adequate supply of safe water and basic sanitation; maternal and child health care, including family planning; immunization against the major infectious diseases; prevention and control of locally endemic diseases; appropriate treatment of common diseases and injuries; and provision of essential drugs;
v. Involves, in addition to the health sector, all related sectors and aspects of national and community development, in particular agriculture, animal husbandry, food, industry, education, housing, public works, communications and other sectors; and demands the coordinated efforts of all those sectors;
vi. Requires and promotes maximum community and individual self-reliance and participation in the planning, organization, operation and control of primary health care, making fullest use of local, national and other available resources; and to this end develops through appropriate education the ability of communities to participate;

vii. Should be sustained by integrated, functional and mutually supportive referral systems, leading to the progressive improvement of comprehensive health care for all, and giving priority to those most in need;
viii. Relies, at local and referral levels, on health workers, including physicians, nurses, midwives, auxiliaries and community workers as applicable, as well as traditional practitioners as needed, suitably trained socially and technically to work as a health team and to respond to the expressed health needs of the community.


8. All governments should formulate national policies, strategies and plans of action to launch and sustain primary health care as part of a comprehensive national health system and in coordination with other sectors. To this end, it will be necessary to exercise political will, to mobilize the country's resources and to use available external resources rationally.

9. All countries should cooperate in a spirit of partnership and service to ensure primary health care for all people since the attainment of health by people in any one country directly concerns and benefits every other country. In this context the joint WHO/UNICEF report on primary health care constitutes a solid basis for the further development and operation of primary health care throughout the world.


10. An acceptable level of health for all the people of the world by the year 2000 can be attained through a fuller and better use of the world's resources, a considerable part of which is now spent on armaments and military conflicts. A genuine policy of independence, peace, détente and disarmament could and should release additional resources that could well be devoted to peaceful aims and in particular to the acceleration of social and economic development of which primary health care, as an essential part, should be allotted its proper share.

The International Conference on Primary Health Care calls for urgent and effective national and international action to develop and implement primary health care throughout the world and particularly in developing countries in a spirit of technical cooperation and in keeping with a New International Economic Order. It urges governments, WHO and UNICEF, and other international organizations, as well as multilateral and bilateral agencies, nongovernmental organizations, funding agencies, all health workers and the whole world community to support national and international commitment to primary health care and to channel increased technical and financial support to it, particularly in developing countries. The Conference calls on all the aforementioned to collaborate in introducing, developing and maintaining primary health
care in accordance with the spirit and content of this Declaration.





Principles of Primary Health care

The 5 general principles of PHC are given as
1. Fairness and equality
2. Participation of community cooperatives and individuals, 
3. Appropriate technology,
4.  A multisector, compound and diversified approach
5. Health education, a safe water supply and sanitation facilities

These principles have since been expanded into the new field of “Community-Based Health Care,” concentrating on public health and medical activities within the community, that has been incorporated into a number of assistance programs in developing countries.


Overview of primary health care (PHC) in Kenya

Kenya has an estimated population of 45 million, 75% in rural areas. Roughly 46% of the country’s population live below the poverty line. The country’s gross domestic product (GDP) per capita is US$ 1377. With a Gini coefficient estimated at 0.445, nearly half of Kenyans (46%) live below the poverty line1 In Kenya, 75% of the population have received some formal education – 52% with primary education and 23% with secondary education and above. The main source of employment is agriculture at 32.0%, while 23.7% have wage employment.

According to the Kenya Health Policy (2014–2030), the 10 leading causes of death in Kenya are HIV-related ailments (29%), perinatal conditions (9%), lower respiratory tract infections (8%), tuberculosis (6%), diarrhoeal diseases (6%), malaria (5%), cerebrovascular diseases (3%), ischaemic heart disease (3%), road traffic accidents (2%) and violence (2%).















Structure and Governance of PHC facilities and Community Units
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Numbers of Key Cadres of staff in PHC facilities in Kenya
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Timeline of key milestones in evolution of PHC in Kenya post-independence
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Goal of Community Based Health Care

1. Promoting a healthy lifestyle and preventing illness by motivating and supporting members of the community to proactively maintain and resist threats to their health. Self-care reliance of the individual, family and community, and proper health-seeking behaviours are the expected outcomes
2. Managing the consequences of illness by meeting the needs of those requiring care as a result of changing physical, psychological, social and/or cognitive functional capacities across the lifespan.
3. Serving the needs of the vulnerable and underprivileged by reaching out to them and meeting their health needs as identified in the community assessment. This would include people with disability, mothers and children, the elderly, and the poor and minority groups
4. Supporting informal caregivers by acknowledging the contribution of family members, neighbours and volunteers and providing them with the knowledge, skills, resources and emotional support to enable them to continue to provide hands-on care at home
5. Strengthening the community by establishing, and/or strengthening partnership and networking between the community, health care providers and other sectors within the government and nongovernmental organizations (NGOs) to facilitate community actions for health and well-being


PRINCIPLES

1. Quality. structures and processes of care are organized to ensure that the care delivered is holistic, integrated and continuous and in accordance with the agreed standards
2. Partnership. appropriate opportunities and methods are made available to enable and empower all stakeholders, including intersectoral partners to participate in decision-making and work in an honest and open partnership;
3. Equity. equitable access is ensured to all services and resources with a focus on the vulnerable and underprivileged groups
4. Effectiveness. special efforts are made to ensure that an intervention or service provided for the patient/client yields the intended result(s); and
5. Efficiency. optimal use is made of the range and mix of available resources, (e.g. financial, human, physical and technical resources) in support of the delivery of evidence-based practice.




6. Holistic care focuses on the interaction among physical, psychological, social and spiritual well-being. Interconnectedness between the individual, family and community is recognized. 
7. Integrated care is characterized by integrating different care dimensions to derive the best benefit including primary, secondary and tertiary prevention (i.e. health promotion and disease prevention, curative care and support, and rehabilitation).
8. Continuous care refers to the smooth continuation of care between home/community and health facilities, including the referral system.


Strategies 

To attain the objectives and ultimately achieve the goals, a variety of strategies need to be employed. It needs to be ensured that all parts of the health care system function in a coherent and integrated way. 

Principles underpinning the model and include the following:
· Strategies for involving all stakeholders ensuring political commitment and support;
·  Strategies for mobilizing and managing resources building on the existing system; and
·  Strategies for developing and implementing appropriate health information systems.

CORE ELEMENTS
It places an increased emphasis on health promotion, long-term and palliative care, and rehabilitation in addition to curative care.
i. Primary prevention consists of activities for health promotion and prevention of illness at the individual, family and community level.
ii. Secondary prevention focuses on screening, early detection, provision of treatment and care for common illnesses and ailments, and appropriate referral.
iii. Tertiary prevention comprises the provision of rehabilitative and palliative care for patients with chronic illness and disability.










Core Element diagram
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The aims and principles and EPI
In May 1974, the 27th World Health Assembly resolved to build on the success of the smallpox eradication programme and established the Expanded Programme on Immunization (EPI) to ensure that all children, in all countries, benefited from life-saving vaccine.
The EPI launched at that time recommended the use of vaccines to protect against six diseases: tuberculosis (BCG), diphtheria, tetanus, pertussis (DTP vaccine), measles and poliomyelitis. 
Immunization is today one of the safest, most cost-effective, and powerful means of preventing deaths and improving lives. Over the years, all countries of the world have incorporated an increasingly broad immunization agenda in their public health interventions. Immunization programmes are now routinely reaching over 80 percent of children under one year of age.
The continued discovery, research and development of new and improved vaccines has made immunization even more effective in combating major causes of childhood illness and death. Indeed, the number of vaccines available today to protect infants, children and also now adolescents and adults against infectious diseases has increased substantially. 
The Global Immunization Vision and Strategy was launched on 25th May 2005 at the World Health Assembly held in Geneva, Switzerland. Governments – (including the Government of Kenya), committed themselves to this strategy designed by WHO and UNICEF to fight vaccine-preventable diseases which kill more than two million people every year, two-thirds of whom are young children.
This immunization strategy that is a framework for planning and implementing national programmes during 2006-2015 period aims to immunize more people, from infants to seniors, with a greater range of vaccines. The main goal is, by 2015 or earlier to reduce illness and death due to vaccine-preventable diseases by at least two thirds compared to levels experienced in 2000.
GIVS has four main aims:
1. To immunize more people against more diseases
2. To introduce a range of newly available vaccines and technologies
3. To integrate other critical health interventions with immunization
4. To ensure vaccination programmes and activities are managed within the context of global interdependence

The Government of Kenya is a signatory to the Alma Ata World Health Assembly declaration in 1978 that formed the basis for the launching of Expanded Programmes on Immunization in many parts of the world. 

The Ministry of Health is still committed to the goals outlined in the Alma Ata declaration and continues to sponsor vaccination against the initial six diseases of childhood prescribed at that time. 

These are
1. Tuberculosis - BCG vaccine
2. Polio – Oral Polio Vaccine,
3. Diphtheria – Diphtheria toxoid vaccine,
4. Whooping cough - whole cell Pertussis vaccine,
5. Tetanus - Tetanus toxoid vaccine
6. Measles - Measles vaccine.

Since 2001, the Ministry of Health has endorsed the introduction of four new vaccines namely; 
In 2001:
1. Yellow fever in 2 counties of the country
2. Hepatitis B vaccine
3. Haemophilus Influenza type B vaccine

In 2011:
1. Pneumococcal conjugate vaccine Planned in 2013
2. Rotavirus vaccine and measles second dose
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Maintenance of the Cold Chain
The cold-chain must be maintained at all times along the supply/chain to ensure vaccine potency at the time of administration to a client. Cold-chain efficacy will be gauged as follows:
· Assessment of the integrity of the Vaccine Vial Monitors (VVMs) on each vaccine vial
· Through temperature recordings of the vaccine refrigerator at least twice a day +2oC and +8oC
·  Verification of thermometer readings of the vaccine refrigerator
·  Provision and availability of alternative energy sources for the vaccine refrigerator (i.e. extra full gas cylinder or stand-by generator)












Integrated Management of Childhood Illness (IMCI)
What is IMCI?
IMCI is an integrated approach to child health that focuses on the well-being of the whole child. IMCI aims to reduce death, illness and disability, and to promote improved growth and development among children under five years of age. IMCI includes both preventive and curative elements that are implemented by families and communities as well as by health facilities.
The strategy includes three main components:
· Improving case management skills of health-care staff
· Improving overall health systems
· Improving family and community health practices.
In health facilities, the IMCI strategy promotes the accurate identification of childhood illnesses in outpatient settings, ensures appropriate combined treatment of all major illnesses, strengthens the counselling of caretakers, and speeds up the referral of severely ill children. In the home setting, it promotes appropriate care seeking behaviours, improved nutrition and preventative care, and the correct implementation of prescribed care.
The complete IMCI case management process involves the following elements:
· Assess a child by checking first for danger signs (or possible bacterial infection in a young infant), asking questions about common conditions, examining the child, and checking nutrition and immunization status. Assessment includes checking the child for other health problems.
· Classify a child’s illnesses using a color-coded triage system. Because many children have more than one condition, each illness is classified according to whether it requires:
· urgent pre-referral treatment and referral (red), or
· specific medical treatment and advice (yellow), or
· simple advice on home management (green).
· After classifying all conditions,
· 1dentify specific treatments for the child. If a child requires urgent referral, give essential treatment before the patient is transferred. If a child needs treatment at home, develop an integrated treatment plan for the child and give the first dose of drugs in the clinic. If a child should be immunized, give immunizations.




IMCI Danger Signs
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Malnutrition ( Integrated Management of Severe  Acute Malnutrition)
Four categories that can appear in isolation or combination:
1. Acute Malnutrition
2. Stunting
3. Underweight
4. Micronutrient Deficiency

Form of Malnutrition

1. Chronic malnutrition - determined by a patient's degree of stunting
2. Acute malnutrition - determined by the patient's degree of wasting. Acute malnutrition is categorised into:
· Moderate Acute Malnutrition (MAM)
· Severe Acute Malnutrition (SAM)
· SAM is further divided into:
· Marasmus
· Kwashiorkor
· Marasmic - kwashiorkor 





[image: ]CLINICAL FEATURES OF ACUTE MALNUTRITION
Marasmus
· Severe weight loss
· Ribs prominent
· Muscle wasting with emaciated limbs
· Alert, irritable
· Normal hair
· Thin, flaccid skin, hanging in loose folds; “old man’s appearance)
· May have good appetite
· With correct treatment, good prognosis
	

[image: oedematous child] Kwashiorkor
· Bilateral oedema and fluid accumulation
· Brittle, thinning hair, can be pulled out easily leaving 
· Reduced fat muscle tissue which may be masked 
· Face may seem swollen (“moon face”)
· Apathetic and irritable
· Hair color change (yellow / reddish)
· Loss of appetite
· High risk of death
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BABY FRIENDLY HOSPITAL INITIATIVE (BFHI)
The Baby-friendly Hospital Initiative (BFHI) was launched by WHO and UNICEF in 1991, following the Innocenti Declaration of 1990. The initiative is a global effort to implement practices that protect, promote and support breastfeeding.
To help in the implementation of the initiative, different tools and materials were developed, field-tested and provided, including a course for maternity staff, a self-appraisal tool and an external assessment tool. Additional tools were developed afterwards, such as monitoring and reassessment tools. Since its launching BFHI has grown, with more than 152 countries around the world implementing the initiative. The initiative has measurable and proven impact, increasing the likelihood of babies being exclusively breastfed for the first six months
Ten steps to successful breastfeeding 
Critical management procedures
1a. Comply fully with the International Code of Marketing of Breast-milk Substitutes and relevant World Health Assembly resolutions.
1b. Have a written infant feeding policy that is routinely communicated to staff and parents.
1c. Establish ongoing monitoring and data-management systems.
2. Ensure that staff have sufficient knowledge, competence and skills to support breastfeeding.
Key clinical practices
3. Discuss the importance and management of breastfeeding with pregnant women and their families. 
4. Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate breastfeeding as soon as possible after birth.
5. Support mothers to initiate and maintain breastfeeding and manage common difficulties.
6. Do not provide breastfed newborns any food or fluids other than breast milk, unless medically indicated.
7. Enable mothers and their infants to remain together and to practice rooming-in 24 hours a day.
8. Support mothers to recognize and respond to their infants’ cues for feeding.
9. Counsel mothers on the use and risks of feeding bottles, teats and pacifiers. 
10. Coordinate discharge so that parents and their infants have timely access to ongoing support and care.


BABY FRIENDLY COMMUNITY INITIATIVE 

The following are the eight-step point plan for BFCI, which is a continuation of the ten steps of promoting and protecting breast feeding 

1. Have a written MIYCN policy summary statement that is routinely communicated to all health providers, community health volunteers, and the community members.
2. Train all healthcare providers and community health volunteers, to equip them with the knowledge and skills necessary to implement the MIYCN policy
3. Promote optimal maternal nutrition amongst women and their families
4. Inform all pregnant women and lactating women and their families about the benefits of breastfeeding and risks of artificial feeding
5. Support mothers to initiate breastfeeding within one hour of birth, establish and maintain exclusive breastfeeding for the first six months. Address any breastfeeding problems.
6. Encourage sustained breastfeeding beyond six months to two years or more, alongside the timely introduction of appropriate, adequate and safe complementary foods while providing holistic care (physical, psychological, spiritual and social) and stimulation of the child.
7. Provide a welcoming and supportive environment for breastfeeding families
8. Promote collaboration between healthcare staff, CMSG, M2MSG and the local community








Prevention /Elimination of Mother to Child Transmission 

All infants irrespective of HIV status should be exclusively breastfed for the first 6 months of life, with timely introduction of appropriate complementary foods after 6 months, and continued breastfeeding up to 24 months or beyond.

All HIV-exposed infants (HEI) should have DNA PCR at 6 weeks and if negative repeat at 6 months and 12 months. An antibody test should be done at 18 months and then repeated every 6 months during breastfeeding. The final antibody test should be performed 6 weeks after complete cessation of breastfeeding.

The goal of ART is to suppress viral replication with the aim of reducing the patient’s VL to undetectable levels 

 All individuals with confirmed HIV infection are eligible for ART, irrespective of CD4 count/%, WHO clinical stage, age, pregnancy or breastfeeding status, co-infection status, risk group, or any other criteria, provided that the individual is willing and ready to take ART and adhere to follow-up recommendations 

 ART should be started in all patients as soon as possible (preferably within 2 weeks of confirmation of HIV status) 

Preferred first-line ART for infants, children, adolescents and adults o Birth to 4 weeks: AZT + 3TC + NVP 
· 4 weeks - < 3 years: ABC + 3TC + LPV/r 
· 3 - 14 years (and < 35 kg body weight): ABC + 3TC + EFV 
· ≥ 15 years (or ≥ 35 kg body weight): TDF + 3TC + DTG (or TDF + 3TC + EFV for women and adolescent girls of childbearing potential) 














Class Assignment 								(25 marks)

1. Identify and describe Five (5) steps to assess and classify a sick young infant during the initial visit as per the IMCI guideline 					(10 marks)
2. Describe any five (5) special risk groups for hepatitis B infection in Kenya 												(5 marks) 
3. Discuss the ten (10) steps for inpatient management f severe malnutrition													 (10 marks)

Kabarak University Moral Code
As members of Kabarak University family, we purpose at all times and in all place to set apart in one’s heart, Jesus as Lord. (1 Peter 3:15)
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Vaccination Schedule in Kenya

Routine Vaccination Schedule for Children under 1 year and Pregnant Women

Vaccine Ages of administration of routine immuniz
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