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Maternal and child health (t-lClI) activities are undergoing considerable 
development throughout the world. The increased value placed by society 
on the health and well-being of its women wld children is a new approach 
particular to modern times. The recognition of the rights of the childl 
has not occurred overnig~t. This development has been slow but unflagging. 

~~ In the last decades particularly, the concept that expenditure for the 
care of children is the most profitable investment a society can make in 
its future has gained support and acceptance in developing countries. 

1. CONTENT OF A COMPREHENSIVE MCH PROGRAMME 

A WHO Expert Committee2 convened in 1955 discussed the administration 
of rJaternal and child health services. It considered that a comprehensive 
MCH programme should include the following: 

"1. Health protection for all mothers and children, as defined 
in the second report of the Expert Committee on Public Health 
Administration: 'Health protection include(s) the promotion of 
health, the prevention of sickness, and curative and restorative 
medicine in all its aspects. ,3 

(a) t-laternity care providing for adequate prenatal, natal, and 
postnatal care, including health supervision of nursing mothers. 

(b) Continuing health supervision and total medical care of all 
children from birth through childhood and adolescence. 

2. Studies of problems affecting the health and well-being of 
mothers and children (~o serve as a basis or guide to programme 
development) • 

3. Analysis of vital data and statistics concerning mothers 
and children (to serve as a basis or guide to programme 
development) • 

4. Establishment of standards for health personnel serving 
mothers and children and for facilities providing for their 
care. 

5. Co-ordination of MCH services with those of other health 
and social agencies serving mothers and children. 

/6. Health 

lUnited Nations General Assembly Resolution 1386 (XIV) 
Declaration of the Rights of the Child. 

2W1d filth Org. techno Rep. Ser., 1955, 115, 5 

3Wld filth Org. techno Rep. Ser., 1954, 83, 4 
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6. Hea~th education of parents in child care, of schoolchildren, 
and of the general public in MCH matters. 

7. Evalus.tion of the efficiency and effectiveness of MCH services. 

8. Research and development of new methods. 

9. Promotion of education of professional and auxiliary staffs 
through the utilization of MeH personnel and facilities." 

2. PLANNING AND ORIENTATION m~ MeH SERVICES 

There appears at present to be increasing world-wide agreement in 
public health practice that services for mothers and children cannot be 
plamled and operated outside the context of the general health services 
and of the broad programme for social and economic development of a 
country. Hothers and children are an integral part of their families 
and their surroundings. Their health is influenced for good or ill by 
what happens in and to the family as a whole, and the family, in turn, 
is inevitably affected by the human and environment~l conditions of the 
community whose life it shares. It is obvious, especially in the econo
mically under-privileged countries, that safe and plentiful water supplies, 
hygienic sewage disPClsal, adeCluate food and. shelter, protection from 
communicable diseases and from accidents, and opportunities for physical 
and mental development benefit the health of mothers and, combined with 
informed and careful mothering, greatly lessen the health hazards of 
childhood. The majority of the problems of maternal and child health 
are thus public health and community problems whose solution must be a 
part of general measures applied to a whole area. 

It is, however, eClually accepted that becauae mothers and. children 
are the most vulnerable members of the community and, numerically, cons
titute the most important population group in developing countries, the 
care and protection of their health should be a high priority in any 
basic health service. MeR activities are therefore to be regarded as 
the core of community health care. 

In different countries at different stages of development, MeR 
services have been planned with varying degrees of success by different 
agencies, depending on local conditions, distribution of authority and 
responsibility, and other considerations. Experience has shown that 
the development of MCR services in a country is best promoted by the 
establishment in national health departments of an administrative unit 
for MeR under the direction of a well-Clualified and experienced full
time ~~R administrator. l This nucleus of an efficient administrative 
structure at top level should be considered as a prerequisite to 
national planning of MeR services. It can contribute usefully at the 

/planning stage ••• 

lWld Hlth argo techno Rep. Ser., 1955, 115 
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p~anning stage and hter supervise the technicu quaJ.:1ty and the implemen
tation of M:H activities in the country. In its absence, general heuth 
services, such as those responsib~e for combatting infections and infes
tations, improving sanitation and nutrition, wi~ continue to be of benefit 
to mothers and children but wi~ progressively decline in effectiveness. 

When a nationa1 phnning and administrative unit has become 'We~ 
established and he~th services spread out into rur~ areas, the deve~op
ment of simihr units at intermediate ~eve~s and the integration of MCH 
activities into the work of ~ocal health centres wi~ permit the adminis
trators to plan and develop country-wide M:H activities and to adept them 
to loc~ requirements and resources according to changing needs and 
circumstances. It is most gratifying to note that a large number of 
developing countries have followed the policy of establishing adminis
trative units for MCH in nationa1 health departments. Much remains to 
be done, however, to phce these units under the direction of we~ 
quaJ.:1fied and experienced MCH workers, to establish corresponding units 
at intermediate ~evels, to proceed in effective supervision of MCH acti
vities at loc~ levels, and to analyze critically the orientation of the 
programmes and the results obtained by established services. 

The responsible MCH unit might receive great assistance from advisory 
bodies in a position to enlist the co-operation of the community. In 
many countries, these are satisfactorily organized as committees with the 
participation of interested government units Which, in addition to other 
departments within health services, may include other ministries such as 
education and welfare, representatives of professionU and voluntary 
organizations and trade unions, as we~ as concerned and prominent indi
vid~s including paediatricians, obstetricians, nurses, midwives, 
educators, and soci~ workers. These committees can play a most useful 
role in advising the responsible MCH unit, in outlining areas of spec1u 
importance and in helping to assess effectiveness of services, to deter
mine priorities and to stimllhte interest in their particular fields. 

A most important factor of fruitful co-operation in phnning is to 
ensure the assistance and technic~ guidance 'of medic~ teaching institu
tions, university departments of child health and paediatrics, obstetrics, 
soci~ and preventive medicine, and schools of nursing. The benefits 
MCH services can derive from working relations with such institutions 
cannot be over-estimated. This is, furthermore, a mut~ advantage 
since clinic~, teaching and research staff, by having close rehtions 
with operating services, gain a deeper insight into the life of the 
community they serve. 

The question has otten been raised as to the orientation desirable 
for MCH programmes in developing countries. The variations in histori
c~ conditioned development and environment~ circumstances render a 
uniform policy for all countries impracticable. Whi~e there is gener~ 
agreement on the principles underlying MCH programmes, the means of 
putting these principles into practice always need to be based on local 
conditions and Will, therefore, be different in each country. l-Ihen 
deve~oping services for its popllhtion, each country must be tully aware 

/ot its ••• 
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of its own needs, resources and potentialities. Moreover, these services 
need to be geared to the cul.tural. heritage and to the beliefs and customs 
of the peopl.e.. Experience gained in recent years in rapidJ.y deveJ..oping 
heal.th services throughout the world shows that transpl.antation of certain 
procedures and sometimes even of whole programmes from countries that 
differ geographical.J.y, economical.J.y and cul.tural.J.y, without sufficient 
consideration as to whether the measures adopted are proper or feasibl.e, 
al.most al.ways fail.s and may sometimes be disastrous. 

To approach the probl.em as has been done in the past by affluent 
countries or to pattern pl.ans upon the present MCH programmes of these 
countries is both conceptual.l.y and l.ogistical.J.y impracticabl.e. Sad 
exampl.es exist of what happens when, instead of starting by thorough 
fact-finding and co-ordination of existing resources, ready_made pl.ans 
for heal.th services are imported and imposed on communities: prenatal. 
care services divorced from childbirth services, malnutrition existing 
in the presence of adequate food resources that are not recognized, 
negl.ect of the role of the private practitioner, whether it be the 
indigenous midwife or the graduate physician. This applies particul.arJ.y 
to maternal and child heal.th services which deal. with such vital. matters 
as pregnancy, chil.dbirth and child rearing. 

How then should we pl.an MCH services for a devel.oping country, 
having recognized and accepted that they should be a wel.l.-coordinated 
component of the general. heal.th services of the country and having 
established at national. level an I~H unit as the nucl.eus of technical. 
guidance and supervision? 

After taking stock of the fundamental. heal.th needs of mothers and 
children and of existing resources, a pollcy decision must be taken as 
to the type of services best suited to those needs, acceptabl.e to the 
people and financiall.y feasibl.e. A decision must al.so be taken as to 
the al.location of the resources to the different aspects of the prog
ramme. It is wel.l. known that in many devel.oping countries, a considerabl.e 
discrepancy exists between the magnitude of needs and probl.ems governments 
have to face, and the ava1l.ability of funds, manpower and facilities 
necessary to deal. with them effectively. This is the point at which 
priorities must be determined, aiming at the dominant probl.ems of the 
country. With these priorities in clear focus, it wil.l. be necessary to 
set up targets in the form of either short-term or l.ong-range objectives. 
These targets should be specific and realistic, based on detail.ed prog
rammes of action: for exampl.e in MCHprogrammes, the extent of heal.th 
promotion and protection in terms of the reduction of maternal. and child 
mortality rates shoul.d be indicated. ObviousJ.y, a "target-term" must 
exist, vlhich means that the pl.an should be formul.ated for a determined 
period providing for continuity of action and sufficient time for the 
measurement and eVal.uation of resul.ts. 

/Because of ••• 
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Because of inherent difficulties, attempts to evaluate the services 
rendered in developing countries have hitherto met 'With lit.tle success. 
Evaluation is, ho'Wever, an essential prerequisite of intelligent planning 
for the future, necessary to show how 'Well a programme 'Works, ho'W it needs 
to be modified and how it might be extended. The most dependable criteria 
for evaluating the progress of a plan are vital and health statistics, 
'Which can be used as yardsticks for measurement. In more advanced countries, a 
machinery exists for the collection and analysis of such data. In develo.p-
ing countries, 'Where statistical information is not yet available or not 
reliable, and 'Will probably remain inadequate for quite some time, the 
situation is much more difficult. However, some form of evaluation could 
be undertaken, e.g. by assessing the impact of MOB programmes on the 
population in an area served as compared 'With another area, similar in 
population, level of development, nutrition and general ecology, 'Which 
has not yet had the benefit of MeB services. 

3. MATERNITY SERVICES 

The importance of 'Well-organized maternity services for the life and 
health of mother and child is obvious. The affluent countries that have 
reduced their maternal mortality have become increasingly preoccupied 
'With perinatal problems and impressed by the importance of pre-conceptional 
disturbances and the emotional problems of pregnancy. They have, moreover I 
f'ocused their attention on the study of such problems as pregnancy 'Wastage 
and the causation of congenital malformations. 

In the less fortunate countries still in the throes of development, 
maternal and perinatal mortality continue to be high. Facilities for 
prenatal supervision of pregnancy and post-natal care, for hospital and 
domiciliary delivery, are not yet adequate. These countries 'Will aim 
at providing some degree of' prenatal and post-natal. supervision for as 
many 'Women as possible, including treatment of infections and infesta
tions and other diseases, and correction of' anaemia and poor nutrition. 
They 'Will concentrate on simple methods of educating pregnant 'Women, 
considered to be particularly receptive in this period to advice in 
mothercrai't, general hygiene including sexual hygiene, and nutrition. 
They 'Will be 'Well advised to introduce a system of screening to select 
in advance those pregnancies most ljltely to result in complications, 
for services and attention above the minimum given to normal pregnancies. 
Where this is acceptable to governments, maternity services can also 
usefully educate" 'Women exposed to serious health risks - because preg
nancies occur in too rapid succession, at too early or too late an age, 
thus affecting the 'Well-being of mother and child - in measures 'Which 
include appropriate advice on fertility regulation. 

/ According to ... 
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According to circumstances and local. cul.tural patterns, developing 
countries will try to strengthen their institutional. or dOmiciliary 
services for normal deliveries. They will attempt to provide at least 
some facilities for dealing with abnormal pregnancies, co~licated 
deliveries and newborns in need of special care. In struggling against 
mal.practice during delivery they will pay special attention to the super
vision and training of traditional birth attendants until enough qual.if'ied 
nurse_midwives have been trained. 

4. SERVICES FOR INFANTS AND YOUNG CHILDREN 

With the disappearance of problems connected with an insanitary 
environment and with nutritional problems, the health services of the 
most advanced countries of the world aim at the control of uni'avourable 
developmental factors and of wastage of neonatal life. They deal with 
the early correction of physical defects such as metabolic disorders, 
with chronic illness and with emotional. and mental mal.adjustment. They 
struggle with equally ~ortant problems such as the ever-increasing 
danger of accidents within and outside the home. 

In the majority of affluent countries, services for infants and 
children of all age groups commonly develop al.ong separate lines of 
prevention and treatment of disease. Furthermore J maj or e~hasis is 
placed on the first year of the child's life and services are geared 
mainly to the protection of infants. The modern trend of over
specialization and compartmentalization of child health services and 
paediatrics has not spared certain of the most highly developed countries 
of the 'World. 

In the developing countries this approach does not f'it the realities 
of life. It is not acceptable to the people themselves and is uneconomic 
in terms of facilities and personneL World-wide experience has now 
taught us that in developing countries the separation of preventive and 
curative health services cannot be rigidly applied. Of the many reasons, 
this is primarily due to the pattern of health and disease in developing 
countries, to the lack of personnel and facilities, to the dif'ficul.ties 
of making health services acceptable to the population, and to factors 
such as great distances and insufficient transportation. Furthermore, 
it should not be forgotten that in these countries few children are 
free from infections, infestations, or some degree of malnutrition. 
This probably also applies to a great extent to pregnant and lactating 
women. According to local circumstances, preventive and curative mea
sures for the heal.th of mothers and children will have to be blended in 
different and changing proportions. 

/The present ••• 



WPR/RC18/'J!D5 
page 7 

The present trend is therefore towards a comprehensive approach . 
that uses all possible contacts with mothers and children as opportu
nities for preventive, educational and curative activities. We might 
mention here maternity services of hospitals, the out-patient depart
ments and wards of children's hospitals, health centres and their mobile 
units, and domiciliary midwifery and home visiting services. 

Treatment of disease will often be the foundation upon which the 
other aspects of the services and their continuity are effectively built. 
This does not mean that other aspects such as prevention, health promotion 
and health protection are less important or should be neglected. They are 
clearly essential to the programme, e.g. immunization and health education. 
However, the treatment of illness should be approached in a broad context. 
It should not be limited to dealing with the presenting complaint and 
stop there. It should look beyond to the assessment of growth and develop
ment, to the detection of faulty nutrition, to signs at other diseases, 
and to the social factors influencing health. Furthermore, anticipatory 
guidance during one episode of illness aims at the prevention of its 
recurrence or the onset of predictable problems such as those connected 
with ,\-Ieaning. Clearly, such an approach to treatment 1'ul1:y includes 
preventive and educative functions. It might be most rewarding to use 
illness as a motivating force in the educational process, and as a base 
from which truly integrated services can develop. 

In view of long-established MCH patterns and high mortality during 
the first year of life, in countries '~here mortality in the 1-4 year 
age-group reaches equally disturbing proportions, efforts have been 
concentrated mainly on infants. We now realize that in areas where 
young children are exposed to at least as many risks as infants, limi
tation of services to infant health is inappropriate. In fact, in 
countries where economic, social and climatic conditions are not propi
tious, young children at the age of weaning run relatively greater risks 
of malnutrition and infection than do infants. While in these countries 
infant mortality rates, may be ten times higher than in advanced countries, 
mortality rates among children 1-4 years old (and particularly 1-3) is 
thirty to forty - and may be as much as fifty - times higher. It is thus 
imperative to extend to this high-risk group services directed towards 
the most pressing problems. 

5. SERVICES FOR SCHOOICHIIDREN 

Although school-age is a period of relative security from over
whelming threats to health and life, school health services for children 
should not be considered of secondary importance. It is true that in 
many countries the majority of children still do not attend school; 
therefore, school health services can reach only the happy few. Since 
it is also often true that in those countries not enough facilities are 

/yet available ••• 
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yet available to provide routine services to correct defects wh:tch have 
been discovered at school., it obviously would not make sense to detect 
what cannot be remedied. This expl.ains why the devel.opment of school. 
health services in many countries has not been emphasized until. now. 
HoWever, the situation is changing and 1aq>roving every year. Ever
increasing numbers of school-age ch:tldren are receiving at l.east primary 
education, and more and better health services are being developed. 
There:fore the time may have arrived to give more attention to the impor
tant benefits school health services can offer. 

What are the primary considerations when planning a school. heal.th 
programme in devel.oping countries? Foremost attention should be given 
to the teacher and the training he receives. Enl.1sting the co-operation 
of teachers who are often community l.eaders in rural areas and ina key 
position to modify existing health attitudes, will give a sound and . 
realistic foundation to the school health programme. When designing 
the programme, therefore, planners should co-operate closely with 
teacher-training institutions, and efforts should be made to strengthen 
the health content of teacher-training courses by including such subjects 
as growth and devel.opment and nutrition. Common to al.l. teacher-training 
should also be orientation in the elements of first aid and understanding 
ot and interest in personal and environmental hygiene. For this reason, 
the provision of sanitary facilities and personal health services for 
student teachers should receive carefUl attention. Student teachers 
should be taught how to recognize in the classroom earl.y symptoms of 
disease, particularly of infections, how to handle physical and mental 
handicaps that might interfere with the learning process, and how to 
utilize existing health services for the benefit of their pupils. 

Another most 1aq>ortant aspect is school heal.th education which 
obviously must be closelY related to the social, economic and cultural 
circumstances in which children live. At an age when they are particu
larly receptive to new ideas, children gathered in "captive" groups 
present a unique opportunity :for health education. It should be used 
to the greatest extent possible, bearing in mind the fact 'that families 
and communi ties can be influenced by their ch:Udren and ways of l1:fe 
favourably changed. 

Due emphasis should be given to nutrition education, especially to 
its practical aspects, e.g. the use of locally available foodstuffs. 
Carefully planned school-feeding programmes not only enrich the children's 
diet with much_needed calories and proteins but, at the same time, provide 
excellent opportunities for nutrition education and the encouragement of 
good sanitary practice. School sanitation (water supplies, waste disposal), 
a healthy environment and emphasis on cleanliness are cruCial, not orily 
from the standpoint of safety and the prevention of contagion in schools, 
but also as an example of what can be achieved and how it might be done 
in pr1m1t1ve and sometimes quite difficult local conditions. 

/Where health ... 
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Where health resources are adequate, spec1al school health services 
may be developed in the MeH programme. The1r tasks are manifold and 
vary according to local priorities. In addition to those mentioned 
above, the most common are: immunizations, organization of dental care, 
and the screening of vision and hearing. All pupils entering school 
might usei'ully be examined and this should be repeated when they leave, 
particularly if vocational guidance can be combined with the final 
examination. As already mentioned, periodic screening of the whole 
school. population for defects, although highly desirable, is practical 
only if follow-up remedial services exist to handle the health problems 
that have been found. 

In countries that cannot provide health services within the school. 
system, first aid and the referral of sick children to availabl.e health 
services should be the responsibility of the teacher. However, this 
places an important obligation on health services _ whether they con
sist of a health centre, an OED, a hospital or a simple health post -
to offer all possible assistance to the teacher when he is faced with 
health probl.ems in the school and among the pupils. 

School health services may be developed and financed through 
ministries of health aril./or education. Certain activities, e.g. 
school feeding, may be carried out by voluntary agencies. The fact 
that these services are administered by different bodies may make 
close co-operation essential. Co-ordinating committees composed of 
representatives of health, education, agriculture, community devel.op
ment, vol.urrcary agencies, etc. may play a useful. role. 

6. HEALTH ASPEX:TS OF SO:::IAL SERVICES 

In some of the highly developed countries, social and health 
services have been working on increasingly separatellnes-, sometimes 
in total ignorance of each other's activities and responsibilities. 
This has caused many gaps and overlapping in 'j;he care given to children. 
The devel.oping countries might well take wiu'ning -from these shortcomings. 
Amongst the causes of these deficiencies is the undeniable fact that 
both health and social workers have shown a lack of understanding of 
the close relationship between social conditions and the child's health 
and survival. 

Certain of the developing countries aJ.ready are, or will be in 
the near future, faced with social problems such as the care of children 
outside their homes and families. They are often the result of the trend 
towards urbanization as people move to cities in search of work, and in 
their new environment, mostly in fringe areas of big cities or in sl.ums, 
children are deprived of the stability and security of traditional family 
life in rural areas. This displacement creates an urgent need for appro
priate social services such as day-care centres, children's homes, etc. 

/ Another factor ••• 
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Another factor calling for provision of care for children outside their 
families is the increasing number of mothers who work outside their 
homes wherever rapid industrialization is taking place • 

.Among the various problems connected with this type of care requir-· 
ing the attention and active co-operation of the health worker, mention 
should be made of measures to prevent the spread of communicable diseases 
that easily occurs when children are gathered in one place permanently 
or for part of the day. It is also necessary to improve the poor nutri
tion so oi'ten found among these children, to prevent the emotional and 
physical effects which may arise from maternal separation, to supervise 
adequate growth and development, and to use the opportunity offered by such 
services to influence mothers, families and the whole community in 
matters of child rearing and healthy living. 

The inclusion of health aspects in the training given to personnel 
working in inst! tutions caring for children on a part- or full-time 
basis is obviously important. Mention might also be made here of the 
opportunities for health authorities to participate in drai'ting legis
lation concerning facilities, staff and administration of institutions 
of this type. 

7. TRAINING OF PERSONNEL FOR MeR WORK 

A great shortage of all types of personnel at all levels and the 
unequal distribution of available personnel between urban and rural 
areas are outstanding problems in developing countries. Great improve
ments in maternal and child health in these countries depend directly 
on the availability and the efficient use of the necessary trained 
personnel: the professional physician, nurse, midwife or nurse-midwife, 
and their corresponding auxiliaries. It might be useful to keep in mind 
certain general principles when planning the training of personnel for 
MeR work. 

The number and types of personnel required in a country should 
be decided when the General plan, priorities and targets for 
the health service are considered. 

The categories of personnel engaged in MeR work should be 
periodically reviewed so that the supply of trained personnel 
meets the changing needs in both quality and quantity. 

All medical and paramedical personnel should have basic train
ing that equips them to use their skills as community workers 
conscious of their responsibilities as educators as well as 
purveyors of curative and pre vent i ve services. Basic training 
should prepare them to work as members of health teams. 

/Realth workers ••• 

.-



• 

WPR/RC1.8/TD5 
page 11 

Health workers should be trained for the job they will be 
expected to do under locally prevailing conditions. Curri
cula for undergraduate or basic training should, therefore, 
be adapted to the problems of the country or area in which 
the trainees will work. 

Special skill should be added at post-graduate or postbasic 
level according to the needs of the local situation. As far 
as pOSSible, a large part of this training should take place 
in the trainee's own country or in countries where conditions 
are similar to those in his eventual place of work. 

The wide use of auxiliaries in all categories of personnel 
working in MeH services makes intensive supervision essential. 
Training of sufficient numbers of supervisory personnel to 
guide and encourage the less qualified staff is imperative. 

Health personnel already working in MeH services should be 
helped to increase their knowledge and to improve their 
skills by means of refresher and/or orientation courses 
which can supply up-to-date information, implant new 
attitudes and introduce new activities. 

Where indigenous, untrained health workers such as traditional 
birth attendants, contribute to maternal and child care, prog
rammes should be developed to improve their knowledge and to 
inculcate hygienic habits. In order to enable these important 
members of rural communities to maintain a level of acceptable 
performance, a system for regular supervision and guidance 
needs to be organized. 

8. SOME: GUIDING PR:rnGIPLES .AND CONCEPI'S 

Before we conclude our discussion on planning MeH services in 
developing countries, certain principles important when designing the 
plan might usefully be recapitulated and discussed. 

8.1 The necessity of an initial study and a continuing intelligence 
system 

Diagnostic community studies are basic to planning in order to 
define the priorities among many urgent needs, assess existing resources 
and establish base-lines against Which progress can be measured and 
evaluated. Such surveys need not be very elaborate and detailed and 
should not delay the establishment of services. The initial diagnostic 
study should be repeated from time to time during the implementation of 
the plan, in order to evaluate and possibly re-adapt the services to 
the current situation. 

/8.2 The fusion ••• 
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8.2 The fusion of preventive, curative, rehabilitational and educational 
functions 

Pregnancy, childbirth, illness, immunization, whether in hospital, 
centre or home, are opportunities for education and counselling services. 
Their contents depend on the occasion and the patient's level of under
standing. Health education offered at the time of illness and in the 
place where treatment is given may, in certain circumstances, be more 
effective than if offered during good health. 

8.3 The fioal of 100% coverage 

An effort must be made to provide from the outset a very minimum 
service to, if not all, at least the majority of pregnant and parturient 
women, and infants and children in a given geographical area; i.e., to 
provide total coverage. This minimum, in prinCiple, need not be more 
than is necessary to effect screening, simple treatment routines, 
immunization and simple health education. The minimum will differ in 
content in different situations and will improve in quality as the 
health structure develops in size and strength. It will always require 
trained personnel and is workable only if a system of referral and con
tinuous supervision exists to support it. 

8.4 The selection of vulnerable and rec~tive groups for more intensive 
services 

A screening process must select, among the mothers and children 
covered, those to whom a more intensive service, possibly of higher 
quality, can most profitably be directed, i.e. whose risk is greater 
than the average. As examples grand multiparae, women with loaded 
histories of previous pregnancies, infants of low birthweight and 
young children in the weaning period may be mentioned. In order to 
make screening effective, the characteristics identifYing the vulne
rable groups must be clearly delineated and well known to health 
workers in peripheral posts, and the referral system must be functional 
and simple. 

8.5 The continuity of care 

Continual service from the early prenatal period to schoo~ age 
and possibly adolescence, covering all aspects of health services, 
While still a counsel of perfection for many developing countries, is 
the ultimate goal of well-structured MeH services. 

8.6 The training and supervision of personnel 

This is an essential element of success and its salient points 
have already been discussed (see paragraph 7). It implies a built-in 
system of continuing technical consultation and supervision linking 
the lowest rural health post stepwise with the highest national insti
tution. 

/8.7 Participation ••• 
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Participation of health workers, particularly MCH personnel, in 
community activities 

Health services are successful when people are ready and wil.l.ing to 
accept them and to contribute to their improvement aIld e:x;pansion. MCH 
workers are in a privileged position to initiate and foster the interest 
and education of influential men and women in the community regarding 
healthy living, practices of child rearing, the use of locally available 
health services, the prevention of malnutrition, of communicable diseases, 
etc. 


