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1. INTRODUCTION 

The Regional Seminar on Nutrition and Family Planning was held in Manila 
from 31 October to 6 November 1979. The meeting was convened under WHO 
sponsorship with funds provided by the United Nations Fund for Population 
Activities (UNFPA). 

The objectives of the Seminar were: 

General 

To promote the development of integrated programmes in the context of 
primary health care delivery through the establishment of a framework based 
on the interrelationship of nutrition and family planning. 

Specific 

- to diagnose social, economic and cultural factors in the causation of 
malnutrition at the peripheral level; 

- to conceptualize nutrition's role in family and community health; 
review of current status of nutrition activities related to family planning/ 
maternal and child health (HCH); 

- to formulate problems that inhibit the impact of nutrition activities 
at the peripheral level; 

to evolve simple strategies in promoting nutrition through family 
health and the primary health care approach; 

- to evolve patterns of integrated activities linking nutrition 
activities with family planning programmes; 

to identify minimal and essential nutrition activities to be performed 
by the peripheral health workers; 

- to identify areas of collaboration to evolve the methodology of 
education and training of personnel for delivery of integrated nutrition 
activities at the peripheral level. 

In his opening remarks, the Regional Director, Dr H. Nakajima, observed 
that the Seminar had been propose~ in order to achieve a wider realization of 
the interrelationship of nutrition and family planning with a view to 
developing integrated programmes. He emphasized that the two great stumbling 
blocks to achieving the goal of health for all by the year 2000 were 
unregulated fertility and malnutrition, and the development of integrated 
family planning/maternal and child health/nutrition activities at the primary 
health care level appeared to be a choice strategy in this context. He 
recalled the efforts of the organization in the past to explore the technical 
and administrative approaches to nutrition and family health, followed by 
consultations on the operational integration of nutrition snd family planning. 
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The Regional Director emphasized the need for the identification of 
minimal essential inputs at the peripheral level, evolving simple strategies 
in promoting nutrition through family health and the primary health care 
approach, and for the development of the methodology of delivery and training. 

The Seminar was attended by 25 participants from 20 countries and areas 
of the Region. In addition, FAa sent an observer. The meeting received 
administrative and technical support from seminar staff consisting of the 
seminar director (Dr Ivan Beghin), a resource person (Dr Charles Teller), two 
temporary advisers (Dr Raj Karim and Dr S. Koetsawang) and an operational 
officer (Dr N.V.K. Nair). In addition, WHO Regional Office staff 
participated in the topic presentations and discussions. 

Following the opening ceremony, the seminar group elected 
Dr Charles Maxwell Collins of New Zealand, Chairman, Mrs Wei-Ling Tan of 
Singapore, Vice-Chairman, and Dr Freda Verghese of Malaysia and 
Miss Marcienne Darras of New Caledonia as Rapporteurs. 

The Seminar was conducted in English and French with simultaneous 
interpretation. There were panel discussions with panelists from among the 
participants and WHO Regional Office staff, plenary sessions and working 
groups. The working group reports were presented in plenary sessions and the 
final draft report was prepared, discussed and adopted. 

The closing ceremonies featured a statement of Mrs Pe'ape'a Peleti 
(Samoa), who expressed, on behalf of the group, appreciation of the 
opportunity given to participate in the meeting. The Chairman expressed his 
thanks to the group for the honour conferred on him and for their coope.ration 
and active participation. The Seminar Director said that the meeting had 
been a stimulating experience for both the participants and the secretariat. 
The full attendance at all sessions was ample proof of continued interest. 
He thanked the participants and others for being able to achieve almost all 
of the objectives of the Seminar. 

In his closing statement, the acting Regional Director, Dr S.T. Han, 
emphasized the timeliness of the deliberations and appropriate emphasis on an 
integrated approach at the grass-root level. He expressed the hope that the 
Seminar had contributed to improving the understanding of how basic medical 
care, family planning, nutrition and a good referral system could be 
effectively integrated into one programme of comprehensive primary health 
care. He noted with satisfaction the practical conclusions with regard to 
the modification of existing delivery systems and the training of personnel. 
He also assured participants that this was only the beginning and expressed 
the hope that the WHO Regional Office for the Western Pacific would be able 
to cooperate in further efforts in their respective countries. 

2. SEMINAR REPORT 

The need for integrating nutrition and family planning into the existing 
health delivery system, or the need in some cases to build new integrated 
systems, was agreed upon right from the beginning. The participants did not 
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consider it necessary to discuss the meaning of integration or why it was 
needed. There was the general feeling that these topics had been adequately 
covered at many previous meetings on the subject, the reports of which were 
available as background material to the Seminar. 

Background information with special emphasis on the social, economic, 
and cultural factors in the causation of malnutrition, as well as on 
nutrition and family planning services and the organization of the health 
systems, was presented by Australia, China, Cook Islands, French Polynesia, 
Guam, Japan, Malaysia, New Caledonia, New Hebrides, New Zealand, Papua New 
Guinea, Philippines, Republic of Korea, Samoa, Singapore, Solomon Islands, 
Tonga, Trust Territory of the Pacific Islands, Tuvalu and Viet Nam. 

From the reports, it was evident that, according to the situations 
prevailing, countries would fall into one of the following three categories: 

- countries where nutrition, family planning, and primary health care 
were already fully integrated 

- countries where the three kinds of services were delivered at the 
community level, but not integrated 

- countries where one or more of these services was not delivered at all. 

These experiences in the various countries were a revelation to many of 
the participants, and this formed a basis for the discussions of the Seminar. 

Instead of discussing what and why, the Seminar focussed its attention 
on ~ to achieve the desired degree of integration. 

The report is divided into three parts. The first part attempts to 
define the problem, but also puts forward a number of suggestions. The 
second and the third parts deal with the necessary modifications of the 
existing delivery systems and training, respective\y. These are subjects 
which the deliberations showed to be critical if effective integration of 
nutrition, family planning, and primary health care is to be achieved. 

I . The prob lem 

Almost all countries are facing the challenge of delivering sound health 
care to the community. The way to achieve this goal has long been recognized 
to be far from simple, in fact, rather complex. The new idea is to deliver 
the health service as a package to the community or, as it is said, through 
an integrated approach. 

Although this coricept is generally accepted, it is difficult to put it 
into practice, and it is not satisfactorily applied. The reasons for this 
are many. Among the reasons which were sometimes encountered, the following 
were highlighted during the group discussions: 

(1) Concepts are not well understood or accepted. 

(2) Experience is insufficient: How to.do things successfully. 
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(3) Adaptation of the existing health delivery system to the 
community's need is lacking. 

(4) Community involvement does not exist, or if it exists it is not 
real. 

(5) Training of health care workers and supervisors is often 
inadequate. 

(6) Evaluation does not exist, or evaluation mechanisms are not well 
organized. 

1.1 Concepts are not well understood or accepted 

Concepts of nutrition, of family planning, of primary health care and of 
integration are often not understood, or even when they are understood, they 
are sometimes not accepted. 

A number of reasons for this poor understanding and acceptance were 
discussed in the working groups: 

concepts are not well understood by the health workers, or even by 
the professional groups, because they sometimes are new, and so far 
there has been an emphasis on curative care in many delivery systems. 

Some specialized personnel fear that integration means losing their 
identity and prestige; there is a certain degree of opposition from 
some providers of individual services. 

The people themselves (i.e. the community) are not well informed in 
health mstters and do not always have a correct definition of 
health. This, in turn, is to some extent due to the fact that health 
workers do not adequately inform the people. 

Interpretation of cultural and religious beliefs, and tradition may 
impede the acceptance of some of the newer concepts. 

Political support for the idea of integration is lacking, sometimes 
because of the social and political system of the country. 

1.2 Experience insufficient: How to do things successfully 

The primary health care approach is still very new for quite a number of 
people, and it requires more time for staff at all levels to acquire 
experience. The same applies in varying degrees to nutrition and to family 
planning activities, which are relative late-comers among the more 
traditional health activities at the local level. 

More time is needed also to adapt workers at the national, regional, 
provincial, municipal, and village levels. The need for workers with a 
different orientation and different attitudes calls for a continuous 
orientation and reorientation of administrators, supervisors, etc. 
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Another aspect in which it was felt that more experience was needed was 
in the use of voluntary health workers. While all recognized that volunteers 
should receive incentives, there was no agreement on the kind, importance, 
and implementation of such incentives. 

1.3 Adaptation of the existing health delivery systems to the community's 
need is lacking 

The need to adapt the existing health delivery system to accommodate 
nutrition, family planning and/or primary health care was readily 
acknowledged by the Seminar, which recognized however, that it would be 
difficult to generalize conclusions. 

Some countries felt that their existing delivery sytems are adequate, 
and that integration of both subject matters is being practised with 
recruitment of new staff. Other participants believed that in some countries 
substantial structural changes were necessary. All agreed that if the 
services are to be responsive to the needs of the people, a process of 
bringing such services closer to the people has to be evolved. 

In some countries which have a national policy of integration, such 
integration i. not fully implemented for reasons such as: 

lack of personnel 

lack of motivation 

lack of career incentive 

administrative difficulties in transferring staff 

lack of supervision 

economic constraints, etc. 

The question whether integration does imply additional staff was 
debated. It was agreed that integration could not mean _ as it often does -
an additional workload for the workers, but that basically, what was needed, 
was a redeployment of human resources. Additional staff may be needed when a 
new activity (family planning, nntrition) has to be introduced and when 
coverage by existing staff is not adequate. 

Other problems which make integration difficult were cited, such as: 

improper budgeting systems, compartmentalizing allocations - with 
generally more importance given to doctor-based and curative - biased 
services; 

multiplication of systems to administer health care: various 
channels for purchasing, supplying, reporting, etc.; 

inadequate infrastructure for transportation and communication; 

specialized professionals (nutritionists, family planning officers) 
not having a voice at the decision-making level in health 
administration. 
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1.4 Community involvement does not exist, or if it exists it is not real 

Community involvement may be looked at in two ways: total involvement 
or partial involvement. The general feeling was that the inadequacy of 
community involvement may be due to the following factors: 

(1) Lack of participation of the community in assessing its own need. 
The concept of "you accept what I think is good for you and not what you 
th ink you need". 

(2) Lack of participation in developing policies. 

(3) Lack of participation in the delivery of services or 
implementation of the programme. 

A first reason for the absence of community involvement is a lack of 
information, which explains why people are not motivated to participate in 
the development of health programmes. If needs and policies are determined 
without the community, then its involvement can only be partial. Thus there 
must be a demand from the community for more involvement in decision-making. 
The support from the administrative level of the government is a vital 
factor: without their backing, any attempt to reach out to the community is 
hampered. But the big question is how does one get the community to 
participate and be involved? How to convince the government to actively and 
continuously assist in any project undertaken? This might be achieved by 
giving proper information to political leaders and to the government about 
what is actually going on at the community level. 

Besides being involved in decisions regarding programmes, the community 
should accept responsibility for its own health care. It should be involved 
and encouraged to become self-reliant in primary health care, through the 
help of various local organizations, voluntary groups, etc. The Seminar 
emphasized the need for organization: nutrition and population problems of 
the community are social problems which require social solutions, one of 
which is organizational. This emphasizes the importance of appropriate 
organization to provide for community participation in assessing the needs 
and developing the programme, in delivering integrated health care, and in 
monitoring the results. Communal efforts to press for a betterment in 
general well-being should facilitate accountability of the health care system 
for improvement in the nutrition and population situation. 

It should be noted that community involvement if it is to be real, 
should involve the total community, and not be limited to an elite group 
which is not necessarily representative. 

1.5 Training of health care workers and supervision is often inadequate 

This topic is reviewed in great detail in the last chapter of this 
report. 
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1.6 Evaluation does not exist or evaluation mechanisms are not well organized 

Most participants felt that evaluation and surveillance were generally 
weak points. In some areas there is even no evaluation at all. A basic 
reason seems to be a poor understanding of the usefulness of evaluation as a 
tool for improving the quality and efficiency of the services. Other 
problems mentioned were the lack of trained personnel or the absence of 
adequate criteria for evaluation. 

Where evaluation does exist, too often the objectives set by planners 
are too far-fetched for the results to be achieved by the field workers, 
which depend on many factors not always well-known to the planners. Thus the 
setting of objectives and the evaluation should be done by both the community 
and the health worker. From the beginning everyone must be clear about what 
is wanted and what is going to be measured. The importance of indicators was 
therefore, recalled by a number of participants, who particUlarly stressed 
the need for better and more practical indicators of community health, to be 
used by both community and health workers. In this respect, the Seminar 
noted with pleasure that WHO had organized a regional Workshop on Systems for 
Monitoring and Predicting Community Nutritional Status (Manila, 29 March-
5 April 1978), and that provision had been made for similar national seminars. 

Community health indicators should be more 
perception of their health and health problems. 
addition to the more traditional indicators and 
health indicators should preferably be positive 
health, to community well-being. 

adapted to the people's 
They should be used in 

not replace them. Community 
indicators, looking beyond 

The Seminar readily arrived at the conclusion that two aspects deserved 
to be discussed at greater length if integration was to become an achievable 
goal: 

- modification of existing health delivery systems; 

- training of personnel. 

It was felt that it was impossible to exchlnge views on the practical 
aspects of integration without touching on' fundamental aspects of primary 
health care. The report therefore to a certain extent repeats conclusions 
made at earlier meetings. The Seminar decided that repetition was 
acceptable, inasmuch as it makes it easier for the reader to acquire 
comprehensive understanding of how integration was viewed by the group. 

2. Modification of the existing health delivery systems 

It was generally accepted that all services to the people should be 
given as a "package deal", and that vertical health delivery systems were not 
the answer today. To integrate activities at the primary health care level, 
every effort should be made to fit these activities into the existing 
delivery system. There is "no one system or model that would suit all the 
countries represented at the Seminar. In fact there could be even more than 
one model in each country, each model depending on the local health needs. 
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The need to modify existing health systems to accommodate nutrition and 
family planning into primary health care will mean minor.brganiz~tional 
adjustments in some countries or areas, but it may also lmply major 
structural rearrangements in others. In some countries, new systems for 
delivery of integrated care (including nutrition and family planning) may 
even have to be created. 

The Seminar agreed on the fact that integration of the various field 
activities should proceed from an integrated concept of public health 
activities at the central level, which should be translated at the various 
existing specialized service levels. It was felt that in some countries 
policy-makers should shift their emphasis in the health care of the community 
from curative to preventive services. But for the policy-makers to accept 
modifications of the existing health services, they should be presented with 
a good infrastructure of the primary health care system, which could be 
implemented with minimum budgetary adjustments. 

The Seminar addressed itself to the practical problem of achieving 
~ffective integration, and considered four major aspects: 

organizational changes; 

changes in the norms; 

training of personnel (to be discussed in the following chapter); 

supervision. 

2.1 Organizational changes 

Organizational changes may be structural or only functional. In some 
countries, where structural integration is not possible or not desirable, 
functional integration of family planning, nutrition, and health care should 
be achieved progressively. Functional integration is more than merely 
coordination. At the local level, however, integration should be total. 
Means of integration that were given as examples during the Seminar are: 

single lines of communication (i.e. one single line covering 
nutrition, family planning, and primary health Care in a combined way); 

single recording and reporting systems; 

single supply mechanism (for drugs, medicines, contraceptives, food 
supplements, stationary, etc.); 

single forms and control; 

unified, single two-way referral systems with the secondary level 
(health centre; hospital) so that there would be a constant feedback about 
the community's problems and needs, both to the health centre or hospital 
staff, and to the primary health care worker, supporting all aspects of 
primary health care, including nutrition and family planning; 
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. ~edeployment of human resources: the Seminar did not accept that 
1ntegrat10n would necessarily mean overwork or extra-load of work for health 
personnel, but rather that the distribution of personnel's time and 
responsibilities should obey newly established priorities; 

progressive integration at district and/or. provincial level. 

While considering the administrative implications of integration, the 
Seminar endorsed recommendations made at earlier meetings such as the 
Regional Conference on Primary Health Care (Manila, 21-24 November 1977) and 
the Workshop on Systems for Monitoring and Predicting Community Nutritional 
Status (Manila, 29 March - 5 April 1978), on the need for evaluation, and 
particularly on the need to develop better indicators of community health. 

2.2 Changes in the norms (standards and procedures) 

The tasks given to the primary health care worker should be totslly 
integrated, and this ought to be reflected in the written instructions he/she 
receives during the training period (in some cases, where the workers is not 
literate, the manual should remain with the supervisor). The manual should 
provide simple guidelines for both the primary health care worker and his 
supervisor. The words "family planning" and "nutrition" may not even be used 
as headings. All activities should be combined around a few key tasks. 

The Seminar discussed a few examples of integrated activities at the 
grass-roots level: 

home visiting: it is an essential part of primary health care and it 
should be carried out regularly. It should be approached in response to the 
total health needs of the family, and not be specialized (no separate visits 
for family planning, for nutrition, etc.); 

counselling; 

prenatal care; 

health education; 

organizing the community. 

If kits are to be used, for example for home visiting, there should be 
only one kit (and not, as happened in one country, t.hree separate kits: for 
weighing, for family planning, and for general care). 

All activities at the grass-roots level should take place either in the 
home, or in the health post or station. There should not be different places 
or hours for nutrition or family planning activities. If mothers are to be 
referrred to a clinic outside the village, it is important that the services 
be coordinated at the clinic. Sometimes travel of many hours is required for 
the women to attend the clinic, and use of these services might be 
discouraged if sessions for family planning and nutrition are held on 
different days. 
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2.3 Supervision 

Supervision was recognized as a key element in providing adequa:e: 
integrated services to the people. It was strongly felt that ~uperv1s10n of 
primary health care workers needs strengthening in most countr1es, and that 
it should be given a supportive and educational role on the one hand, and a 
multipurpose character on the other. 

The Seminar felt that the primary health care worker should be 
supervised by a "generalist", that is by a general public health worker ~such 
as a nurse) who would cover all aspects of work, including of course fam1ly 
planning and nutrition. This supervisor must of necessity have a certain 
amount of knowledge in various fields. He in turn would be supervised by 
generalists and specialists, working as a team. 

The specialists should not directly supervise the primary health care 
workers as they may create confusion by placing too much emphasis on matters 
within their own fields. Also, they could not possibly supervise PRe 
workers, even if only because of their number. 

The primary function of the supervisor personnel is to support the 
prUnary health care worker in his work and help him perform better. He 
should be there to guide and not to examine, and the guidance should be 
provided willingly. In order to work cooperatively together, the supervisor 
and the primary health care worker should have a good line for communication 
with, and easy accessibility to each other, so that assistance and 
information can be obtained, supplies replenished readily, when required. 

The need for supervision is not always fully understood by 
decision-makers, and the necessary means are not always made available to 
supervisory staff. The Seminar considered that supervisors should have the 
authority to travel, means of transportation, and sufficient provision for 
travel expenses; all three aspects were recognized limiting factors in the 
Region. 

With regard to the supervisor of primary health care workers, it was 
felt that to the extent possible he - or at least colleagues of the same 
background and same level of responsibility - should also be the trainer of 
the primary health care workers. The desirable characteristics of the 
supervisor/trainer are examined in the following sector (training of the 
trainers) . 

3. Training of personnel 

The Seminar spent a considerable time on the topics of training of 
personnel in the provision of integrated services to the people regarding 
nutrition, family planning, and other components of primary health care. A 
note of caution was raised: some people tend to believe that staff training 
alone is enough for the work to be done properly. It was pointed out that 
the programme should come first, in response to the needs of the people, and 
more precisely in response to the total health needs of the family. Tasks 
must be defined, and the supporting referral and supervising mechanisms must 
exist or be created. Training, in other words, is necessary but not 
su fficient by itsel f. 
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The major points which were made during the discussion can be grouped in 
three categories: 

general manpower development policy; 

training of primary health care workers; 

training of the trainers. 

3.1 General manpower development 

The Seminar expressed the view that programmes to improve the training 
and supervision of primary health care workers can best be justified within 
the ~ontext of a national development plan. Within such a plan, manpower 
requ1rements to meet specific nutrition, population, and health objectives 
should be adequately detailed. 

Training in family planning and nutr1t10n should be integrated at all 
levels: politicians, administrators, planners, village volunteers, etc. 
Compartmentalized training should be a thing of the past. Specialty training 
is acceptable, provided it is offered in an integrated manner. Programme 
directors, their advisers, and specialists in various aspects of community 
health (nutritionists, maternal and child health workers, family planners, 
etc.) should be re-trained and re-oriented towards the new approach. 
Priorities of individual divisions and departments should give way so as to 
enable the programmes to be developed as a whole. 

Research and evaluation were recognized as important factors. The need 
was stressed for developing mechanisms for feeding research and evaluation 
findings into training programmes. In addition, each training programme, at 
all levels should have its own in-built evaluation components. 

3.2 Training of the primary health care worker 

Organizing the training of primary health care workers should start with 
the identification of the existing health problems in the community (or the 
area), i.e. the global health problems at the family level, and not separate 
nutrition, family planning, or curative care needs. It is from that point of 
departure that tasks should be defined, and that the criteria for selecting 
the primary health care workers be set up. 

The Seminar was well aware of the great diversity of situations and 
needs, but it considered that some general principles could be proposed. 

Guidelines for training at the grass-roots level should include 
principles and questions such as: Where are the programmes to be carried 
out; By whom; What will be its content; How will continuing education be 
secured, etc. The Seminar unanimously agreed that training of the primary 
health care worker should be 

simple, 
task-oriented, 
related to local needs, 
integrated, 
decentralized, and 
use written instructions 
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. . t·f· d b the 
Th . t that the training should be simple is JUS 1 le y e requiremen . b d . g him 

need to both adapt it to the level of the worker and t? avoid. u~ ~rnln 
with an excess of tasks and responsibilities, beyond his capabilities as 
often seems to happen. 

Integration was understood in terms of integration of the servic~s 
offered to the people. Nutrition, family planning, and other preventiv: and 
curative actions should be inseparable components of tasks s~ch as h~~ . 
visiting counselling elementary care, generating of community participation 
and awar~ness, prenat~l attention, etc. Health education should be geared 
towards the needs of the family, and therefore be addressed as much to the 
fathers as to the mothers. 

The content of the training, therefore, should be in part theoret~cal, 
and to a much larger extent practical. It should not only cover technical 
subjects, but also train the primary health care worker to b~come 
self-reliant, i.e. not to remain overdependent on the superviSor and the 
health system. 

The training content should be outlined, pretested and the content then 
modified according to the results of the pretesting. The objectives of the 
training course or activity, and the functions expected from the trainees 
should be clearly defined from the beginning. Training activities should be 
constantly reviewed and readjusted. 

Depending on the level of the trainees and the skills existing in the 
country in preparing and using self-learning technology, self-learning 
methods and material should be applied. Local language or dialect should 
preferably be used with more time spent on practice. 

The primary health care worker should be trained by one type of person: 
a general public health worker, such as a nurse, who would preferably also be 
the supervisor, or at least have similar background and responsibilities. 

Training should be as decentralized as possible, both in tile 
administrative and the geographic sense. It should be conducted as close as 
possible to the place where the trainee is functioning Or going to function. 
Refresher and on-the-job training are indispensable components of a 
continuing education programme, which the Seminar considered to be essential, 
if nutrition and family planning are to be progressively incorporated. In 
this respect, the Seminar discussed at length the subject of supervision, and 
agreed that supervision should have a sizeable educational component: an 
important part of the in-service training of primary health care workers 
should be incorporated into the visits to the community by the supervisor. 

A manual (guide, set of instructions) should be prepared and developed 
jointly by the trainers and the supervisors (whenever they are not the same 
people). Many countries already have such manuals, but it was felt that 
there was a wide field for improvement, including the incorporation of 
nutrition and family planning. Such manuals should be adapted to each 
country, or even to different areas in one country. Integration of the 
manual means that there should be only one set of instructions for home 
visiting, for curative care, for diagnosis, etc. where the primary health 
care worker is unable to read, the manual will remain a tool to assist the 
supervisor in the continuing training of the worker. 
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The Seminar also briefly discussed the advantages of using aids in 
training (particularly when self-learning methods are used), such as 
cassettes, microfilms, filmstrips in support of pre-service and in-service 
training. The mass""1Iledia, circulars, newletters and bulletins are used with 
good results in some countries of the Region, to update and refresh field 
workers. 

3.3 Training of the trainer 

In most cases trainers of primary health care workers would also 
function as supervisors, or at least the trainers and the superviaors should 
be persons with similar background and responsibilities. 

The trainer must be conscious of local health problems, environment, and 
customs; and should have first-hand field experience. But on the other hand 
he should be well informed of the public health policies being implemented in 
the country, the area, or the district, because he is a vital link in the 
chain, and he should be able to integrate his work into the general public 
health system. As already mentioned with respect to the supervisor, he 
should be a general public health worker, trained in turn by general health 
workers (doctors, nurses), and assisted in this training by vsriou8 
specialists. 

The trainer must be able to communicate effectively. His training 
should include techniques of pre-testing, curriculum development, and 
evaluation. Appropriate teaching methods and materials should be developed 
according to the environment and types of personnel to be trained (e.g. 
practical demonstrations, drama, role playing, audio-visual aids, etc.). His 
training should be simple, avoid highly technical terms, use local words and 
names, and take into account the social and cultural behaviour of the 
communitiea where the primary health workers are eventually going to be 
working. Furthermore, the training of the trainer should, of course, be 
integrated, covering nutrition and family planning, in addition to the more 
classical components of primary health care. 

One way of achieving such integration, at least in part, ia by having a 
manual developed jointly by the trainers and their teachers and instructors. 
Such a manual (a trainers' manual) should cover not only the operational 
aspects of integration, but also their biological aspects, i.e. the 
biological relationships between nutrition, fertility, and health. 

The Seminar noted with pleasure that WHO is presently preparing a manual 
for trainers, which will cover the nutrition component of primary health 
care. The manual is not to be used as such in any training programme, but is 
intended to be a prototype of how a national manual would look after having 
been designed in the country, by trainers and specialists. A provisional 
table of contents of the forthcoming WHO manual was circulated, and is 
attached as an annex to this report (Annex 2). The Seminar considered that 
the titles of the nine proposed modules were good examples of integrated 
acd vities, and noted that "nutrition education" does not appear as a module 
in itself, but that it has been incorporated into the various modules. All 
the modules need not be used in anyone place; in each situation one or more 
modules would be selected and locally developed. 
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3. SUMMARY AND CONCLUSIONS 

The Seminar addressed itself, from the very first day, to the practical 
aspects of integrating family planning, nutrition activities, and other 
health activities into one comprehensive package of services to the people. 
There was agreement from the beginning, on the need for integration; 
participants did no~ feel it necessary to discuss what integration is and why 
it is needed, but rather focused their attention on means of achieving it. 

In spite of the wide variety of country situations described by the 
participants, the Seminar felt that some degree of generalization was 
possible. There was agreement on the fact that to achieve effective 
integration of nutrition and family planning into primary health care at the 
grass-roots level, efforts should be concentrated on two major areas: 

modification of existing health delivery systems; 

training of personnel. 

The need to modify existing health delivery systems to accommodate 
nutrition and family planning in primary health care will mean minor 
organizational adjustments in some countries or areas, but it also may imply 
major structural rearrangements in others. Among the changes that might be 
necessary to achieve functional and/or organizational integration of 
services, the Seminar laid emphasis on aspects such 8S: 

composite manuals; 

single lines of communication, supply mechanisms, reporting systems, 
supervision, etc. to deal with nutrition, family planning, and 
primary health care in a combined manner; 

strengthening of supervision of primary health care workers, giving 
it a supportive and educational role on the one hand, and a multi
purpose character on the other; 

redeployment of human resources; 

progressive integration at provincial and central level; i.e. 
functional integration, where organizational integration is not 
possible Or not desirable; 

need for a single referral system supporting all aspects of primary 
health care, including its nutrition and family planning components. 

With respect to training of personnel, the Seminar felt that all levels 
of health workers need to be trained to understand and apply an integrated 
approach. The community health worker should receive training by a general 
public health worker who should preferably be his/her supervisor. His 
training should be done locally; be simple and practical; and use a manual 
that would Cover the necessary aspects of family planning, nutrition, and 
basic care. 
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The training of the trainers of the primary health care workers in 
family planning and nutrition should receive particular attention. It should 
be provided by general public health workers aided by specialists. The 
content and the teaching should be integrated, and should cover both the 
biological and the operational relationships between family planning and 
nutrition. A manual should be used, preferably a manual developed jointly by 
the trainers of primsry health care workers and their teachers. The WHO 
manual, now being prepared, could serve as a prototype. 

It was emphasized that programmes to redeploy resourcres and improve 
training and supervision of primary health care workers can best be justified 
within the context of a national development plan. Within such a plan, 
manpower requirements to meet specific nutrition, population and health goals 
should be adequately detailed. The Seminar endorsed recommendations made at 
earlLer meetings on the need for evaluation, and particularly on the need to 
develop better indicators of community health. 

The Seminar also considered important the need to promote among health 
workers and within the community a better understanding of the concepts not 
only of nutrition or family planning but also of their integration. Efforts 
towards integration are justified inasmuch as they respond to a need felt by 
the people, and receive support from the c~unity. 

With respect to the follow-up of its deliberations, the Seminar noted 
with pleasure that WHO has arranged for two national seminars in the Region 
in 1980 and looks forward to further follow-up activities. The Seminar also 
endorsed a suggestion made by some of the participants that provision should 
be made for fellowships for those who have the responsibility of training 
primary health care workers in an integrated approach. The suggestion was 
also made that the WHO Regional Office should take the Seminar's conclusions 
into consideration when organizing meetings on subjects which are 
traditionally more vertical in scope (such as dental care, environmental 
health) . 
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AGENDA 

Wednesday, 31 October Registration 

Thursday, 1 November 

- Welcome and opening address of the 
Regional Director, Dr H. Nakajima 

- Address by the Seminar Director, Dr Ivan Beghin 
- Election of Chairman, Vice-Chairman and Rapporteurs 
- Adoption of the agenda 

Primary Health Care: Dr G. Nugroho 

Country experiences (1) 

Planning Activities at the Community 
Level: --- Dr F .G. Joseph 

Country experiences (2) 

Nutrition Activities at the Community Level: 
Dr N.V.K. Nair 

Panel: Integration of Nutrition Activities 
and Family Planning into Primary 
Health Care 

Dr I. Beghin (Chairman) 
Dr Raj Karim 
Dr Suporn Koetsawang 
Dr Charles Teller 
Dr G. Nugroho 
Dr F. J. Jose ph 
Dr N.V.K. Nair 

Discussion 

Country experiences (continuation) 

Constitution of groups 

Group Session I 
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Panel: Difficulties in Integrating Nutrition 
into Primary Health care 

Mrs Wei Ling Tan (Chairman) 
Dr R. Kamkilakai 
Mrs R. English 
Mrs Young-Nam Lee 
Dr Dao Thi Ngoc Dien 

Country experiences (close) 

Group Session II 

Plenary Session: Reports of Group Sessions I and II 

Review by Seminar Director 

Panel: 

Group Session Ill: Modification 
of Existing Delivery Systems 

Manpower Development for Integrating 
Nutrition and Family Planning into 
Primary Health Care 

Miss M. Darras (Chairman) 
Miss A. Fotu 
Dr Moon-Sik Hong 
Dr F. Verghese 
Dr G. Diebolt 
Dr A.J. Quan 

Discussion 

Group Session IV: Training of Personnel 

Plenary Session: Discussion of final report (1) 

Plenary Session: Discussion of final report (2) 

Plenary Session: Discussion of final report (3) 

Plenary Session: Conclusions 

Closing of Seminar 
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BACKGROUND DOCUMENTS 
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Systems, Geneva, 28 November - 2 December 1977 (NUT/78.3). 

3. Interregional Workshop on Nutrition in Family Health, Morogoro, 
24-29 November 1975 (NUT/76.l). 

4. Interregional Consultation on Strategies for Nutrition through Local 
Health Services, Teheran, 6-10 November 1976 (NUT/77.4). 

5. Interregional Consultation on the Integration of Nutrition and Family 
Planning Programmes, New Delhi, 5-9 October 1976 (NUT/77.3). 

6. Nutrition and Family Planning, Huenemann, R.L. (NUT/75.3). 

7. A Guideline for Nutrition Activities through Local Health Services for 
Joint WHO/UNICEF Strategy, Geneva, September 1974 (NUT/74.3). 

8. Report of the International Conference on Primary Health Care, Alma-Ata, 
USSR, 6-12 September 1978 (ICPHC/ALA/78.l0). 

9. Final report of the Regional Conference on Primary Health Care, Manila, 
21-24 November 1977. 

10. Workshop on Systems for Monitoring and Predicting Community Nutritional 
Status, Manila, 29 March - 5 April 1978. 

11. A Growth Chart for International use in Maternal and Child Health Care, 
Geneva, 1978. 

12. Rojas-Aleta, I., A Case Study on Community Health Development through 
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Development, 22-27 October 1979 (WPR/PHC/79.2). 

13. Beghin, I., Improving Nutrition at the Local Level, Assignment Children 
UNICEF, 35: 9-24 (1976.) 
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NUTRITION IN PRIMARY HEALTH CARE 

A Manual for the Trainers of Community Health Workers Outline of . , 
Rev1sed Draft, WHO/IUNS Consultation, Tunis, Tunisis, September 1979 

I. Introduction 

Purpose of the manus1: for whom it is intended; how it should be used; 
the need to adapt it to each situation, etc. 

II. Background 

Approach to nutrition problems (in PHC) 
Importance of nutrition training of Community Health Workers 
The Community Health Worker 
The health system and its relationship to the Community 
Health Worker 

III. Education methods 

Guidelines for nutrition tra1n1ng programme (educational technology) 
The trainer, his(her) characteristics 
Example of course - workshop: 

- Specific learning objectives 
- Course preparation 
- Course out1inp 

- Follow up 
Self instruction modules: what they are; how to use them 

IV. Proposed modules 

1. Know community and needs 
2. Growth and monitoring of growth 
3. Breast feeding 
4. Diet of child 
5. Maternal nutrition 
6. Identification and management of nutritional deficiencies 
7. Diarrhoea 
8. Infection and nutrition 
9. Planning for village action 

V. Continuing roles for trainer, and continuing education and supervision 
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INTEGRATION OF NUTRITION AND FAMILY PLANNING 

by 

Dr N.V.K. Nairl 

• 
1. INTRODUCTION 

It is becoming increasingly apparent that, to achieve the objective of 
improving the quality of life of the vast majority of people, an element of 
integration in the organization and delivery of services is essential. In 
this context, it is expected that linking,among others, policies and 
programmes designed to moderate population growth, increasing food supplies, 
maintaining adequate levels of nutrition, improving health care and 
controlling infections will have a salutary effect on the health and 
well-being of the people. 

Public health activities in the field of nutrition interact with family 
planning in many areas: the nutritional state of the mother affects her 
performance and the vitality of the offspring; conversely, the number of 
children she bears and their spacing influence her nutritional state directly 
and her family indirectly by affecting the amount of food available per 
head. Thus, programmes directed towards family planning and nutrition will 
have a mutually enhancing effect. It is considered that a dialogue between 
those engaged in the respective disciplines would assist in identifying 
linkage points in both areas and strategies for their integration. 

The high incidence of malnutrition and infectious diseases, and the 
consequences of unregulated pregnancies constitute formidable problems in 
most of the developing countries - and both these problems are of serious 
concern to h~alth wOrkers. Ptogrammes directed towards malnutrition problems 
and family planning programmes are being implemented in several countries 
within the health sector and, in spite of the mutual benefit of integrating 
nutrition and family planning programmes, they are being implemented as more 
or less independent programmes in several countries. No doubt integrated 
approaches on a pilot scale have been tried in some countries with varying 
degree of success. Evidently it is easier to integrate services at the most 
peripheral level when just one worker is involved, but similar integration at 
higher levels is more difficult owing to the number of agencies and 
departments concerned. 

Regional Adviser on Nutrition, WHO Regional Office for the Western 
Pacific. 
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2 • RATIONALE FOR AN INTEGRATED APPROACH 

Population policies and food and nutrition have some obvious links, viz. 
the problem of an increasing population haying to share the available 
services and facilities such as health, food and the educational and social 
services. 

The linkage becomes more obvious 
pregnancy, rapid growth and illness. 
specific nutrition deficiency becomes 
requirements for nutrient intake. 

during times of stress such as 
In such situations, the incidence of 
more marked, invalidating standardized 

The absence of a sharp dividing line between good health and 
malnutrition, especially in its milder degrees, makes it difficult to 
quantify the extent of malnutrition in the country. This is further 
complicated by the physiological adaptation to continuous periods of food 
shortage. Nutritional status is related to several factors: family size and 
income, food prices, educational levels, food habits, health care and 
sanitation. Infants and children suffer most from malnutrition with possible 
consequences in later life, both physical and mental. The series of 
conditional linkages is well knowo: overcrowding, poor~nvironmental 
hygiene, frequent infection, lowered biological utilization of food or 
increased requirement, and consequent retardation of growth. 

The concept of a "food gap" needs to be interpreted in terms of the 
difference between "effective demand" and "nutritional needs", which would 
explain the phenomena of inability to purchase in spite of availability of 
large stocks. The poorer sections of the community are thus deprived of 
their needs in spite of increased production. Equity of food distribution by 
increasing the number of people in the production process or improvement of 
real income appears to be a possible course of action. Some countries have 
attempted food subsidies as complementary to a broad-based health system with 
encouraging results. 

The existence of biological relationships between food, nutrition and 
population effects synergisms among programmes in these different areas. The 
provision of continued services for health and family planning has been 
advocated to increase the efficiency and effectiveness of the use of limited 
resources on the premise that acceptance of one. type of service will 
reinforce positive attitudes toward the acceptance of others. 

The quantifiable cause and effect relationship between population and 
nutrition falls into biological and behavioural categories, though the 
distinction between them is not clear cut. Behavioural changes may manifest 
through biological mechanisms and alternatively there may be biological 
mechanisms affecting behavioural changes. The importance of breast feeding, 
particularly in its relation to the reproductive function, is relevant. 
Lactation inhibits fertility by prolonging post partum amenorrhoea which 
affects the resumption of ovulation and thereby prolongs birth intervals. 
Nutritional status plays some role in determining differences in the interval 
between births although the relationship has not been clearly defined. 

, 
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Another piece in the puzzle 9f intera~ting biological and behavioural 
factors is child survival. Not only is the survival of the offspring closely 
linked, behaviourally and biologically, to both nutrition and reproduction, 
but also no other factor is so central to the quality-of-life issues that 
underlie the need for socioeconomic development. 

There is an obvious need for a coherent policy at the macro level that 
will integrate nutritional considerations relating to a given population and 
food production and supplies. At the present population growth rates, the 
goal of food adequacy for the developing world appears to be a gigantic 
task. The alternative probably consists in slowing down the rates of 
population growth substantially by developmental planning with mutually 
reinforcing integrsted population, food and nutrition progra-es. 

3. DEVELOPMENT OF TIlE INTEGRATED PROGRAMMES 

A. Goals and Objectives 

The ultimate goal of integrated services for nutrition and family 
planning is to contribute to the improvement in the quality of life as part 
of the national development process, special attention being given to the 
underprivileged section of the people. 

The specific objectives of the integrated programmes are; 

(1) to reinforce the efforts of the family planning, health and 
nutrition programmes at the community level; 

(2) to strengthen efforts directed towards 

(a) improving the social climate 
(b) optimum utilization of food resources for nutritional demands 
(c) improving community health ststus 

(3) to develop a system of achievable targets in the balance between 
mortality and fertility. 

B. Strategie~ 

I. National commitment 

Any programme of primary health care will need a political 
commitment on the part of national and local leaders since the organizational 
constraints and obstacles are severe. 

• National commitment has been greatly facilitated by the consensus 
that emerged from the International Conference on Primary Health Care at Alma 
Ata in 1978. Concern for social justice as part of the economic development 
process leads automatically to a new emphasis on primary health care. 
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To crystallize national policy and commitment, the need for a 
national plan of action for primary health care has been proposed by WHO and 
UNICEF. Such a plan of action can focus decision-making on key issues and 
provide the framework for translating policy into action. 

II. Development of an integrated policy 

(1) The initiative in developing an integrated government policy 
should come from the highest national policy-making agency. 

(2) The policy content should reflect the intersectoral nature of 
the problem, oriented towards the needs of the people, with an increased 
focus on those sections of the community in which there is a real income 
constraint. 

(3) The obvious area in which population and nutrition policies 
can be integrated is in mother and child care. 

III. Administrative aspects of integration 

The crucial factors for successful implementation of a multi
faceted and multisectoral programme which would translate policy objectives 
are the following: 

(1) Administrators from all departments need to have a common 
perception and need to view their individual programmes as complementary to 
one another. A way to achieve this is to have coordinating committees at 
various levels of administration. 

(2) Provision of additional budget allocation for integration 
over and above the budget of the individual departments would facilitate and 
be favourably received by departments. 

(3) Adequate training and motivation of operatives who deal 
directly with people. 

(4) A balance between a need-based approach of the people and 
what the expertise justifies. 

IV. Evaluation 

Evaluation serves several purposes inCluding (a) guiding overall 
programme administration; (b) improving efficiency; and (c) measuring 
progress. 

services 

The prerequisites for useful evaluation would be the following: 

(1) established goals and intermediate targets 

(2) reliable data based on well-maintained records and other 

! 

, 
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(3) adequate methodology 

(4) resources 

For programmes that are integrated, evaluation research must also 
be integrated and the results fed back into the programmes as one possible 
safeguard against superficial integration • 


	Blank Page



