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The views expressed in this report are those of the 
consultants and participants in the seminar and do 
not necessarily reflect the policy of the World 
Health Organization. 

This report has been prepared by the WHO Regional Office for the Western 
Pacific for governments of Member States in the Region and for participants 
in the Seminar. 
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1. INTRODUCTION 

The Regional Seminar on the Delivery of Maternal and Child Health 
and Family Planning (MCH/FP) within Primary Health Care was held in Manila 
from 14 to 20 September 1976. The meeting was convened under WHO sponsor
ship with fUnds provided by·UNFPA. 

The objective of the Seminar was "to review recent trends in maternal 
and child health and related areas in family health and their implications 
in the countries and areas of the WHO Western Pacific Region with 
reference to: 

R(a) the health problems of mothers and children and contributory 
factors; 

"(b) the integrated Care contents of maternal and child health, 
family planning and nutrition; 

"(c) the managerial and technological aspects of the delivery of 
such care particularly within primary health care; 

"(d) the orientation/training of health personnel in the delivery 
of matertCd and child care and family planning within primary health care." 

In his opening remarks the Regional Director, Dr F.J. ny, observed 
that mothers and children comprised the majority of the population in the 
developing countries and were the major consumers of their health services 
of whatever form. He recalled the efforts of the Organization since its 
founding to support countries in developing the delivery of health care to 
the population with MeH as one of its basic components. In recent years 
increasing emphasis had been given to the concept and practice of primary 
health care which the Organization had described as an approach which 
integrated at the community level all elements necessary to make a positive 
impact upon the health status of the population. Despite current efforts, 
however, the health of mothers and children still constituted one of the 
more serious problems affecting the community, particularly in the 
developing countries. 

The peoples of these countries had been cognizant of the serious 
problems affecting mothers and children; and when family planning was 
introduced the strong appeal it had on many segments of the population 
and certainly in the health and welfare sectors reflected a recognition 
of the fact that regulated fertility could be a useful tool for health 
protection of the mother and the child. 

The Regional Director stated that the Seminar would deal with the 
problemsof maternal and child health in the context of the countries and 
areas of the Region and would give its attention to the influencing factors 
such as infection, malnutrition and unregulated fertility. He voiced the 
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hope that the Seminar deliberation would provide useful information on ways 
to further improve the delivery of maternal and child care and related 
areas in family health in the Region and thus offer a point of departure 
for the holding of national seminars with a view to enabling governments to 
improve and develop their own MCH programmes. 

The Seminar Director, Dr A. Zahra, thanked the Regional Director for 
personally welcoming the Seminar group and for defining the terms of 
reference of the meeting. He underscored the problems facing mothers and 
children in the developing world in view not only of their sheer numbers, 
comprising as they did more than 70% of the total population, but of the 
special health hazards they faced as a group. Whereas 50% of all deaths 
in the developed world were occurring .among people over 70, the same 
proportion of deaths was recorded among children during the first five 
years of life in the developing world. During the fir;'t year of 11fe, one 
in 10 was lost in the developing world as against one in 100 among the 
same· age group in a number of the developed countries. Low birth-weight, 
an important factor in perinatal mortality with influence on immeciate ann 
long-term morbidity and mortality among children, was observed in 25-30% 
of live births in the developing world, which would give a total of some 
21 million babies with low birth-weight born annually in the world. Among 
mothers, maternal mortality continued to be a problem: in 42 developed 
and developing countries studied by WHO maternal deaths ranged from 4 to 
295 per 100 000 live births. Global observations further show that maternal 
rr.ortali ty was high in the first pregnancy, was lower in the second and 
third, rose in the fourth and .ent to higher levels after the fifth. 

A global view of the problems affecting mothers and children over the 
past decade pointed to their multifactorial origin wherein the contributory 
and interacting factors were those of reproduction, growth and development, 
infection and nutrition. Those circumstances justified the delivery of an 
integrated MCH package implying simultaneous rather than sequential delivery 
of the component services to the mother and child in order to achieve a 
greater impact. The package components consisted of prenatal care, 
supervision of delivery and perinatal care, nutritional health, immunization 
and rational family planning based on parental responsibility and the well
being of the child. In delivery of the maternal and child health package, 
the aim was local adaptation in relation to existing needs and circumstances 
rather than on a stereotyped service based on routine. 

The local orientation of MCH service delivery called for a wider use 
of the risk approach, which should be developed in terms of local relevance 
and applicability. In the same way, health technology mostly practised at 
higher levels or by professional staff should be modified or adapted as 
much as possible for local application by adequately trained auxiliary 
heal th staff. , 

• 
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The Seminar Director said that great as the health problems of 
mothers and children were, opportunities for their alleviation were 
promising. The tackling of these problems required action in the local 
setting and involved the promotion and development of a climate t~t would 
foster personal and environmental health care within the acceptable social 
context of the famHy and local communi ty and treatment of illnesse!; 
directly at their source. 

Ip the present social and economic situation of the developing 
countries, much would depend on training. participation and trust of the 
health auxiliary. However unless the medical profession'was prepared to 
modIfy 1ts outlook and accept a deeper commitment out of a feeling of 
responsibil1ty for the health of the local cOlllllUnity particularly in the 
remote areas, any effort to train, develop and involve the auxiliary health 
worker 1n health action was not likely to produce the desired results. 
These, he said, were the problems and issues that the Seminar would consider 
and the sharing of thoughts and experiences among the group would certainly 
be a rewardingexper1enoe for all. 

The Seminar was attended by 24 participants from 16 oountries and areas 
of the Region. In addition 11 observers were sent by seven international 
and bHatera,lagenoies and nat10nal institutions: IiECAP, UNDP, UNICEF, 
USAlD, Int!!trnational Planned Parenthood Federation (IPPF), Population 
Council and University of the Philippines Institute of Public Health. 

The meeting received administrative and technical support from Seminar 
staff consisting of the Seminar Director (Dr A. Zahra), a Consultant 
(Dr A.A. Angara), an Operational Officer (Dr T.C. Hsu) and a Co-operational 
Officer (Dr M. Kacic-Dimitri). In additlon ~!O Regional and Headquarters 
staff participated in the topic presentations and discussions and 
collaborated in drafting the reports (sec ArUlex 1). 

Although no working papers had been prepared specifically for the 
meeting, documents used at the Expert Committee meet1ng held at WHO Head
quarters in December 1S75 on "New trends and approaches in the delivery of 
maternal and chUd care in the health services" were distributed. A 
Questionnaire dealing with problems, needs and services in MCH in the 
Region had been sent to national participants earlier and their replies, 
together with the top1c presentations, provided the bas~s for the 
deliberations of the meeting. Additional literature was made available 
Rt the Regional Office library. 

Following the opening ceremony, the Seminar group elected Dr [',oIly 
Irene Pakshong of Singapore as Chairman and Dr Amans1a N. Angara of the 
Philippines as Vice.Chairman. It was further decided to designate 
Rapporteurs for each agenda item and for this purpose the eeminar JJrector 
nem'! nated the following participants: Dr Lai-shan Yeung (Har.1: r.on€:) for 
agenda 1 tern 1 (MaJor health needs and problems of mothers and chlldrer ;,., 
the Region); Dr Sheila Margaret Tillott (New Zealand) for agenda Item 2 
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(Content of' integratedMCH care and priori ties Wi thin primary health care); 
Dr Shih-Chen C~iang (Singapore) for agenda item 3 (Trends in the delivery 
of MCH/FP in health services, particularly 'wi thin prImary heal'th care r; 
Mr Richard A. r~acl<ie (Guam) for agenda item 4 (Manpower develi)pm'Emtfor 
r~CH includinlFP and nutrition); and Mr Sang-Yun Chung (Republic of K';rea) 
for the COnclusions. . . 

It was originally intended to have three':ses"aons f';r each of the 
agenda items"consisting of a first plenary 'to present and 'clarify the 
subject matter, discussion group meetings to dfil1berateort the' subject in 
more depth (for which purpose three dlscu.ssIon· groups hli,d b.een consti'tbted) 
and a second plenary to review and arrIve at a consensus on the group' 
reports. DUring the meeting, however, only agenda item 2 was dealt with in 
this way because of time constraints and the fact that there was almost 

. total particfpation in the plenary meetings. . 

The discussions were generally conducted in the following fashion: 
The subject matter, usually broken down into component topics, was' presented 
by individual members of the Seminar staff or WHO secretariat and questions f. _ 

for clarification were heard from the floor. Next, designated !lational 
participants led the discussion, giving their comments in the con~xt of 
'e){periences in their countlry. Finally, a general discussion ensue.d inv9lving 
national . parti c.1 pants , observers, seminar staff and the WHO secretariat. 

On the last day of the meeting, the in<iivid_l group reports and 
conclusions were distributed to the Seminar grClUP. The mom'ing was left 
free to give sufficient time for the study. of the 'reportsand conc·Lusions. 
In the' afternoon the final session considered the individual reports after 
their presentation by the Rapporteurs concerned: the last item dealing 
with the conclusions of the meeting was read byth:e Seminar Chairman 'berself. 
The Seminar group, in adopting the whole report, requested that the final 
text be seen by the Chairman before being sent to the press. 

The clOSing ceremonies featured a statement of Dr Jegaluckshumy 
Jegas·othy. (Malays.ia) who expressed, on behalf of the Seminar group, 
appreciation for the opportunity given to partiCipate in the. 'meeting; she 
described the Seminar as one of the few she had attended where no one seemed 
to have come late and "here. full attendance almost always prevailed. The 
Chairmari expressed her thanks to the group for the honour conferred on her 
and for their active participation in the diSCUSSions. 

The Seminar Director said that the meeting had been stimulating not
withstanding th~ shortness of time because. of the renewed and strengthened 
conviction gene~ated by the discuss10ns that through MCH within pr~lII4ry 
health care it was .possible to "bring about a reorientation"bf medical 

, 

education (and) a restructuring of the professional and auxiliary cadre of. 
workers, so tQ.<lt the emerging pattern of health care is .one that is 
primarily community and family based". He went on to say that "better 
health care for our people and for our families depends not only in 
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increasing our competence in managerial and technological term. but also 
upon our mutual efforts with the local community to provide a service which 
is structured both on technology and on the willingness and competence of 
people to engage in self-help and self-care". 

In his clOSing statement, the Regional Director expressed the hope 
that the Seminar would be only the beginning of an activity that would 
continue in the Region. He suggested that Member governments I!Ihould rev.iew 
recent trends, approaches and techniques for identification of the specific 
problems and needs and permit the adaptation to local requirements of 
strategic approaches that would have favourable implications in the conduct 
of national MCH programmes in the Region. He said that the Seminar would 
have a multiplier effect if the countries and areas held national seminars 
of their own along similar lines. To this end, the WHO Western Pacific 
Regional Office would be prepared to respond to any government's request 
for collaboration. 
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2. TOPICS AND DISCUSSIONS 

2.1 Agenda item 1 - Major health needs and problems of mothers and 
children in the Region 

The introduction of this subject centred on the levels of mortality, 
causes of death and prevalent diseases among mothers and children in the 
Region. The information was compiled mostly from the questionnaire 
completed by the Seminar participants. 

The heterogeneity of the Region was emphasized and illustrated. 

The Region 1s geographically vast, lying between latitude of over 500 

north and almost 50° south and longitude between approximately'75° east 
and 160° west. This has implications for the climate, ethnic composition 
and economy. 

The estimated populations of countries and areas in the Region vary 
greatly, ranging from less than 2000 in the Tokelau Islands to almost 
830 000 000 in the People's Republic of China. Population density ranges 
from 2 per sq. km in Australia to over 16 000 per sq. km in Macao. 

The rates of natural increase vary between 4.8 0/00 in Macao and 
37.5 0/00 in the Cook Islands. The contribution of live births to the 
natural increase, expressed as a natality rate per thousand inhabitants, 
ranges from 10.9 in Macao to 45.9 in Laos. The absolute number of live 
births in one year ranges from 49 liveborn children in the Tokelau Islands 
to over 2 000 000 in the same year in Japan. 

Many of the noted d1fferences also relate to a number of indicators 
used to describe the state of health and social welfare. 

Infant mortality rates describing the number of deaths of children 
below 12 months per 1000 live births vary from a low of 10.B to a high of 
67. 1 In 1965-1973 there was a decrease in all but one instance where 
information is available. 2 

The proportion of neonatal deaths in infant morta11ty and the levels 
and components of perinatal mortality are known for only a few countries3 
but this information proved useful in the discussion on maternal care. It 
was also useful as a reminder that the outcome of pregnancy depends as 
much on maternal as on child care skills. 

lTable I, Figure 1 

2Table 2 

3Figure 2 
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Analysis of the five leading causee of death of children below one 
year in the Region confirms the experience that the pattern of causes of 
death reflects the levels of mortality, implying that consideration of 
the levels and trends of mortality would be incomplete without a pa~llel 
consideration of the causes of death. 

Respiratory diseases ~ere recorded in all countries and their rank 
does not appear to relate to the levels of infant mortality. The same is 
true for causes of death related to perinatal factors which were recorded 
in all but one completed questionnaire. Infective and parasitic diseases 
appear for 11 countries. Diarrhoeal disease dominates and is a less 
obvious cause of death in countries with a lower level of infant morta11ty. 
Nine countries reported congenital anomalies, wh10h rank h18h in tlve oountrie. 
with low infant morta11ty. Malnutrition was recd~ed- in five countries 
of which only one has a low level of infant mortality. 

In regard to infant mortality, the role of low birth-weight needs 
special attention; not enough information" is available for most of the 
countries as regards the prevalence of low birth-weight. From the few 
observations and from studies in other areas having similar conditions 
it is suspected that there is a high proportion of children born at term 
but with low birth-weight ("small for dates"). These children have a 
high risk of dying not 'only during the neonatal period but during their 
infancy, thus significantly raising the rates of infant mortality. 

The summary of the most prevalent diseaaesof infants shows the 
importance of respiratory diseases and the frequency of diarrhoeal diseases 
regardless of the level of infant mortality. Whereas prematurity and 
neonatal Jaundice prevail in countries with low infant mortality, the 
opposite is true of malnutrition and meningitis of undetermined etiology. 
The rank of skin diseases does not relate to the level of infant mortality 
and in the two countries where congenital anomalies rank high the infant 
mortality rates are low. The highly prevalent subclinical forms of 
malnutrition are usually not recognized. 

Children aged 1-4 are generally called preschool age children. In 
the Seminar, the terms young children or early childhood were also used. 
The value of acquiring more knowledge about this age group is acknowledged. 
The mortality rate of children of preschool age is a more refined indicator 
of the social situation in a country than the infant mortality rate. It 
reflects the immediate environment, including the economic, educational 
and cultural characteristics of the family. Mortality in this age group 
no longer depends on perinatal hazards and other endogenous factors which 
often cause loss of life during the first year. 

In the 1-4 age group, the second year is the period when the young 
child runs the highest risk of dying. • 
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The mortality rates of children aged 1-4 1n the 12 countries and 
areas from which information was obtained ranged between 0.78 and 14.0 
per 1000 children of the same age group,l 

Among the causes of death, respiratory diseases were recorded in all 
but one country; their rank, however, does not relate to the level of 
mortality. Among infectious diseases, diarrhoea ranks high in countries 
with high or unknown mortality rates. Accidents, congenital anomalies and 
neoplasms rank high where the mortality of young children is below 
1 per 1000. 

It was observed that although malnutrition does not frequently appear 
as the immediate cause of death, it is in most instances an important 
contributory factor in deaths among children ascribed to other causes, 
particularly infectious and diarrhoeal diseases. 

Respiratory diseases rank high among the leading five diseases of 
preschool children in all countries. All but one country reported 
diarrhoeal diseases and they seem to rank higher in countries where the 
mortality rates are high or unknown. It is interesting to note that 
malaria was recorded in only two countries, and trachoma and measles in 
only one case. 

Diseases of the skin, malnutrition and meningitis appear to be related 
to high mortality rates. In a specific study of the prevalence of 
malnutrition in the Philippines in which 3 952 008 children below 6 years 
were weighed, 78% were classified as malnourished and of the latter 13.4% 
were severely malnourished. It was recognized that this situation in 
regard to protein-energy malnutrition is similar to that of many other 
countries in the Region. Nutritional anaemias, vitamin A deficiency and 
endemic gOitre are also prevalent in specific population groups in most 
parts of the Region. 

The levels of maternal mortality ranged widely between 0.03 to 8 per 
1000 live births. 2 

The causes of death of mothers as reported in the completed 
questionnaires do not permit comparisons. Maternal deaths in many 
instances were stated to relate to pregnancy, childbirth and the puerperium, 
but in the other replies all causes of death, presumably of women of 
childbearing age, were given. The analysis shows that in 11 out of 12 
countries, women die from causes related to maternity (ICn) group XI). 

1 Table 1, Figure 3 

~able 1, Figure 4 

3rnternational Classification of Diseases, Eighth ReviSion, Geneva. 
WHO. 1967-1969. 
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From the breakdown of this group, antepartum and postpartum haemorrhage 
. emerges as a cause of death in 10 countries and ranks the highest, even 
. when compared to all other causes of death. Anaemia of pregnant mothers 
is recognized as an important contributory factor. Sepsis and pre
eclampsia, eclampsia and toxaemia follow. Abortion was recorded in four 
countries. In many instances, underregistration of this diagnosis is 
assumed. 

With regard to causes of death unrelated to those in reo group XI, 
neoplasms were reported in eight countries. There is no apparent relation
ship of this group with maternal mortality levels. Accidents, most of 
which relate to motor vehicles, were recorded in five countries and 
circulatory diseases in five (cerebrovascular diseases in three cases). 
Infections and parasitic diseases recorded in r~ve countries includPd 
three cases of tuberculosis; in these countries Mat,rnal .. rtalltF1. 
high or unknown. Respiratory diseases and diseaaes of the g~itO-urinary 
system are each recorded in three countrtes. . 

With regard to the five prevalent diseases of mothers recorded in the 
12 completed questionnaires, the leO group XI causes were reported in nine 
countries. There is an apparent relationship between this pathology and 
maternal mortality above 1 per 1000 live births. reo group XI causes were 
followed by infection and parasitic dis.eases for six countries. 
Tuberculosis and malaria were each reported in two countries while sexually 
transmitted diseases, intestinal parasitism and diarrhoeal disease were 
each reported by one country. Four countries recorded leD group III causes, 
two being diabetes, one thyrotoxicosis, and one an undetermined endocrine 
disease. Heart disease and hypertension were reported by four countries 
where the maternal mortality rates range from 0.03 to 1.05 per 1000 live 
births. 

The intention in the presentation on agenda item I was to prepare the 
ground for determination of who should be responsible for solving the 
problems and meeting the needs of mothers and children, as well as the 
appropriate means and order of priority. The sununary of information 
relating to factors influencing the health status of mothers and children 
shows a common concern about the unfavourable effects of multiparity (four 
deliveries or more), inadequate spacing of pregnancies, prematurity and 
artfficial feeding. 

The availability and accessibility of health services seem to be 
satisfactory in some countries, but underutilization of services appears 
to be common. 

Inadequacy of health education and insuff1cient commun1ty involvement 
were reported in many circumstances. Unfavourable social and economic 
factors were stated to be dietary habits, illiteracy and ignorance, beliefs 
and taboos. 

A serious constraint noted often was the inadequacy of basic sanitary 
facilities. 

• 
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TABLE 1. lATEST INFORMATION AVAIlABLE ON HATElUlAL, INFANT AND caILD 
MORTALITY RATES OF COUNTRIES AND AREAS IN THE WESTERN PACIFIC REGION 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

Maternal Infant Child (1-4 years 
mortality mortality mortality 

Cowatry/area rate rate rate 
(per 1000 live births) (per 1000 Ii.e births) (pe' 1000 cbUdren 

1-4 yea.s) 

Australia 0.11 16.5 0.86 

Fiji 1.23 41.38 4.65 

Gilbert Islands - - -
Guam 0.0 23.2 1.2 

Hong Kong 0.03 15.0 0.78 

Japan 0.4 10.8 0.9 

Malaysia, Peninsular 1.05 38.46 '),73 

New Hebrides - - -
New Zealand 0.23 16.22 0.96 

Papua New Guinea 8.0 66.0 14.0 

Philippines 1.4 64.7 9.49* 

Republic of Korea' - - 38.0 5.1 

Singapore 0.3 13.9 0.92 

Solomon Islands - - -
Tonga 1.5 41.8 0.9 

Trust Territory of 
the Pacific Islands 1.85 29.7 2.52 

Weatern S-.oa 1.2 30.4 -
Snne: Iteplies t,o questionnaire by participanta in etae Itelional 

S .. inar on the Del1ftry of Matftnal and Child W.alth aa4 
F .. ily PlaDDiDI withiD Pru.ary Health Care, 
Manila, 14-20 Sept_ber 1976. 

* World Health Statistics ADDual 1973-1976, Vol. I. 1976. 

lDf~tion DOt available. 

" 
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TABLE 2. INFANT MORTALITY TRENDS IN mE WESTERN PACIFIC REGION 
( 1965-1973) 

Country/area 1965 1973 'X. change 

American S_a 33.6 27.4 -17 

Australia 18.5 16.5 -11 

Fiji 24.4 21.4 -12 

Guam 32.5 23.2 -29 

Nauru (1965-1967) 32.7 41.5 +27 

New Zealand 19.5 16.2 -17 

Niue (1966-1973) 53.6 31.0 -42 

Trust Territory of 
the Pacific Islands 43.5 33.2 -24 

Western Samoa 42.5 40.8 -4 

Brunei 41.0 30.2 -26 

Hong Kong 22.8 16.4 -28 

Japan 18.4 11.3 -38 

Malaysia 

Peninsular (1965-1972) 50.0 37.9 -24 

Sabah (1965-1972) 36.4 25.5 -30 

Sarawak (1965-1972) 42.6 31.3 -26 

PbiU.ppines (1965-1972) 72.9 67.9 -7 

Singapore 26.1 20.1 -23 

Source: United Nations Demographic Yearbook, 1974, and replies to 
questionnaire by parttc:1paDti in the baiona1 S..ut.u 
on the Delivery of Matemal and Child Health and F..tly 
Planning within Priaary Health Cere, Manila, 14-20 Sept
.-ber 1976. 
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2.2 Agenda item 2 - Content of integrated MCH care and priorities 
within pr1mary health care 

Considerat1on of th1s subject 1nvolved a first plenary session where 
the component topics were presented and illustrated where necessary. This 
was followed by group meetings on the subject with the help of a discussion 
guide. A second plenary meeting discussed and consolidated the indlvidual 
group reports following a general discussion spearheaded by a panel group 
of national participants. 

The group work and general discussion revealed the concern of the 
Seminar with problems related to nutrition, fertility regulation and 
infection. While exploring approaches to these problems, emphasis was 
placed on the importance of cooperative action by the various sectors, both 
public and private. 

2.2.1 Content of MCH/FP within primary health care, with emphasis on 
infectious pathology 

This presentation aimed at quantifying the magnitude of the needs of 
mothers and children within the framework of the overall problems met by 
health and related authorities. In most areas children and women of 
reproductive age represent 7CJ!, or more of the population. Measures to 
control common infectious diseases, particularly diarrhoea and diseases 
prevented by immunization, not only reduce the maJor causes of ill health 
and death among mothers and children but also considerably lessen infection 
in the population as a whole. In view of the interaction between nutrition 
and infection, control of the latter will also significantly reduce the 
risk and effects of malnutrition. It was emphasized that community-directed 
activities within the context of primary health care, such as sanitation 
combined with MCH/FP activities directed at individuals, should be linked 
to the overall community development programme. 

2.2.2 Nutrition activities within primary health care 

The role of the primary health worker in prevent1ng malnutrition and 
improving the nutritional status, particularly in small children, was 
considered. A case h1story, summarized 1n a graph which showed infections 
and parasitic infestation against a weight curve representative of millions 
of young children below three years in developing countries, was used to 
illustrate the points of entry for preventive intervention (see graph on 
page 25). It was pointed out that the measures for these conditions, if 
applied in time, are simple. The primary health worker can playa vital 
role in improving the nutritional situation of the population if he is 
involved in the diagnostic, preventive and curative interventions, provided 
adequate supportive services from the health and other sectors are ensured. 
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WEIGHT, INFECTIONS AND INFECTIOUS DISEASES IN A CHILD 
FROM A LOW SOCIO-ECONOMIC RURAL COMMUNITY 
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It was emphasized that many.activities needed to improve nutrition 
in a population (e.g. control of diarrhoeal diseases) are not specific 
nutri tion interventions; however those that are, such as nutrition educaticlrI 
and supplementary feeding, can be effectively implemented only as an 
integrated component of the basic health services and particularly the Mal 
acti vi ties. 

2.2.3 Family planning activities within primary health care 

A review was made of the interrelationship between health and family 
planning as well as the implications of the latter for the health service 
delivery system. Emphasis was given to the health benefits of spaced 
pregnancies and regulated family size. The complexity of family planning 
programmes and their dependence. on government support was described. The 
extent of family planning integration into the general health services 
shows great variation, but it is generally accepted that family planning 
is part of basic health care. There have been significant changes in 
countries favouring the aceeptance of contraceptive methods, particularly 
in the use of injectable progestogens in some cases. There is also 
increasing acceptance of the role non-physicians can play, with suitable 
training, in applying certain techniques and procedures such as IUD 
insertion, particularly for the extension of family planning services to 
remote areas. There is an increasing trend to involve husbands in 
responsible parenthood. National self-relian.ce in contraceptive supply 
was urged as opposed to continued dependence on aid from outside. agencies. 

2.2.4 Health technology in MCH/FP within primary health care 

Attention was drawn to the need for detailed planning and accurate 
description of any health service to be rendered, particularly when human 
and financial resources for family health services in local communities 
are scarce. 

The planning and development of appropriate health technologies must 
be based on careful determination of health problems to be taCkled, 
selection of sites or stages of intervention and choice of strategies. 
The ·appropriate health technology which may consist of methods, techniques, 
instruments and drugs for delivering the services in the local community 
can be specifically spelt out only when the administrator of the health 
service programme has met these requirements. 

In determining the appropriate health technology, the following.points 
should be considered: effectiveness and safety of the intervention, 
reduced complexity and cost of the services, adaptation to local conditions 
and resources and possibilities of standardization. Examples were given 
of tools that would enable primary health care wo~kers to provide the 
needed services. References were made to documents such as simple manuals 
for the diagnosis of common diseases, the guide published by WHO for the 
treatment and prevention of dehydration in diarrhoeal diseases and simple 
weight charts to enable mothers to record the growth and development of 
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their cllildren. i'Oention was also made of the "package" approach 
exempli fled by the "MCH package" which may include a complete protocol for 
prenatal, delivery and postpartum care including health education, a 
training manual, a description of laboratory procedures and laboratory 
equipment, a liBt of the optimal number and types of equipment, supplies 
aO'i drugs, recommended Caci 11 ty arrangements, and a planning and evaluation 
protocol. Collaboration with other agenCies in the preparation of 
(lOCUlnents and the prOVision of supplies and equipment were mentioned wi tr. 
particular reference to UNICEF. 

Appropriate health technologies adapted to local conditions and 
resources are essent;al for the training and guldance of primary health 
care workers, for the establishment of a referral system. Continuinr; 
evaluation of the use and effectiveness of adapted health technology in a 
programme Is necessary to assess its validity in the delivery of MCH/FP 
services wj thin primary health care. 

?;'.5 Consolidated report of the discussion groups 

The individual reports highlighted different aspects of basic health 
care proerammes and existing variations of approach to health care of 
rrnthersand children in the Regi on. However, a general consensus prevail.e'l 
as regards priori ties for specific care needs of the mother and child at 
the <lifferent stages. There was also unanimIty in suggesting scrceninr: 
pl'ocedures for different risk groups among mothers and children. 

The conclusions of the three discussion groups were as follows: 

·.,-'.5.1 Speclfi c care 

Regardless of the extent of development of the health services, 
identi fication of high-risk preP,nanc1es 1s a priority. The determination 
o[ risk requires close follow-up during pregnancy, access to adequate 
prpnataJ care anu skilled attendance at delivery. 

General prenatal care and appropriate attendance during childbirth 
are essential facets of an MCH service. ~e content of prenatal care !lIld 
the level of skIlled attendance at delivery will depend on the overall 
development of the general health services. 

A~sessment of the growth !lIld development of the child from birth 
through early childhood and school age, regardless of the means available 
and of the level of technolo~y and skill of the responsible worker, is a 
Gpecific functIon of the MCH services. Such assessment will reflect the 
effectiveness of other components of care such as nutrition, sanitation 
and. control of infectibn. 
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2.2.5.2 NUtrition 

The assessment of the nutritional status of pregnant and lactating 
women, as indicated by weight gain in pregnancy and the levels of 
haemoglobin, should provide the basis for intervention to prevent maternal 
depletion, low birth-weight and lethal outcome of postpartum haemorrhage. 

The importance of breast feeding_and adequate' preparation for breast
feeding was underlined in view of its nutritlonal and other advantages, 
particularly its role In the prevention of infection in infants. 

The relativeiy large needs for food during the periOds of fast growth 
were pointed out and related to the need for adequate education in the 
timely provision and preparation of suitable, locally available foods at 
weaning. 

2.2.5.3 Infection 

Reference was made to the WHO expanded programme on immunization as 
a model which countries and areas in the Region could adapt to their own 
needs. 

Application of BeG and OPT in infancy was conSidered to be of 
particular importance in the Region. Immunization programmes for rubella 
in females during adolescence and prior to conception as a means of reducing 
the risk of embryopathy, and tetanus toxoid application during pregnancy to 
prevent tetanus neonatorum, were suggested. 

General interest was expressed in the identification and provision of 
adequate treatment for sexually transmitted diseases during adolescence in 
both sexes as well as in women prior to conception and durlngpregnancy. 

Prevention of infection during delivery to avoid puerperal sepsis and 
neonatal infection are basic requirements for care during the perinatal 
period. 

Recognition of early symptoms and adequate treatment of infections, 
and prevention of their complications during infancy and childhood, we,re 
stressed as means of controlling infectious pathology and malnutrition. 

Education of mothers in simple medical measures such as oral 
rehydration in diarrhoea and febrile diseases, first-aid in home accidents 
and special care connected with food preparations and feeding were 
considered areas that are still largely unexploited. 

In addition to the specific activities of the primary health worker, 
a good knowledge and practice of personal hygiene and appropriate sanitation 
measures, particularly in and around the home, were recognized as pre
requisites for the control of the most common infectious and parasitic 
diseases. 
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2.2.5.4 Family planning measures at all stages of ~evelopment 

The importance of education and the availability of contraceptive 
devices during adolescence and prior to conception were discussed. 

It was suggested that consideration be given to the possible advantages 
of sterilization or the use of other available alternatives such as . 
Medroxyprogesterone acetate (MPA) during the immediate postpartum stage for 
high-risk mothers. 

Methods which will not interfere with satisfactory lactation until the 
weaning of the child were suggested for consideration. 

2.2.5.5 Intersectoral involvement 

It was indicated that support from agencies other than those of health 
could enhance the efficiency of the services rendered. Examples of other 
agency support are help in transporting women in obstetrical emergencies or 
help by neighbourhood groups to families of hospitalized mothers. 
Educational inputs of the agricultural sector were exemplified in the 
promotion of cultivation of plants and raiSing of small animals to improve 
family diets. 

Continuing evaluation was underlined as a means of ensuring relevance 
of the services offered in addition to improving their efficiency. 

The general discussion which followed the review of the individual 
group reports displayed considerable interest in nutrition and fertility 
regulation. 

It was agreed that the preventlon of all forms of malnutrition and 
improvement of the nutritional status of the population, particularly of 
mothers and children, were of primary concern to health workers. On the 
basis of the problems encountered, the following were identified as aims 
deserving high priority: 

(a) Improving the nutrition of pregnant and lactating mothers. 
Malnutrition during pregnancy, usually manifested by insufficient weight 
gain, is now recognized as one of the main contributory factors in low 
birth-weight. It has been shown that a relatively small dietary improve
ment in the pregnant mother has a significant effect in helping to reduce 
low birth-weight prevalence and its consequences. Adequate nutrition 
during pregnancy and lactation is required not only to ensure adequate 
milk production but also to prevent deterioration of the nutritional 
status of the mother. 

(b) Maintaining breastfeeding for infants and discouraging the 
present tendency, particularly in urban areas, to early weaning and 
artificial feeding. 

• 
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All participants agreed that breastfeeding should be initiated and 
continued for as long as possible. The continuing education of health 
personnel in the physiology of lactation was stressed as a means of 
rectifying misconceptions which appeared to be a cause of frequent failure 
to initiate lactation. . 

The following were regarded as the principal Justifications for 
breastfeeding: 

(a) The nutrients of human milk in the proportions present are not 
only adequate to satisfy the young infant's need but are most easily 
metabolized by him. The chemical constituents of animal milks can be 
altered to resemble breastmilk, and attempts to do so are being made by 
proprietary companies, but it has so far not been possible to achieve a 
composition identical to that of human milk. 

(b) The immunological and other properties of breastmilk which are 
capable of conferring protection against many common diseases in the young 
infant are being recognized as more scientific data become available. 
Many recent papers bear this out. 

(c) The emotional and psychological needs of the mother and of the 
infant are best served by breastfeeding. 

(d) The economic implications of the substitution of breastmilk can 
be considerable for many families. 

(e) As the breastmilk of healthy women is sufficient up to 5-6 months 
to sustain the normal infant's growth and development, early supplementation 
of lactation may not be necessary and, indeed, may even enhance the chances 
of ·early enteric infections. Supplementary feeding is, however, 
indispensable from the fifth or the sixth month of age. 

The weaning period requires particular attention, for during the 
weaning process children are particularly exposed to the deleterious 
synergistic interaction of malnutrition and infection. There is now enough 
evidence to show that in most instances breast feeding can be supplemented 
when the need arises at 5-6 months, and that children can be properly 
weaned and adequately fed during early childhood from local foods of a kind 
usually consumed by the older children and adults in their families. The 
proper selection, amounts and ways of preparing these foods for small 
children should be taught to mothers instead of introducing food supplements 
which are not locally available and which are often foreign to local 
cultures. The food consumed by small children is only a small proportion 
of the overall amount consumed at home. Erroneous beliefs and practices in 
feeding small children and the frequent infections that they suffer in an 
insanitary environment are more often the factors responsible for 
malnutrition in this particular age group than the unavailability of food. 
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Efforts should therefore be made to design and promote the use of adequate 
homemade weanine foods, to prevent the common infections of children of 
this age group and to provide better care particularly in regard to the 
feeding of sick children. Unnecessary dietary restrictions during illness 
frequently precipitate severe malnutrition. 

Participants were cogni~ant of the misinformation resulting from the 
advertisements of companies produDing breastmilk substitutes. Some health 
administrations had in effect taken me •• ures to advise milk companies to 
sell their products in ways that would minimize encouragement of early 
weaning. 

The attitudes of health personnel and the existing pattern of the 
health services, particularly in the organization af maternity wards with 
separate nurseries, were viewed al relevant determinants too often 
detrimental to the initiation and maintenance of breastfeeding. 

In the further consideration of breastfeedlng 1n the control of 
morbidity and mortality in chIldhood, attentIon WaS given to lactation .s 
a factor of fertility regulation. 

The interaction of lactation and reproduction W&~ examined from various 
angles su'ch as the influence of lactaticn on the duration of postpartum 
amenorrhoea, lactation and OVUlation, lactation and conception and the 
effe,ct of certain contraceptives on the volume and composition of breastmilk. 

A number of studies have shown that laotating women, particularly when 
the infant is fed nothing but breastmilk, are less likely to become pregnant 
than non-lactating women. Attention, however, was drawn to the fact that 
although prolonged periods of lactational amenorrhoea contribute to the 
lowering of fertility in a community, it does not guarantee the prevention 
of pregnancy in individual women. 

In circumstances when contraception is desired but it is also important 
to continue lactation to ensure survival and healthy development of the 
child, the consensus of the Seminar group was in favour of intrauterine 
devices and non-clinical contraceptives during the first six months after 
delivery. This attitude reflected the concern shown by participants 
regarding the suggested effects of combined hormonal oral contraceptives· 
on the quantity and composition of breastmilk. 

However, in some cases if the use of an oral contraceptive is the only 
method desired by the woman it could be introduced at about six weeks after 
delivery when lactation has been satisfactorily established. 

The diSCUSSion on lactational amenorrhoea and its influence on 
fertility led to the question of the use of long-acting injectable contra
ceptives such as MPA. In the experience of several countries, MPA has 

• 
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proved acceptable during the postpartum period as a 
pregnancies because it does not suppress lactation. 
voiced the view that MPA even enhances lactation. 

means of spacing 
Several discussants 

It was felt that the side effects of MPA (viz. weight increase, 
irregular menstrual bleeding and prolonged infertility after its use) were 
disadvantages limiting the age groups for which the drug could regularly 
be used. As now practised in a number of countries, this contraceptive 
should find good use among multiparae of over 35-40 years who have already 
completed their families. Some countries do not allow the utilization of 
this contraceptive in view of its effect on subsequent fertility. 

Some participants cited favourable experiences in overcoming menstrual 
irregularities and prolonged infertility through appropriate drug therapy. 

Concern was voiced in respect of the occurrence of breast nodules in 
women on MFA as there is still no conclusive evidence as to their possible 
linkage. 

An important advantage for users of MPA is the need only to remember 
when to return for the next inJection. MPA is also considered us~ful in 
hypertensive patients as long as there is no excessive weight gain. 

Some aspects of the effects of MPA require further study, e.g. its 
effect on the health of infants and particularly on the subsequent growth 
and development of children breastfed by mothers on MPA. 

Attention was drawn to the fact that studies concerned with the return 
of ovulation, menstruation and fertility after discontinuance of MPA 
inJections have 60 far been carriea out on a small scale and are inadequate 
for wider interpretation. There are, however, clear indications that the 
return of ovulation, menstruation and fertility might be delayed in varying 
degrees. Whether or not MPA has any permanent effect on fertility in some 
women remains to be determined. Pending the communicatIon of results of 
on-going studies in this field, MPA should be used only in selected cases 
and not as a matter of routine. 
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2.3 Agenda item 3 - Trends in the delivery of MCH/FP in the health 
servioes, particularly within primary health care 

In view of the broad and multifaceted aspects of this agenda item, 
consideration of the subject started with a discussion of the principles 
underlying two approaches, viz. the risk approach and that of community 
involvements whioh oan help strengthen service delivery and support •. 
This was followed by a desoription of primary health oare and an outline 
of the roles of the different levels of health servioes in the planning 
and management of health care. Opportunity was taken to review primary 
health care activities in a waD-assisted projeot in the Western Paoifio 
Region. The general discussion touched on the concepts and practioes in 
MCH/FP within primary health oare. whioh stimulated an exohange of views 
and oountry experienoes on this subject. 

2.3.1 Risk approach for improved MCH/FP 

In any community mothers and children constitute a group in the 
population which is especially vulnerable to disease, disability or 
mortality. This vulnerability results from the biologioal processes of 
reproduction in the mother and of growth and development in the ohild. 

Within this vulnerable group. oertain individuals oan be identified 
as faoing speoial risks of contracting disease or its complications 
because of various factors, including their biological whioh renders them 
less able to cope with an unfavourable environment. The faotors that 
contribute to risk, or "risk factors" for short. mal. therefore, be desoribed 
as characteristics or circumstances relating to an individual or a group 
of individuals; these characteristics/circumstances are assooiated with 
hazards that can oontribute to the contracting of a disease or the start of 
a. morbid prooess. Risk faotors are of varied origin and may be biologioal, 
cultural. environmental or a mixture of these forms. 

Examples of general risk faotors in the mother are first pregnancy, 
high parity, short intervals between pregnanoies, extremes of age dur1ng the 
ohildbearing period (below 18 years and above 35). and malnutrition. A large 
family. overcrowding in the home. ignoranoe and poor sanitation are risk 
faotors in infancy whioh predispose to gastro-intestinal infeotions. 
Cultural usage may constitute a risk faotor as exemplified in the withholding 
of oertain foods from a pregnant woman. Geographical looation whioh limits 
aooess to water or oertain essential foods and poor sanitation are further 
examples of risk factors that can affeot the health of the mother and the 
child. 

Again. a risk factor may be viewed in an interrelationship of one or 
more factors with another in terms of their outcome on the indiVidual or 
group. The risk faotor may be oausative if it is responsible for triggering 
off a pathologioal prooess (e.g. rubella during the first trimester in the 
mother. resulting in oongenital malformation in the infant). predisposing 
(e.g. IIUltiparity which may lead to postpartum haemorrhage) or predictive 
if it oonsists of characteristios whioh can be closely associated with risks 
(e.g. work by the mother outside the home. resulting in a greater likelihood 
of aooident for the ohild. 
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It is evident from these observations that the identification and 
association of risk factors with morb1dity and even mortality in the mother 
or child are exercises 1n the epidemiological discipline. When this 
exercise is systematically employed as a tool for programme development 
and/or management with the aim of improving effectiveness and efficiency 
in the care of mothers and children not only as individuals but as a 
target group in the community, then the process takes the form of an 
approach to MCH care delivery, or risk approach. 

Application of the risk approach to the problems of mothers and 
children is a departure from past or traditional practices in organized 
community efforts to promote the health of mothers and children. To date, 
the tendency has been to adhere to certain time-honoured norms and routines 
applied generally to the mother or child, e.g. so many visits for pre and 
postnatal care. 

The risk approach involves a different strategy. Assuming that there 
1s already available 1n the community a classification of the degrees of 
risk factors, it is relatively simple to identify the mother or child who 
is more vulnerable or at greater risk, and a regimen for closer surveillance 
and care is determined. This may entail more visits and the provision of 
more services but the obJective of protecting the health of the individual 
at higher risk is satisf1ed. Such approach when applied on a community-wide 
basis enables ~he determination of priority activities within the MCH 
programme based on the degrees of risk. 

The risk approach may not require a larger outlay of resources unless 
some other innovative elements are introduced. The implication with regard 
to resources is simply that changes following the determination of priority 
activities and the concentration (or frequenoy) of the services to be 
delivered will require a certain degree of resource redistribution within 
the MCH programme. 

It will be seen that the risk approach has particular relevance to 
MCH because mothers and children who are already a vulnerable group all 
need continued appropriate health care while those at greater risk need 
additional care. 

The risk approach has no doubt been practised in the past by health 
administrators. What is important is its methodical application as a 
planning and managerial tool in national MCH programmes. particularly 
wi thin primary health care. 

To ensure more effective use of the approach. further studies in the 
local setting will be required. Risk factors affecting mothers and children 
in the community must be identified, their interrelationships established 
and the relative degrees of risk of each factor and their combination 
assessed; such studies will provide a basis for their practical priority 
classification in local use. Already, studies along this line are being 
carried out in some countries. There is no doubt that the approach .1111 
also have an application in the development of MCH programme in this Region. 

• 
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A query was made as to whether the selection of targets for immuni
zation based on population susceptibility was an example of the risk 
approach. Information was also sought on the preliminary action a 
community should take before it can employ the risk approach as a managerial 
tool for its MCH programme. 

In further elaboration of the concept, the reply given was that 
selection of susceptibles as targets of immunization resembled the risk 
approach in that both operations had an epidemiological basis. The two, 
however, cannot be equated because: 

(a) Only one criterion is needed for target selection in immunization, 
(i.e. susceptibility) whereas in the risk approach a number of criteria 
are required to identify the target group and to assess and determine the 
gradients of susceptibility of those within that group. 

(b) In immunization only one service (i.e. immunization) is utilized, 
whereas in the risk approach a number of services are required for the 
identified types and/or degrees of suaoeptibility. 

(c) In immunization the resource implications can be simply determined 
from the per capita cost of immunization plus logistical costs which will 
have a minimum of variance regardless of their geographical application, 
whereas in the risk approach differences in the quantity and quality of 
services required for ~he different gradients of risk groups will inevitably 
necessitate organization or regrouping of the services to be provided and 
these may in turn point to a redistribution of resources for the 
programme activities. 

With regard to local preliminary action, a community assessment is 
needed to identify and catalogue the risk factors affecting the health of 
the mother and child in the area; this will cover not only the biological 
and pathological factors which are universally recognized but also the 
socio-economic, social anthropological or cultural and environmental 
factors in the community. The scoring of the riske in terms of gradients 
Or degrees of severity may anyway be based on general knowledge or it can 
be done with expert help. The provision of a more scientific basis will 
be contingent on the findings of special studies with statistical support. 
Theoretically, the scoring may be derived from interplay of the following 
elements: extent and severity of the risk prevailing in the community 
(magnitUde); its treatability (responsiveness to treatment or control); 
its cost in relation to the expenditure for Buccessful treatment or control 
in terms of alleviating human suffering (cost-effect) and community attitude 
(social concerns). Values or scores are attached to each of these elements 
on a standard scale and the total score obtained for each risk can then be 
matched against those of the other risks. The result enables a rankip~ 
of the risk in relation to the other, upon which a line of action in the 
MCH programme can be developed. 
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Obviously. further studies are needed on the prooedures in order to 
make them more suitable and adaptable to varying looal situations. 
Nevertheless. even by gross listing of risks with so ores based on looal 
experienoe and/or expertise. it will be possible to soreen the most 
vulnerable mothers and children in order to save them from sickness. 
invalidity or death. 

2.3.2 Community involvement 

The importanoe of co~ity participation in health action is well 
accepted. The people's support is recogniZed as essential to the primary 
health care approach. 

The challenge lies in the "how" of involving the oo~ity partioularly 
with regard to the methods to be employed and the resources to be used. 
Although there is already a body of seientifio knowledge and well-tested 
behavioural science theories whioh permits prediotion in human behaviour. 
there are no un1versal modela to follow. Existing knowledge. however. does 
give the health administrator oertain guiding principles which may be 
applied in examining options in the oontext of specific realities. A design 
may thus be determined for effective intervention. 

In the process of involving the oo~ty. a oritically important 
prerequisite is to know the oolllllln1ty. Such knowledge would inolude an 
appreoiation of the oommunity's peroeption of health problems. its felt 
priority needs. its resouroes and its past experiences in solving its own 
problems. Man7 failures have oocurred because the health administrator 
did not possess a suffioient understanding of the COmmunity's feelings and 
lacked familiarity with ita social structure. 

It is important. for example. to know why a community utilizes health 
services only seleotively. It is not unusual to observe that while some 
services are enthusiastioally used. others hardly receive attention. One 
may speculate on possible explanations for underutilization such as low 
appraisal of the relevance of the services provided in relation to perceived 
health needs. possible lack of health consciousness. low ranking of health 
in the hierarchy of the reoognized needs or even lack of satisfaction with 
the health services in the community. A mixture of all these factors may 
well explain the selective use of health services. The chances of success 
in health intervention may be enhanced if a relationship can be established 
between the locally expressed health needs and those recognized by the 
health authority. 

Although often tedious and time-oonsuming. an approach which has 
people and the problems of oonoern to them as its starting point can yield 
rich rewards. Rapport between the health worker and the local population 
facilitates the understanding of community needs and values. which is 
important if effective health intervention is to be achieved. 
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A seoond requisite of oomnunity involvement is 1.0 ensure the 
relevance of motivational appeals and the qppl:cability of health education 
approaches. The wide range of experiencp.s In such approaches has shown 
that they do not necessarily apply to all communities. 

For instanoe. the mothers' olub in the RePlb lie of Korea which has 
been active in motivational work for family plannifiG pro~rammes has drawn 
its strength from traditional mutual help and credit cooperative groups of 
women in the local community. Likewise. in Western 8amoa. the vill~e 
women's committees which has been very successful in local health action 
is based on the unique matai system of village kinship and cornmon land 
ownership. It is doubtful. however. whether these systems could easily be 
adapted to other countries with <.iifferP.l'. cultural settings. 

The specifics of a health education strategy in a loc~l comnunity 
IlaV& to be formulated in accordance with its socio-cultural. psycho-social. 
political, economic and situational characteristics. ~'Qr example. high
pitch publiCity to promote family planning may be rewarding in certain 
5ituations while counterproductive up to the point of backlash in others. 

A third prerequisite is the inculcation among health workers. through 
appropriate training and superviGory support. of attitudes and outlook 
which are conducive to llstening to and learning from the people and workiI"~ 
>lith them. The purpose is to develop among health workers a community
oriented attitude and outlook. ThIs is a challenge in which a variety of 
efforts have been made by traininL institutions, though not always 
succ essfully • 

H'inally. there is a need for continu,,-l alertness to trends in cOl'llllUl1i \'y 
reaction in terms of the hopes. expectations ruld frustrations of tne 
population. Timely adjustments in programme strategy can be made by means 
of appropriate assessments and built-in evaluations if a programme alI'eady 
exists. 

In the discussion. the observation was made that the lo~al community 
may sometimes give priority to non-health activities. It became apparent 
from other interventions that such " sItuation was not unusual, particularl;' 
in communities which scarcely receive health care services. In these coses, 
priority is more often given to improvement of communications with neigh
bouring communities. school facilities, facilities for agricultural extension 
or the local water supply. In the circumstances, the challeng~ to the 
he~lth worker is to understand the basis of the local comnunlty's interest. 
to find tangible means of assistance in I\Chie'ling the aims and to relate 
health to the objects of the interest. Thus. community interest in better 
facilities for agricultural extension can offer opportunities for the health 
worker to collaborate with the extension worker in the introduction or 
dissemination of information on nutrition; similarly. efforts to improve or 
develop local water supply offer means of snowifiG the community how th"l 
water can be made safe for domestic use. 
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In other instances communities may show interest in health measures 
which do not have local validity or which are out of proportion to the 
community's needs. A community anxious to ensure the safety of mothers 
during delivery may wish to build up a m~ternity hospital and yet have no 
funds for its proper staffing and upkeep. In this situation, local health 
personnel with the active asaistance of staff from higher levels will be 
called upon to review the matter with the local leaders and groups and 
help in working out a practical alternative solution, such as a well
organized prenatal care aervice and referral system, without altering the 
community's originsl objective. Differences in approach such as this are 
likely to arise in the jay-to-day delivery of health care. Differences will 
need to be resolved in terms of mutual t~~st issuing on the one hand from 
knowledge and understanding of the health situation on the part of the health 
worker and on the other from faith in the knowledge and goodwill of the 
health worker among the community. 

Sometimes, enthusiasm or political motivations may lead a government 
to promise or offer all facilities for health protection of its population. 
In the process, the role of the individual and the family in their own 
health protection is overlooked and this has an adverse effect on the 
management of health programmes requiring active population participation. 
A better approach is a oall for closer collaboration by all concerned and 
a clear expression. in elaborating the national health policy. of the 
concept of personal and family responsibilities in community health. This 
concept must be nurtured. particularly in schools and homes. and be promoted 
and practised in community living. in the day-to-day operation of health 
services (e.g. in the conduct of immunization campaigns and the 
construction of household latrines) and in personal hygiene. 

The experiences of some countries were cited in respect of community 
involvement. For example. in Western Samoa the role of village women's 
committees is unique. The women in each village are the local members 
who assist the health staff of the district hospitals and work in the 
village without compensation. They receive training and instruction in MCH. 
first-aid and other health activities from the government staff and are 
permitted to dispense simple medicines to the patients under their care. 

In the Philippines. there are women's clubs in most of the towns whose 
aim is to promote the health of the mother and child through the facilities 
of the local puericulture centre. The latter receives nominal support from 
the Government but is otherwise operated and maintained by the club. which 
seeks local contributions of funds and employs full or part-time staff 
under the technical supervision of the local health authority. There are 
also under pilot trial a number of approaches for the provision of primary 
health care in rural communities. Such schemes are initiated by private 
groups. often with the collaboration of medical and nursing professionals 
or their associations; their main purpose is the prOVision of medical care 
to the rural population by non-government or voluntary workers; they 
incorporate a referral system to government or private health professionals 
as well as varied arrangements for funding the services. 
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In the final analysis the health staff, whether primary health care 
workers or tholle of higher lew,ls have a key role to play in prol11Oting 
community involvement in all matters affecting the health of the population. 
They should therefore be familiar with the working prinCiples of health 
education and must, above all, be able to establish rapport with and 
motivate the community. 

2.3.3 Concept and functions of primary health care 

Primary health care may be described as an approach whIch combines at 
the level of the local community all elements necessary to make a pocltive 
impact on the health status of the population. 

Primary health care has certain characteristics including the 
following: 

(a) its aim is to extend health care to the underserved or unserved 
segment of the population, particularly in the rural areas where majority 
of people live; 

(b) it is based on the local conm.mity in terms of motivation, 
involvement and maximum reliance on local resources such as manpower, 
money, materials, etc.; 

(c) it involves simple and economical but effective and technically 
sound measures for health protection of the populatien; 

(d) the activities are relevant to and interrelate with other sectors 
and groups concerned with socio-economic development in the local 
community and the country at large; 

(e) the activities are supervised from higher levels of the 
government health services. 

Ideally, the primary health care worker (PHCW) is an individual who is 
locally selected and paid or who has been selected with the agreement of 
the local community; he is usually the individual of first contact in the 
provision of health care. Examples of sites of first contact are the 
family, a group of households or a village. On the other hlllld, the pel'son 
of first contact can be the health worker of a unit of the regularly 
established health service at the periphery. 

The duties of the PHCW will vary according to the expressed needs of 
the community and the training he has received. There are, however, 
certain basic duties assigned to the PHCW including treatment of simple medical 
complaints and activities in first-aid, MeR possibly including family 
plaruqing, health education, sllllitation and recolu-keeping. In sanitation 
and nutrition, the PHCW usually works in collaboration with the ac;ents of 
other agencies such as those of agriculture, development, education, public 
works and welfare. 
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Althoush a pert of the national health oare sflltell. prilllar)' health 
oare does not oonstitute a hierarchioal level of the health care services. 
By its ooncept. it involves not only participation of the local 00.-m1t7 
where the servioes are del1 vered by the hal th worker of first contact 
but also partioipation of the higher levels of health services which- , 
provide support such as referral. budgetary and logistioal assistance ..,.,' 
technioal and administrative guidance. 

The proy1alon of pM r, health oare in a rural area was . .1.l.lwatrated 
in an 1nternationally_~rted IICIf/l'P project in Dohol Prov1noe. Ph1l1ppines. 
It was establ1sbed tor the purpose of determ1n1ng and demonatrat1ilg the 
effecti~ •• of a health programme in which family planning services'are 
del1vered through a well-organized foCH service in rural areas. The project 
site is divided into zcmes e.,h of whioh oomprise a group of barrl0. 
(villages). Eaoh zone with a population of approx1mately 5000 is served by 
a retrained III1dwife (l1oensed midwife with 18 III01lths' basio training and" 
7 weeu' further training in multi-purpose work Who i. the equival~t, of an 
sssistant nurse-lII1dwite). The midwives in the project are at present paid 
from govern.ant or project fUnds. 

The duties of the retrained midwife oonsist of JIIOH oare (antenatal. 
natal and postnatal oare and care of ohildren of 0-4 years). family planning 
(education. motivation and dispensing of oontraoeptiftls to the eligible -
population). basic medical care (first-aid. simple medical treatment and ' 
referral to the local health centre or hospital). follow-up. supervision of 
health aides (family planning motivators) ,supervision and training of 
hilots (trei tional birth atWldants). 1DInun1zation with BOO. tetanus 
toxoid and DPr, keeping of health records and participation in local 
community activities. Supervision is provided by nurses at the local health 
office (health centre) with further suppOrt. from nurse supervisors at the 
provincial health office. 

From the outest, the population of the zones has been involved in 
the planning of health activities. Through such involvement under'the 
leadership of barrio official., it has been possible to construct primary 
care centre bul1ding. through local efforts and resources. Also with 
capital provided by the local population barrio boticas (village 
drugstores) have been e.tablished and dispense simple medicamente at 
prices determiDed by the people. the modest profit they make being either 
added to the revolving fund. or used for local health improvements. 

The proJaot is still new but already the following developments have 
been observed: increued demand for foCH services even in remote areas; a 
declining trend in deaths b'OII tetanus neonatorum and increased interest 
in health aotivitle. in the,communities. 

It was reported that in some countries foCH is still being perfornied 
by a .eparate category ot health worker, particularly when the service is 
under vol\Ultar)' IlponSorehip. OVerall, however, the trend is towards 
1nclud1nc JCH in the aotiY1ti .. of the local Dalltipurpose health worker. 
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Operational integration of MCH in primary health care is facilitated 
by the fact that the maln activities are within the scope of the basic 
health services: e.g. immunization and other measures for control of 
infections, nutrition education, and services to mothers and children in 
clinics and other outpatient units. Integration can, however, bring a 
more systematic improvement in the output of services to family members, 
thereby increasing population coverage, particularly of mothers and 
children. 

Although record-keeping is essential to any health service operation, 
a common problem brought out is the excessive demand of this activity on 
the health worker's time, detracting from his health service delivery 
potential. 

It was also apparent that in the Region personnel charged with the 
delivery of health care are often under government or voluntary health 
service employment, the women's committees of Western Samoa being an 
outstanding exception in this respect. 

Consideration was given to difficulties in recruitment of health staff 
for the rural areas and this included a review of the incentives and other 
measures employed by governments to attract such staff. So far, all 
efforts have generally been unsuccessful and this underscores the need for 
local recruitment whenever feasible. 

Another problem that emerged is the delegation of technical duties 
to health workers who are not physicians. In some countries, for instance, 
the health authority permits nurses and midwives to perform IUD insertion. 
Experience in this Region appears to have been generally successful, thus 
permitting wider adoption of this practice. Some countries do not authorize 
tne giving of hypodermic injections by health auxiliaries and this 
restriction poses considerable problems in the operation of dispensaries 
and the conduct of immunization campaigns. The consensus of the Seminar 
group was for relaxing the regulation since auxiliary health workers when 
properly trained and supervised are able to perform these tasks safely. 

Many countries utilize the services of traditional birth attendants. 
In the past, national health authorities discouraged use of their services 
which were thought to be inimical to the safety of the mott,er and child. 
The current trend, however, is to assist them perform safely through 
training and better supervision. To this end, some countries give certain 
incentives such as midwifery kits after appropriate train1ng. The training 
covers personal hygiene, asepsis, recognition of danger signs and procedure 
for referral to the locally organized health service. The traditional 
birth attendant does not generally receive any salary from the government 
and compensation for services rendered to the family is usually given in 
the traditional manner. 
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2.3.4 Role of the central and intermediate levels of the health services 
in the delivery of MCH/FP services within primary health care 

In all countries there are usually on-going health care services 
operated by the Government, which have been labelled "institutionalized 
health services" by a WHO Consultation Group comprised by Headquarters and 
WHO Western Pacific Regional Office staff which met in Manila in March 1976. 
Such services are usually in three administrative levels. Depending upon 
the country's set-up, under each level there may be one or more sublevels', 
for instance: a regional sublevel under the central level (if decentraliza
tion Is by daconcentration); a district sublevel under the state/proVincial 
level; and satelite subcentres under the local health centre. 

The functions of th~ different levels of the national health services 
may be illustrated by examining their respective roles during the stages 
of planning and implementation, as follows: 

2.3.4.1 Policy formulation 

Although manifested in various form~, a national policy represents a 
response of the political authority to the people's needs and aspirations. 
A political policy may be expressed in health terms as in the case of a 
political decision to promote national socio-economic development based 
on self-reli~ce which is translated by the heAlth authority into a 
national primary health care programme. 

2.3.4.2 Planning and programming 

At present, most developine countries have a national socio-economic 
plan in which the national health plan is a sectoral component. 

A national health plan, which is a responsibility of the centr~l level, 
may vary in its scope and details from country to country but the 
following elements are usually present: a statement of broad objectives 
(from which individual programmes are derived), a strategy for action ruad 
an allocation of funds with which to carry out the activities. 

Upon approval of the national health plan, programming is undertaken 
in order to work out details of implementing the component programmes 
and to adapt them to the particular features of a given state province or 
locality. Programming includes determinAtion of the objectives and targets 
to be met within the planned period, the methods to be used, the personnel 
to be deployed, the phasir~ of activities to be adopted, etc. 

Sometimes changes (e.g. increase in targets, innovation in methods or 
activities) are desired in a programme; and a project may.be initiated in 
order to work out systematic procedures for their introduction. A project 
by definition is time-limited, with specific objectives Dr~ re"oll~ce5, and 
activities of limited scope; it is managed by a person especiaily 
designated for the purpose. 
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Any planning (e.g. overall socio-economic, he 'llth , prograll1lle and 
project plannlng) is preceded by situational analysis (or diagnosis) in 
which the problems are identified. In the health field, the analysis 
covers the following elements: demogra~lic situation, henlth status of 
the population including influencing factors, health attitudes and 
customs of the population and resources including health services. By 
projection of the findings OVer the period covered by the plan (e.g. 5 years). 
it is possible to assess the problem (kinds. magnitude) and from these 
to derive objectives. 

Planning exercises usually make use of the advice and help of a 
mixed group of experienced individuals or leader~ (political. technical. 
administrative. civic or voluntary) during the process of formulation. 
This advisory plannjng body CIID be established at all levels correspondlnc 
to the central and intermediate units of planning (central. intermediate 
and preferably local levels). It is through this mechanism that the 
population has the opportunity to be involved. For the planner. the 
results of analysis of community attitudes to the specific and general 
aspects of health and the opportunities offered for exchanges of views 
with the advisory groups are sources of inr.jght in working o~t strategy 
and tactics during the pllUlIling stage and prepn.ring the [:round for 
implementation. 

2.3.4.3 Management of implementation 

In principle the m!ll1agement process, while retaining its orientation 
to people and groups. should be objective-oriented. 

Management by objective promotes: 

(a) the interest of staff in programme results and their contr1bution 
to achievement of the results rather than the duties contained in their 
job descriptions; 

(b) teamwork rather than individual compartmentalized activities. 
since programme accomplishments are Judged by achievement of targets and 
not by individual performance; 

(c) regular evaluation to determine proereRs in accomplishing 
programme targets. 

Functions during the implementation stage are as follows: 

2.}.4.}.1 
centrally 
while the 

Project implementation (if ~roposed and approved). This is usually 
directed. with the participation of middle-level manageri&.! staff, 
local-level staff deal with the delivery of services. 

2.}.4.}.2 Training/orientation. This is planned and developed at the 
central level. Trainers may be prepared at the central level. while staff 
at lower level are trained by those at intermediate level. If feasible, 
the PHCW is trained by the local-level (health centre) staff in the setting 
of the local community. 
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2.3.4.3.3 Adoption/revision of norms and standards, particularly on 
performance. This is ". responsibility of the central level and, within 
limits, adaptations can be made at the intermediate level. The local level 
is guided by the approved standards. 

2.3.4.).4 Monitoring. Two-way communication is provided between the 
periphery (local level) and the central level. Feedback is obtained aa 
raw data from the local level and are transformed and transmitted through 
various levels (e.g. district, provincial) to the top. The return flow 
is a response to the feedback and consists of instructions which pass 
through the same "relay stations" to the periphery. 

2.).4.).5 Budgetary support. Subsidies and other financial assistance 
from the central level flow through the intermediate level to the periphery. 
Additional monetary inputs to the latter may be generated at the intermediate 
level and, together with central aid, supplement the local budget and 
other resources. Not infrequently, equipment and supplies are delivered 
from higher levels instead of funds. 

2.3.4.3.6 Liaison and coordination. This occurs at all levels and stages 
(e.g. advisory or steering committees for national health planning and 
programme planning; consultations between health, agriculture and apucation 
agencies and local groups in nutrition activities). Liaison is also 
established with international and bilaterial agencies in arrangements for 
coordination of assistance in the country. At the intermediate level, 
coordination is desirable in planning and implementing the state/provincial 
programme. At the local level where operational activities take place, 
liaison and coordination are established by the health agency with the 
agents of other sectors and the population served. 

2.3.4.4 Operational manaeement 

The immediate concern of operational management is to ensure effective 
and efficient use of the allocated resources according to the meUlods adopted 
in the plan/programme and to achieve the targets. 

2.3.4.4.1 Provision of an operational manual. This is prepared at the 
central level and may be adapted by intermediate-level staff for local use. 
The manual is necessary for staff training, supervision and field 
operations; it requires frequent revisions and is conveniently put together 
in loose-leaf form. 

2.}.4.4.2 Guidance and supervision. Immediate supervision of the PHCW 
comes from the local (health centre) level with technical and administrative 
back-up from the intermediate level. Guidance on strategy and necessary 
programme changes are given by the central to the intermediate-level staff. 

2.3.4.4.3 Referral. This is a two-way process. The PHCW refers to the 
first station, which may be the health centre; further referral for special 
services can be made to the intermediate level (hospital, laboratory, technical 
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units) and when neoessary to the central level. Return referral of patients 
to the local level is necessary after the pUrpose of the referral is 
satisfied, so that follow-up and other looal services can be oontinued. 

2.3.4.4.4 IDgistical support. Estimates of requirements and details of 
soheduling and delivery of supplies and equipment are worked out at the 
oentral level to ensure adequaoy, appropriateneas and timeliness. In 
addition, at the oentral level necessary supplies are mobilized from all 
available sources including external assistance agencies. The intermediate 
level generally serves as a relay station but the staff may also be 
authorized to suballocate equipment and supplies according to programme 
needs. 

2.3.4.5 Evaluation 

In this example, evaluation is limited to pl~programme results 
during or following implementation. Areas for evaluation inolude target 
aocomplishment, aptness of plans of work and impact on the community. 

Evaluation may be undertaken at mid-term or on expiry of the plan. 
Additionally, the reporting system (e.g. annual, semiannual) also provides 
evaluation inputs which inform the planner of the on-going situation • 

The national plan/programme evaluation 1s a central responsibility. 
Evaluation of proVincial/state and local programmes are responsibilities 
of the intermediate level, although assessment of the local programme can 
be shared with local-level staff if they are able to conduct it. 

2.3.4.6 Others 

, Research is usually a central undertaking but intermediate-level staff 
may be involVed. Health services are usually ooncerned with epidemiological 
research (e.g. on patterns of prevalent diseases), the risk approach and 
operational research aimed at increasing the effectiveness and efficiency 
of a programme/project. 

Legislation activities involve the study and preparation of draft 
legislation or recommendations to the legislative body (e.g. for repeal 
of statutes prohibiting the performance of certain measures such as IUD 
insertion and parenteral injection by non-medical personnel) and the 
formulation of health regulations. 

At the intermediate and local levels, legislation activities may 
involve making recommendations on health and sanitary ordinances for the 
consideration of state/provinOial or local boards and interpreting 
health/Sanitary regulations to the provincial and local authorities 
and local communities. 
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It was intimated during the discussion that national health policies 
are sometimes politically motivated or result from the pressure of external 
assisting agencies; as such. the health policies would not reflect the 
people's needs and aspirations. The explanation was given Ulat contending 
opinions of various pressure groups are made known to government leaders 
every day and the decisions they make very often reflect a compromise; the 
wisdom of such decisions is often a test of statesmanship. Even when 
mistakes are made, means are available for an assessment of the results 
from which a further decision and action can be taken. 

A query was made as to the relative merits of a pilot project as 
against a national project. It was explained urrat when changes envisaged 
in a national programme are new and untested, a limited trial would be a 
prudent means of ensuring that they are carefully introduced and controlled 
and of lowering the cost; the process. however. necessarily requires time 
for adoption on nationally. In a nation-wide project. simultaneous 
introduction of changes in communities involves consideration of more 
variables which are difficult to control; the costs would necessarily be 
great. If the project does not succeed. the loss is total; if it 18 
successful. however. the national impact is immediate. 

Another query referred to the action that could be taken in local 
planning when no additional inputs c~n be securen from higher levels. 
In such a situation the immedi~te challenge is to determine whether the 
local objectives (which are always the local expression of the national 
objectives) can be realized with the available resources. If there are 
no other means of securing additional resources then the targets should 
be reduced or the objectives modified; another alternative is to re
examine the methods to find. out whether the efficiency can be further 
increased. In general. the shortage of extra resources from hi6her levels 
is the reasons for more community involvement and commitment. 

The observation was made that wastage of resources sometimes occurs 
because of failure to take stock and make use of available resources. 
Recognition of this situation should provide the basis for a reassessment. 
Further attention can be given to this point during the situational 
analysis with a view to making a closer study. 

The problem of excessive data collection at the operational level. 
which was raised. merits review by management because of the time and 
effort spent and the services lost thereby. In prinCiple, the only records 
prepared at the operational level should be those considered essential 
for use at higher levels. 
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2.4 Agenda item 4 - Manpower development for MCH including FP and nutrition 

In introducing this agenda item, it was assumed that the term primary 
health care worker (PHCW) would apply to an individual who preferably was 
selected by the community and trained in the original organization or was 
sent for training and returned to the community from which he originated. 
Determination of the tasks the PHew is expected to perform after the 
training should mainly rest with the community or at least be decided upon 
after consultation with ita leaders. The health services should ensure 
that prevailing laws protect the PHew and legitimize his activities. 

Ideally, the PHew should be trained in the community where he is to 
perform. When this is not poSSible, the training should be conducted in 
an area similar to the workplace of the trainee. In any event, the ideal 
trainer should be the supervisor of the health worker in the community. 

The training should be task-oriented and based on clearly specified 
behavioural objectives and a Job description. Thus, the learning process 
should be geared towards what is to be done rather than memory work. The 
trainer must be familiar with local customs, have field experience and 
possess vocational skills. He should keep the training within well-defined 
bOundaries and direct it to a minimal rather than a maximal core of 
knowledge. The training should be directed to practioal problellt-solving 
witt: a ratio of praotice to theory at about three to one. The programme 
should be tailor made to teach the worker what he needs to know in order 
to function. Teaching methods should be appropriate to this type of 
learning and be based on "group sharing", simulation exerCises, role playing, 
etc. Only a limited amount of time should be devoted to lectures and 
written texts. 

Manuals are helpful. One teaching guide for the trainer and a very 
simple one for the workers to refer to in the course of their work should 
suffice. The formulation of manuals is, however, no easy undertaking. 

As the needs of the community change, the PHCW will probably require 
retraining in order to improve the quality of his work and to expand his 
scope of activities, e.g. there will be a need to train the PHew in the 
use of syringe if the government health programme puts emphasis on 
immunization and other measures involving the use of this technique. The 
evaluation of health workers' performance and accomplishment of programme 
goals will bring to light areas where changes or reinforcement are needed. 
Continuing or in-service learning experiences should therefore be part 
of the overall training scheme. 

On the larger issue of health manpower training for all those to be 
engaged in family health care, it was stressed that training implies not 
only production but planned, integrated and coordinated training of 
personnel. Integrated planning requires full partiCipation of all 
interested parties. Lack of integrated planning may lead to Situations 
where, for instance, no qualified oandidates can be found to participate 
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in a training progr_. It is important that the tasks which the trainees 
will perform are recognized and defined in advance since "if you don't 
know where you are going, how do you know when you get there?" Health 
manpower is expensive and only limited resources are available. Training 
should be restricted to acquisition of the skills required for an 
appropriate level of expected Job performance. Careful attention should 
be paid to the task analysis to avoid duplication and ensure proper use 
of resources. 

Teaching is not an inborn gift. It is a skill that has to be acquired. 
Available knowledge from the fields of pedagogy. educational paycholoS7 
and technoiosy should be applied in the training of health personnel by a 
systems approach. 

Planning is by no means an accurate process as yet. Projection of 
health manpower requirements is difficult because of the large numbers 
of variables involved and because they are subject to unpredictable changes 
during the long period involved in manpower planning (10-20 years). 
Nevertheleae, health manpower projections when properly linked and 
coordinated with national health planning can provide guidance on probable 
future needs. Health manpower planning must allow for flexibility and be 
subject to revision and updating as necessitated by modifications in the 
national health plan or relevant changes in the national policy. 

Due to their historical development, the health professions are often 
major constraints in the logical use of health manpower while their 
reluctance to delegate functions and responsibilities to other categories 
of personnel have limited development of the team approach. 

Continuing education is essential to maintein the competence of all 
health workers. Training should not be considered as an isolated process. 
The ministries of education and health, consumers of health services. 
teachers and professionals should all be involved in health manpower 
training. 

The discussion highlighted many common concerns. Shortage of health 
manpower was reflected in some cases by insufficient numbers of staff and 
in others by their unsatisfactory deploymen~e.g. concentration of 
physicians in large urban centres. Difficult access to populations living 
in scattered islands was often aggravated by transport restrictions. It 
was mentioned that even in countries with a physician/population ratio of 
I :700 the need had been expressed for more physicians. The question arose 
as to the desirability of establishing criteria to determine in individual 
circUllllltances what should be satisfactory in terms of manpower. It was 
observed that for a number of reasons (e.g. uneven distribution, numbers 
in aotive and inactive practice or engaged in other occupations). ratios 
alone cannot correctly reflect the picture in a country which may appear 
to have a favourable manpower situation. 
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The opinion was expressed that there is no eound ba.is tor oontinuing 
the prevailing conventions for professional regulation in countries. FOr 
example, there is a great diversity in countries oonoerning the len&th of 
training. education requirements and delegation of responsibilities for 
the deUvery of health care services. Very often. there is a tendency to 
oling to traditional professional identities. whioh haapers achievement 
of the objective of improving qual1 ty and inoreasing ooverage in health 
oare of the population. 

Some of the hazards connected with health manpower training were 
brought out such as the improper selection of trainee. and the frustration 
of health workers who are not formally permitted to utilize the knowledge 
and skills they have learned and at the same time are delegated tasks 
whioh the phySicians find convenient to unload on them. 

It was also felt that the health manpower short .. e may not be entirely 
due to lack of health personnel but may result. in part, tram the improper 
utilization of existing statf. FOr instance. the apparent lack ot 
physicians may. in reality. be a reflection of the under utilization of 
nur •••• midwives and auxiliari •• who are trained to oarry out c.rtain 
funotions but are not permitted to do so under the prevailing professional 
regulations. 

The underutilization of some health workers has oreated dissatisfaction 
which. in turn. has led to a high rate of attrition. The failure to 
adequat.ly delegate responsibilities for specific priority tasks to trained 
health personnel could be viewed to some extent as a refl.ction of the 
protection of professionalism; more importantly. in some communities. 
particularly in the developed countries. it could b. s.en as a reflection of a 
well-entrenched community belief that the b.st medical care can b. provided 
only by the highly trained specialist or profeSSional. 

Another point brought out was the need to ori.nt oommunity l.aders 
on the n.eds for training as well as the uses that can be made of trained 
non-professional health work.rs to ensure that they understand and support 
community health and related activities. 

3. CONCLUSIONS 

3.1 The health protection of the mother and the child is a responsibility 
and ohalleng. that faces the health servioes of all countries and areas 
in the WHO We.tern Pacific Region. 

In sheer numbers. mothers and children comprise approximately 7~ of 
the population of the developing countries. As a group they suffer from 
biological vulnerability associated with the reproductive process in the 
mother and the growth and development of the child. 
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Prom commonly accepted indices it is evident that infant, child and 
maternal mortality is high in many developing countries and areas of the 
Region; the actual rates vary according to socio-economic development 
but IlU8t be reduced. 

,.2 As in other developing areas of the world, the principal probl.ms 
affecting the health of the mother and the child revolve around the 
interrelated triad of malnutrition, infection and the consequences of 
unregulated fertility. Associated with these problems is the fact that 
despite SQvernment efforts there is still poor coverage of the population 
by the health and social services in vast areas of the Region. Becaus. 
of this combination of circumstances, the problems of mothers and 
children are interrelated and of multifactorial origin. Thus programme 
approaches must be suitably oriented in order to succeed. 

,., Among children, low birth-we1ght, infections and nutritional disorders 
prevail and interact. 

,.,.1 Low birth-weight contributes to perinatal mortality and has 
implications for the immediate and long-term morbidity and mortality of the 
child. In many instances, low birth-weight may be an outcome of the 
interplay of such factors in the mother as malnutrition, infection, high 
parity, short intervals between pregnancies and certain complications of 
pregnancy. Birth-weight is a reliable indicator of the outcome of 
pregnancy and it can be measured with reasonable accuracy USing Simple and 
cheap weighing scales available to most communities. 

,.,.2 The infections of childhood most frequently reported in the Region 
are respiratory, diarrhoeal and skin diseases. Because of the general 
prevalence of infections in the developing countries there is every 
indication for intensifying measures, as dicteted by local epidemiological 
patterns for immunization against such diseases as tuberculOSiS, diphtheria, 
pertussiS, tetanus, rubella, poliomyelitis and possibly measles and mumps. 
Note was taken of the report of the Second Regional Seminar on Immunization 
in the Control of Communicable Diseases (see Annex 4) and of the WHO
supported EXpanded Programme on Immunization in Childhood. 

,.,., Nutritional health is of particualr importance during the steaes of 
rapid foetal and childhood growth and development and cannot be separated 
from other aspects of the health of mothers and children. Partic~r 

attention should be given to subclinical nutrition as it tends to be 
overlooked in both the mother and the child. Protein-energy malnutrition 
begins to be manifest after the age of 5-6 months when the mother's milk 
becomes insufficient to meet the growing Child's nutritional requirements. 
Nutritional health can be promoted through by interventions such as 
prolonged breastfeeding with timely introduction of locally available and 
suitable solid foods in infancy, in association with proper methods of 
weaning, and supplementary feeding either of the child or the needy pregnant 
and lactating mother; it is further served by indirect interventions such as 
control of cOl8Unicable diseases (e.g. through immunization), improvement of 
sanitation (e.g. through safe water supply and excreta disposal) and proper 
spaCing of pregnancies. 
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3.3.4 There is a need for continuing assessment of the child's development 
from birth through early childhood and school-age, covering all aspects of 
health care including nutritional status and the occurrence of infections. 

3.4 The problems of the mother are associated with the reproductive process 
and are influenced by the interacting triad of infection, malnutrition and 
unregulated fertility. 

3.4.1 Family planning is justified by the health hazards for mother 
attendant on unregulated fertility and its adverse implications for the 
health and development of the child. It was noted that most if not all 
countries In the Region have adopted s wide range of family planning 
practices including traditional methods and the use of oral contraceptives, 
IUDs and in some cases injectable medroxyprogesterone acetate (MFA). 
Sterilization and abortion are also receiving attention in selected 
instances. In reviewing the effectiveness, safety and acceptability of 
currently available methods of fertility regulation and in considering their 
use on a continuing baSis, recognition was given to the need of developing 
new and improved methods in general and particularly for communities where 
health services are minimal. 

3.4.2 Discussion of the effects of various methods of contraception on 
breastfeeding and in general terms led to the observations that: 
(a) although prolonged lactational amenorrhoea contributes to the lowering 
of fertility in the community, it does not guarantee the prevention of 
pregnancy in individual women; (b) if it is important to introduce 
contraception at the same time as bresstfeeding, IUD or non-hormonal 
contraceptives are the choices during the first six months following 
delivery; (c) the injection of MPA after delivery has been successful in 
ensuring spacing of pregnancy without suppressing lactation; however 
because of its side effects (e.g. irregular uterine bleeding, prolonged 
infertility) some countries have limited its use to multiparae st sges 35 
or over who have already completed their families; there are many aspects 
of the use of MPA which are still unknown, particularly its effect on 
child health, and thus pending the communication of results of current 
studies, the drug is not recommended for general use. 

3.4.3 Specific care for mothers should include identification of those 
at greater risk who must receive special prenatal and/or delivery care; 
all the others should receive basic care during pregnancy, at delivery and 
post partum. 

3.5 It was mentioned that the scope of MCH programmes is being extended 
to include family life education in schools, adolescent education programmes 
and premarital counselling. E)nerging problems arising in adolescenee were 
also considered, e.g. in some countries the long-term effects of oral 
contraceptives on young girls especially in relation to attainment of 
maturity and reproductive potential. It was noted that a WHO Expert 
Committee Meeting on Health Needs and Problems in Adolescence was due to 
take place in October 1976 at which recent knowledge would be reviewed. 
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3.6 Because of their multifactorial basis, their interdependence with 
other sectorial activities and the considerable segment of the population 
involved, programmes for the mother and child require a broad and 
comprehensive approach and total community participation. Such programmes 
call for national and local solutions to the different aspects of the 
MCH problem. The need is for a strategy to ensure maximum coverage of 
the target populat10n by an effective and efficient MCH service. 

3.7 Recognizing the constraints of the existing general health service 
in the developing countries and areas (e.g. low coverage, difficulties 
of communication and transport, insufficient resources), it is evident 
that the best approach for the governments is to promote and actively 
support the establishment of primary health care particularly in the 
unserved and underserved rural areas. 

3.7.1 Primary health care is not regarded as a new tier in the hierarchy 
of institutionalized health services; it is an approach which combines all 
elements in the local community necessary to make a positive impact on the 
health status of the population. Primary health care is based in the local 
community; it is generated by local motivation and involvement and it 
places maximum reliance on local resources. Operationally, primary health 
care is provided by the health worker of first contact (whether paid 
locally or from higher levels of the health services) with support from 
all other levels (local, intermediate and central institutionalized health 
services) in referral, budget, logistiCS, and technical and administrative 
guidance. 

3.7.2 Those concerned with the delivery of primary health care apart from 
regular health personnel may include the village health worker, the 
traditional birth attendant and others in the indigenous category. It is 
essential that these health workers undergo continuing training which should 
be task-oriented and subject to competent supervision. Practicality will 
dictate that the primary health workers be trained and utilized in a 
multipurpose capacity. Their success will depend not only on the training 
they receive but on their acceptance by the community and the degree of 
support that health professionals, particularly physicians, extend to them. 

3.8 A feature of the strategy for carrying out the MCH programme is the 
delivery of its service components as an "MCH package", adapted to local 
needs and the integration of this package into the basic health services 
rendered to the local community. The adapted MCH package consists of a 
mixture of preventive, promotional, curative and, to a certain extent, 
rehabilitative measures directed to the triad of malnutrition, infection 
and unregulated fertility and the specific medical care requirements of the 
mother and child in a given setting. Integration of the MCH package in 
the baaic health services is needed to avoid overlapping and unnecessary 
expense. 

3.9 Another feature of the strategy is collaboration between the health 
and other sectors concerned with community development at the local level 
and ultimately with overall national development. In practical terms, 
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this collaboration may be exemplified in effOrte towards better nutrition 
for the mother and child and their family if the agricultural extension 
worker helps the health worker by promoting the production of appropriate 
foodstuffs and the school teacher participates in effort.s t.owards b.t.ter 
nutrition information and food production through the classroom. 

3.10 The safety may also include simple and practical methods for achieving 
the obJeotiv.s of the MCH programme such as ut.ilization of the "risk 
approaoh" for improved MCH/FP oare and adaptation of appropriate h.alth 
technologi.s of relevance to MeH. 

3.10.1 The risk appro~h is used to identify and determine the degrees of 
health hazards faced by the mother and child in a given community with 
a view to delivering more skilled oare to those at greater risk while 
cont.inuing to provide appropriate care for all mothers and Children. 
This method requires an assessment of the risks to the health of mothers 
and Children which exist under varying conditions in different communit.ies. 
The risk approach can be a useful managerial tool for maximum utilization 
of .xisting resources and th.ir better distribut.ion according to lev. Is of 
risk. 

3.10.2 Simplified technologies appropriate for MCH should be developed 
and taught to the health workers, part.ioularly those engaged in primary 
health care, to provide them with the "tools for solving the identified 
heal th problema". Examples of these are the use of oral rehydration in 
diarrhoea and of simple growth charts to follow up child growth. It was 
further recogniZed that appropriate manuals or instructions for technologies 
relevant to t.he critical perinatal and weaning periods should be developed 
for application at home, at the health centre and in the field. 

3.11 Another very important feature of the strategy is community 
involv .... nt. The health worker must exercise a major educat.ional role in 
promoting community partiCipation in the MCH programme. The steps in the 
educational process comprise: communi ty diagnosis; planning with people 
and development of approaChes which are relevant and appropriate; 
preparation of health and welfare workers with communitY-oriented outlook 
for health action; and evaluation to measure progress and determine the 
need for programme changes. 

Community involvement should spring from an awareness by the 
individual and his family that they have primary responsibility for their 
own health protection and that these efforts are interdependent with 
similar efforts of the other individualS and families in the community. 
This awareness oan be instilled through active health education measures 
by the health s.rvice and other groups in the local community. with guidance 
and support from higher levels of the health and related agencies. 

ConSideration should always be given to community priorities and 
preferences, to consumer concern with the health problems and to involve
ment of local groups including voluntary health groups which are generally 
interested in h.alth care particularly for mothers and children. 
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3.12 Signlflcant gaps In knowledge on aspects of primary health care 
relevant to the delivery of MCH care were noted including: practical 
approaches for the collection of baslc health statistlcs; epldemiological 
information on the processes of reproduction. growth and development; 
the causes and prevention of low birth-weight; the psycho-soclal development 
of the chl1d especially durlng adolescence; field testing of the risk 
approach; and effective and economical adaptation of health technolQgies 
in providing I'ICH care. It was thought that studies of an applied and 
operational nature to fill present gaps In knowledge should be undertaken 
In the countries and areas. '!he Seminar group looked to WHO for the 
inltiation of such studies with reference to the implications for dellvery 
of MCH care In the local community. 

3.13 '!he Seminar group believed that the subject "delivery of MCH/FP 
wi thin primary health care" would be of interest to all workers In the 
health services of countries and areas in the Region and that the holding 
of seminars and/or workshops to discuss it would stimulate local interest 
and initiative. For this purpose it was felt that the participation of 
international agencies such as WHO and UNICEF would be most helpful. 
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ANNEX 1 

LIST OF PARTICIPANTS, OBSERVERS, CONSULTANT AND SECRETARIAT 
LIST! DES PARTICIPANTS, OBSERVATEURS. CONSULTANT "ET slcRETUYAT 

AUSTRALIA 
AUSTRALIE 

FIJI 
FIDJI 

GILBERT ISLANDS 
ILES GILBERT 

GUAM 

1 •. PARTICIPANTS 

Sr Doris Kubisch 
Senior Sister-in-Charge 
Papunya Aboriginal Community 
via ~lice Springs 
Northern Territory 
Australia 

Dr Henry Stephen Alexander 
Divisional Medical Officer 
Northern Fiji Islands 
Labasa Divisional Hospital 
Labasa 
Fiji 

Dr Kemueli Musunamasi 
Sub-Divisional Medical Officer 
Ra District Hospital 
Rakiraki, Ra 
P.O. Box 34 
Vaileka 
Fiji 

Dr Eritane B. Kamatie 
Maternal and Child Health Officer 
Ministry of Health and Welfare 
P.O. Box 268 
Bikenibeu 
Tarawa 
Gilbert Islands 

Mr Richard A. Mackie 
Chief Public Health Officer 
Department of Public Health 
and Social Services 
P.O. Box 2816 
Agana 
Guam 96910 



HONG KONG 

MALAYSIA 
MALAISIE 

NEW HEBRIDES 
NOUVELLES-HEBRIDES 

NEW ZEALAND 
NOUVELLE-ZELANDE 
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Dr Shuin-mei Wong Eo-Yang 
Principal Medical Officer and 
Supervisor of Midwives 
Tang Shui Kin Hospital 
Queen's Road, E. 
Hong Kong 

Dr Lai-shan Yeung 
Medical and Health Officer 
Family Health Service 
Tang Shui Kin Hospital 
Hong Kong 

Dr Hj. Abdul Aziz bin Mahmud 
Assistant Director 
Maternal and Child Health Division 
Ministry of Health 
Kuala Lumpur 
Malaysia 

Dr Jegaluckshumy Jegasothy 
State Medical Officer 
National Family Planning Board 
42 C Jalan Ungku Aziz 
Kim Teng Park, Johore Baru 
Johore 
Malaysia 

Dr Paul R. Lande 
Directeur de la Sante 
publique du Condominium 
Chef du Service de Sante fran~ais 
Hopital Georges-Pompidou 
BP 207 
Port-Vila 
Nouvelles-Hebrides 

Dr Frank Bakeo Spooner 
Medical Officer, Grade I 
Base Hospital 
Vila 
New Hebrides 

Dr Sheila Margaret Tillott 
Medical Director 
The New Zealand Family Planning Associatio~ 
Auckland Branch 
Alice Bush Family Planning Clinic 
218 Karangahape Road 
Auckland 1, New Zealand 



PAPUA NEW GUlllEA 
P4POUASIlHIOUVEl.LB-GUIJIU 

PRlLIl'PlIES 

~UUBLIC or KOREA 
REPUBLIQUE DE COREE 
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Dr Jeffrey Owen Tuvi 
First A8s1stant Secretary (Health. Ca") 
Department of Health 
P.O. Box 2084 
Konedobu 
Papua New Guinea 

Sr Florence Daple 
Provincial Community Health 
Nursing Servic.. Supervisor 
c/o Provincial Health Office 
Public Health Department 
Arawa, Bougainville 
Papua New Guinea 

Dr Rafael A. Esmundo 
Executive Director 
Commission on Population 
Population Center 
South Superhigbway 
Makat!, Rizal 
Philippines 

Dr Amanda M. Angara 
Chief 
Division of Maternal 
and Child Health 
Department of Health 
Manila 
Philippines 

Mr Sang-Yun Chung 
Deputy Chief 
Family Planning DiviSion 
Maternal and Child Health Bureau 
Ministry of Health and Social Affairs 
Seoul 
Republic of Korea 

Kr Sang-Bock Han 
Chief, International Liaison Section 
Planned Parenthood rederation of Korea 
C.P.O. Box 3360 
Seoul 
Republic of Korea 



, .. 
SINGAPORE 
SINGAPOUR 

l ,,,. 

, . 

SOLOMON ISLANDS 
ILES SALOMON 

TONGA 

TRUST TERRITORY OF 
THE PACIF1C ISLANDS 
TERRIXOIRE SOUS TUTELLE 
DES ILES DU PACIFIQUE 

WESTERN SAMOA 
SIUIOMOCCTDENTAL 
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,I',: I. 

Dr Dolly Irene Pakshong 
Medical Superintendent 
Maternal and Child Health 
Services Headquarters 
26 Dunearn Road 
Singapore 11 
Republic of Singapore 

Dr Shih Chen Chiang 
Registrar 
,Maternal and Child Health 
19-L, Orchard Court 
Oxley Road 
Singapore 9 
Republic of Singapore 

Dr D. Maemaruki 

Services 

Acting Principal Medical Officer 
Ministry of Health and Welfare 
Honiara 
Solo,mon Islands 

Dr .Mumui Tatola 
Medical Officer ilc National 
Family Planning 
Mini.s try of Health 
P.O. Box 1257 
Nuku'alofa 
Tong,a 

Dr Carlos Camacho 
Chief Public Health Medical Officer 
Department of Health Services 
Public Health Center 
P.O. Box 676 
Saipan 
Mariana Islands 96950 

Dr Tautasi F. Leota 
j1ed,ical Of ficer-in-Charge 
Family Welfare Section 
G.P.O. Box 192 
Apia 
Western Samoa 

• 

, 'c 
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2. OBSERVERS 
2. OBSERVATEURS 

ECONOMIC AND SOCIAL COMMISSION 
FOR ASIA AND THE PACIFIC (ESCAP) 
COMMISSION ECONOMIQUE ET SOCIALE 
POUR L'ASIE ET LE PACIFIQUE (CESAP) 

INTERNATIONAL PLANNED 
PARENTHOOD FEDERATION (IP1'F) 
FEDERATION INTERNATIONALE POUR 
LE PLANNING FAMILUL (FIPF) 

POPULATION COUNCIL 
CONSEIL DE LA POPULATION 

UNITED NATIONS CHILDREN'S FUND 
(UNICEF) 
FONDS DES NATIONS UNIES POUR 
L'ENFANCE (FISE) 

Dr Sook Bang 
Chief, Fertility and 
F~ly Planning Section 
PopulatiQn Division 
Economic and Social 
Commission for Asia and the Pacific 
Sala Santitham 
Bangkok 2 
Thailand 

Syed Adam AI-Ja'fri 
Regional Director 
International Planned Parenthood Feder.Ulon 
East and South East Asia and Oceania hIP-on 
246, Jalan Ampang 
Kuala Lumpur 16-03 
Malaysia 

Dr DanUo Lopez 
Director 
Medical and Clinical Services Divistan 
Family Planning Organization of 
the Philippines 
P.O. Box 1279 
Manila 
Philippines 

Mr John Laing 
The Population Institute 
P.O. Box 479 
Manila 
Philippines 

Mr Wah Wong 
UNICEF Representative 
P.O. Box 883 
Manila 
Philippines 

Dr Sukker Aslam 
Family Planning Officer 
U.ited Nations Children's Fund 
Kuala Lumpur 
Malaysia 
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UNITED NATIONS DEVELOPMENT 
PROGRAMMES (UNDP) 
PROGRAMME DES NATIONS UNIES 
POUR LE DEVELOPPEMENT (PNUD) 

UNITED STATES AGENCY FOR 
INTERNATIONAL DEVELOPMENT CUSAID) 
AGENCY FOR INTERNATIONAL 
DEVELOPPEMENTDES ETATS-UNIS 
D'AHERIQUE (AID) 

fJNIVERSITY OF THE PHILIPPINES 
INSTIrlJrE OF PUBLIC HEALTH 

Mr D. Bergstrom 
Resident Representative 
of the United Nations 
Development Pro$ramme 
in the Philippines 
P.O. Box 1864 
Manila 
Philippines 

Dr Theresa H. Van der Vlugt 
Population Advisor· 
United States Agency for 
International Development 
Ramon Magsaysay Center 
1680 ROX8S Boulevard 

. Manila 
Philippines 

Dr Ruben W. Engel 
Nutrition Advisor 
United States. Agency' for. 
International Development 

. Ramon Magsaysay Center 
1680 Roxas Boulevard 
Manila 
. Philippines 

Dr Amanda V. Valenzuela 
Professor, Public Health Administration 
and Family Planning 
Tnctltut" of Public Health 
University of the Philippines 
Pedro Gil Street 
Manila 

Dr Corazon V. Ferreol 
Assistant Professor, Public Ileal th 
Administration 
Institute of Public Health 
University of the Philippines 
Pedro Gil Street 
Manila 

3. SECRETARIAT 

SEMINAR DIRECTOR 
DIRECTEUR DU SEMINAIRE 

Dr ,A. Zahra 
Direc·tor 
Family Health Division 
WHO Headquarters 
Geneva 



CONSULTANT 

T~ORARY ADVISER 
CONSEILLER TEMPORAIRE 

SECRETARY 
SECRETAlRE 
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Dr A.A. Angara 
147 Panay Avenue 
Quezon City 
Philippines 

Dr .Tames P. Parado 
Programme Operations Officer 
Bohol Province MCH-based 
Family Planning Project 
Tagbilaran City, Bohol 
Philippines 

Dr T.C. Hsu 
Regional Adviser on 
MCH/Family Planning 
WHO Regional Office for the 
Western Pacific 
Manila 
Philippines 

Dr M. Behar 
Chief, Nutrition 
WHO Headquarters 
Geneva 

Dr G.It. Emery 
Regional Adviser on 
Strengthening of Health Services 
WHO Regional Office for the 
Western Pacific 
Manila 
Philippines 

Ms H.E. Fillmore 
Regional Nursing Adviser on 
Family Health 
WHO Regional Office for the 
Western Pacific 
Manila 
Philippines 

Dr M. Kacic-Dimitri 
Regional Adviser on MCH 
WHO Regional Office for the 
Western Pacific 
Manila 
Philippines 

Dr A. Petros-Barvazian 
Chief, MCH 
WHO Headquarters 
Geneva 
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Dr J. Bolton 
WHO Medical Officer 
Bohol Province MCH-Based 
,Family Planning Project 
Tagbilaran City. Sohol Province 
Philippines " il ;: '. ,>, "'" 

Mrs S.F .L. Fan' 
WHO Nurse Educator 
Family Health Project 
c/o Family Planning Section 
Department of Public Health 
Konedobu 
Papua New Guinea ' .. ' :,' 

Dr R.J. Gobius 
WHO Medical Officer 
MCH/Family Planning Project 
P.O. Box 77 
Apia 
Western Samoa 

Ms M.E. Leavy 
WHO Public Health Nurse 
Public Health Advisory Services 
South Pacific 
c/o The WHO Representative 
P.O. Box 113 
Suva 
Fiji 

Dr J. Lecomte 
11110 Medical Officer 
MeH/Family Planning Project 
c/o The Director (If Health 
Nuku'alofa 
Tonga 
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ANNEX 2 

LIST OF PANEL AND LEADING DISCUSSANTS IN THE 
PRESENTATION OF TOPICS UNDER AGENDA ITEM HEADINGS 

AGENDA IT!)II l: 

AGENDA ITDt 2: 

AGENDA ITDt 3: 

AGENDA I'l'u. 4: 

The major health needs and problema of mothers and 
children in the region 

Dr M. Kacic-Dimitri (WHO) 
Dr A.M. Angara (Philippinea) 
Dr Paul R. Land4 (New Hebrides, 
Dr S.M. Tillott (New Zealand) 

Content of integrated MCH care and priorities within 
prill8l'l health care 

Dr K.S. Kalicinski (WHO) 
Dr M. Behar (WHO) 
Dr T.C. Hsu (WHO) 
Me M. Lenoir (WHO) 
Dr D. Maemaruki (Solomon Islands) 
Dr D. r. Pakahong (Singapore) 

Trends in the delivery of MCHIFP in health service., 
particularly within primary health care 

Dr A. Petros-Barvazian (WHO) 
Mr H.S. Dhillon (WHO) 
Dr G. Elnery (WHO) 
Dr A.A. Angara (Consultant) 
Dr C. Camacho (Trust Territory of the Pacific Islands) 
Dr J.O. TUvi (Papua New Guinea) 
Dr J. P. Parada (Temporary Adviser) 

Manpower development for MCH"inclUdinl" family plannins 
and nutrition 

Ma H. Fillmore (WHO) 
Dr E. Goon (WHO) 
Dr H.S. Alexander (Fiji) 
Dr T. Leota (Western Samoa) 
Dr B. Wong Eo- Yang (Hong KOI'II!:) 
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ANNEX 3 

RESOLUTION OF THE WHO REGIONAL COMMITTEE 
FOR THE WESTERN PACIFIC (WPR/RC26.R5) 

Promotion of national health care service. 
relating to primary health care 

The Regional Committee, 

Having considered resolution WHA28.88 adopted by the Twentl-eighth 
World Health Assembly,l 

1. NOTES that most governments in the Western PacifiC Re,ion have 
the necessary health policies and structural framework, .d1fter1ng onl1 in 
degree of development, to apply the concept of pr~ health care in 
the operation ot their health service. and that m&n1 ot them are taking 
steps to do so; 

2. RECOGNIZES the importance of 

(a) delivering to the local population primary health care 
which combines promotive, preventive, curative and rehabilitative 
services in the context ot community needs; 

(b) making primary health care accessible particularly in the 
rural areas where the maJority of the population of the developing 
countries lives; 

(c) ensuring that all members of the health services participate 
in supporting primary health care activities at the peripheral 
level; 

(d) establishing closer contacts between health workers at the 
periphery and those responsible for commun1ty development, in 
all matters which may affect the health of the people; 

(e) ensuring that the health serv1ces use available resources 
more effectively; for example, by employing local manpower, 
atter training, to deliver primary health care and by training 
single-purpose health workers to serve in a multipurpose 
capacity; 

(f) involving the commun1ty in the organization, development 
and execution of primary health care activities; 

1 
WHO Official Records, No. 226, 1975, pp. 53-54. 
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3. REQ.UES'I5 the Regional Director: 

(a) to promote, and assist governments in preparing, national 
plans of action in the area of primary health care; 

(b) to provide ~dance and assist governments upon request in 
activities, including research, related to the strengthening of 
primary health care and its delivery to the majority of the people. 

Septelllber 1975, 26, 29 
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SECOND REGIONAL SEMINAR ON lHHUNIZATION IN THE CONTROL 
. COMMUNICABLE DisEASES, MANILA,. 9-:-15 OCTOBER 1975 

CONCLUSIONS 

ANNEX 4 

1. The national needs for immunization in countries not yet 
achieving a high coverage were reviewed. Having regard.to the 
available resources of each country, both financially and .in m4llpower, 
it is felt that carefully planned, intensive programmes should be 
started immediately with clearly defined feasible progressive objectives. 
Technical advice from WHO. is available to draw up such programmes. 

2. All immunization programmes must be rp~arded as on-going 
progr8lllllleS and must not be interrupted. The national budget should 
allow for.such continuous programmes. 

3. The immunization schedules of the countries. should be reviewed 
and if resources are limited priorities should be assessed. The minillum 
effective number of injections should be assured, including booster 
doses. Outside help is available to support such programmes provided 
the request is made by the country and the programmes are defined and 
considered likely to succeed. WHO and UNICEF advice is available. to 
help in purchasing vaccines on behalf of governments and in securing 
finmcial assistance from external sources. 

4. Programmes have to be evaluated for administrative and 
technical efficacy. The evaluation should include surveillance of 
reactiODs to vaccine so that these can be put into the perspective of 
the general effectiveness of the programme. 

5. Surveillance of diseases under the immunization programme 
should be strengthened. This includes increased support by the 
laboratories for the diagnosis of diseases. 

6. The Regional Office is prepared to act as an information centre 
on the progress of 1mDunization progr .... s and the Regional Office will 
prepare a plan for consideratiOD by the countries. 

7. Although it is logical to have family planning, antenatal and 
postnatal care as well as immunization programmes looked after by the 
MCH services, the health worker is being overloaded with work. More 
staff should be assigned to MCH work where necessary to carry out 
increased tasks and all the activities should be allotted a feasible 
proportion of their working time. 

8. In order to provide the information needed for a realistic 
assignaent of the time health workers devote to their different 
activities there should be tille-based work-load studies in the field. 
From such studies the needs, if any, for increased numbers of health 
workera can be estimated realistically • 

9. Vaccill8s used in well designed t-lIIlization progr_s have 
been shown to be powerful tools against infectious diseaaes and an 
intensified activity in their use 1a recommended. 
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10. In order to check on the quality of imported and locally 
produced vaccines a national control laboratory should be established 
wherever possible. A relatively simple laboratory could make a marked 
impact on the immunization programmes. Technical advice from WHO is 
available for this. 

11. The importance and the availability of regional resources 
should be taken into consideration wherever possible. Those involved 
in using the vaccine should also be involved in drawing up the 
specifications and in selecting the vaccines. It was agreed to adopt 
the procedure set out in the report and WHO technical help is available 
in the selection of vaccine. 

11;. The "cold chain" should be investigated at every stage and in 
every detail to ensure that only vaccines that have been stored and 
transported correctly are used. Each refrigerator should be equipped 
with a maximum and a minimum thermo.eter. Packages of vaccines in 
transit should be clearly marked ''lCEEP COOL BUT DO NOT FREEZE" or 
''FREEZE AT ALL TIMES", whichever is relevant. 

13. In some Pacific cO\Dltries/areas typhoid is an important health 
and economic problem and, although efforts should be made to control the 
disease through sanitation and personal hygiene programmes, iDBmnization 
is a powerful tool of immediate effectiveness and should, therefore, be 
included in the immunization progr.... for the time being. 

14. There is a need for national workshops and seminars. These 
are intended to disseminate the information discussed at the regional 
seminar in order to stimulate national interest and define national 
problema. WHO and UHICEF are willing to participate in national 
workshops. 

15. There was a request for a WHO manual concerning the handling 
of vaccines and vaccination procedures. 

16. Political and administrative backing must be ensured at all 
levels and community participation is necessary in immunization programmes. 
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ANNEX 5 

LIST OF REFERENCE MATERIALS 

1. WHO publication 

Treatment and prevention of dehydration in diarrhoeal diseases; 
a guide for use at the primary level. Geneva. 1976 

2. WHO Chronicle 

No. 29, 1975 - A management method for planning and implementing 
health projects. by Professor M SChaefer (pp 18-2,) 

No. '0. 1976 - Malnutrition in the Western pacifio Region. 
by Dr H.J.L. Burgess and Ms Ann Burgess (pp 64-69) 

,. WHO Teohnioal Report Series 

NO. 428. 1969 - The organization and administration of maternal and 
child health services: report of a WHO Expert Committee 

No. 476. 1971 - Family planning in health servioes: report of a 
WHO Expert Conuni ttee 

No. 48" 1971 - Health education in health aspects of family planning: 
report of a WHO Study Group 

No. 575. 1975 - Advances 1n methods of fertility regulation: report 
of a WHO SCientific Group 

4. PUblioation of the Pan Amerioan Health Organization 

PUffer. R.R. & Serrano, C.V •• Patterns of mortality in ohildhood 
(excerpts), Washington, 1973 

5. Documents issued by WHO HeadQusrters 

MCHjWP/75.4 - Health manpower development in MCH including family 
planning care. by Dr J.K. Harfouche 

MCH/WP/75.5 - Maternal and child care at the village level. by 
Ms Julita I. Yabes 

MCHjWp/7S.6 - Maternal and ehlld health: future problems and factors 
involved in their solutIon. by Dr Michel Manciaux 

MCH/WP/75.8 - Child growth and development (physical and PSYChosooial), 
by Dr N.S. Kisljak 
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MCH/WP/75.l0 - Reoent trends in maternal mortality, by the WHO 
Secretariat 

MCH/WP/75.ll - Mortality patterns in infancy and childhood for 
selected countries, by the WHO Secretariat 

6. DocUDFnts issued by the WHO Regional Office for the Western Pacific 

WPR/RC26/5 Add.l, lW6 - Promotion of national health care services 
relating to primary health care 

Unnumbered - Summary of replies to questionnaire relating to the 
Seminar on the Delivery of Maternal and Child Health and Family Planning 
wi thin Primary Health Care. 14-20 September lW6 
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