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Improvements in the health of mothers and children have been 
achieved throughout the world, but hundreds of millions are still 
suffering. Infant, childhood, and maternal death rates, and levels 

of ill- health, remain unacceptably high. Differences in health 

status of children and mothers within and between countries are 
perhaps the most telling indicators of the socioeconomic disparities 
in the world today. 

As an essential element of primary health care, the development 

of family- oriented maternal and child health (MCI) care is one of the 

greatest challenges to Member States in achieving the goal of health 
for all by the year 2000. 

In accordance with resolution WНАз1.55, the Director -General 
presents in this report, on the occasion of the International Year 

of the Child (1979), information on the present health status of 
mothers and children in the world, as well as on trends in the 

development of relevant services. The report also outlines progress 

in knowledge and technology in MCI, emphasizing that if what is known 

today was appropriately applied, the health and quality of life of 

present and future generations could be dramatically improved. 

Urgent action by countries is imperative. Examples of specific MCI 

actions which countries can take are outlined in section VII, and 

activities to strengthen technical cooperation with and among 

countries are suggested. In the context of the International Year 

of the Child, the Health Assembly is invited to consider this report 

in relation to action it wishes to promote for the improvement of the 

health of the children of the world in the coming decades. 
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I. INTRODUCTION 

1. Article 2(1) of the Constitution of WHO states that one of the Organization's functions 

shall be "to promote maternal and child health and welfare and to foster the ability to live 

harmoniously in a changing total environment ". 

2. In resolution WНАЭ1.55, the Thirty -first World Health Assembly (May 1978) urged Member 

States to give high priority to improving the health of mothers and children, particularly as 

part of primary health care. That recommendation was reinforced by the Declaration of 

Alma -Ata, which states that primary health care is the key to attaining Member States' social 

target of health for all by the year 2000, and emphasizes that maternal and child health (MCI) 

care, including family planning, is an essential part of primary health care.1 In the same 

resolution, the Director -General was asked to present to the Thirty- second World Health 

Assembly, on the occasion of the International Year of the Child (1979), information on the 
present status of maternal and child health in the world, as well as on trends in the develop- 

ment of relevant services. The report which follows presents that information. 

Э. The aim of the International Year of the Child2 is to stimulate sustained international 
and national action to benefit children and to encourage an investment in childhood now, so 

that the future will truly be worth living in. By the end of the Year of the Child, there 
will remain only another 20 years before the year 2000. More than one -third of the world's 
population in that year has yet to be born (see Fig. 1), and 2500 million of the projected 
population of more than 6000 million will be under 21 years of age. This has obvious 
significance for the health care of mothers and children. The span of the remaining two 
decades represents our greatest challenge - to translate the hope of a New International 
Economic Order into the reality of health for all. WHO's part in meeting this challenge is 
reflected in the theme of this year's World Health Day: "A healthy child, a sure future ". 

4. Infant and maternal death rates may epitomize, more than any other indicator, the gap 
between the rich and the poor. In many countries, infant and maternal mortality rates have 
declined dramatically and the health conditions of mothers and children have made impressive 
progress. Thus the tragic waste of human life can be prevented if proper action is taken. 
Why then does the health situation of hundreds of millions of mothers and children continue 
to be so poor? Why, in many countries, does MCI care not receive the priority it should? 
Many of the answers to these questions apply to the health and development situation in 
general, for example: 

- the low priority given to health as part of development, aid the lack of recognition 
of the contribution health can make to development; 

- the enormous constraints facing countries in terms of resources and the environment; 

- the tremendous hardships resulting from natural and man -made disasters; 

- the inability of the often weak and inefficient health system to give proper support 
to action at community level. 

Other reasons include a lack of appreciation of the basic principles of MCI, its importance 
for health in general, and its role in overall development and an improved quality of life. 

1 Alma -Ata 1978: Primary health care. Report of the International Conference on 
Primary Health Care, Alma -Ata, USSR, 6 -12 September 1978. Geneva, World Health Organization, 
1978. 

2 See United Nations General Assembly resolution 31169 of 21 December 1976. 
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II. PRINCIPLES 0F MATERNAL AND CHILD HEALTH 

5. Knowledge gained in the past few decades has clarified the biological and social bases 

underlying the health and health care of mothers and children. This knowledge has 
strengthened the scientific justification for the following basic concepts of MCI. 

6. There are specific biological and psychosocial needs inherent in the process of human 
growth which must be met in order to ensure the survival and healthy development of the child 
and future adult. 

7. MCI care is not a form of service,. organized conveniently according to the age and sex 

characteristics of a population group or a specific activity to deal with a given disease. 
Rather it is concerned with the process of growth and development which is the foundation of 
human life. It is the nature of this process of growth and development which is crucial for 

health or ill- health, for life or death. 

8. Each stage of growth and development builds on the one before, and influences the next. 
If the physiological and psychosocial requirements are not fulfilled at each stage, it becomes 

more and more difficult to catch up or repair the damage done, and thus the body's potential 

to adapt in a healthy way throughout the process diminishes. The health of the child 
determines the health of the adult; the growth and development of one generation affects the 

next generation. Certain stages in this continuous. process are more critical or rapid than 

others, with greater risks. Mothers and children are considered vulnerable groups because of 
the special characteristics of pregnancy or young age related to the biological processes of 

reproduction, growth and development. The word "vulnerability" refers to the potential for 

mis- development - or danger. The process of.growth and development is in itself a healthy 

one, provided crucial elements inthe environment are in balance. 

9. It is the rapidity of growth and development which causes specific vulnerability, 

particularly during the third trimester of gestation, the first year of extrauterine life, 

and puberty. For women of reproductive age - from 15 to 45 years - the vulnerability is 

related to additional requirements and changes in pregnancy and delivery. Changes, adverse 

factors and stresses of the ecological system affect pregnant women, the fetus, and the infant 

even more strikingly than other groups because these stages are critical. 

10. The concept of vulnerability has. implications for any type of health care. It calls for 

preventive care, continuity of care for all, individual monitoring, and specific actions when 

deviations from normal progress are detected. At any point in time from a fifth to a third 

of the population in most countries could be considered vulnerable. This fact is important 

for social aid health planning in view of the laxge numbers of people involved, both healthy 

and not healthy. 

11. Understanding the biological reasons for the vulnerability of mothers and children is 

not an academic exercise; it is essential in order to meet the fundamental health needs of a 

whole lifetime. 

12. If preventive action is taken in pregnancy and early childhood, the effectiveness and 

impact on health are great. 

1 The term "maternal and child health ", without qualification, is used in the broad and 

currently accepted meaning of promotive, preventive, curative, and rehabilitative health care 

for mothers and children, and thus includes the subareas of maternal health, family planning, 

child health, school health, care for handicapped children, adolescence, and the health 

aspects of care of children in special settings such as day care. 
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13. The resources of health systems have usually been allocated to activities for the non - 

healthy; because of the enormous and urgent demand from this part of the population, very 

little has remained for health. This has been particularly obvious with MCI care, because 

it is essentially concerned with the promotion of healthy growth and development and prevention 

of ill- health. 

14. Preventing illness and promoting health entail very basic and concrete measures which 

form part of a forward - looking orientation to life. Yet it is only in the last few decades 

that the necessary conceptual, scientific and practical foundations have allowed families 

throughout the world to plan for their own future or for their children with any degree of 

certainty. The concepts involved in taking action now for a better life tomorrow have only 

recently been clearly defined. 

15. New knowledge has also shown that many adult health conditions result from problems in 

childhood. This growing understanding demands a shift of priorities. National health 

authorities are increasingly realizing that child care is not just the cure of disease in sick 

children, but the prevention of potentially fatal diseases and incapacity in future adults on 
whom national health and prosperity will depend, and that greater investment in health care 
of children means reducing the need for resources devoted to curative health services, 

hospitals, and rehabilitative facilities, now and in the future. 

16. The investment in childhood and child health is a direct entry point into social 
development and productivity. 

17. The concentration of development strategies in the 1950s and 1960s on economic growth 
assumed the existence of a healthy work force. The emphasis on social development in the 

1970s, including social justice, high levels of education and production, organization of 
communities, and the participation of people in political and social processes, demands not 
only a physically healthy labour force but also a population with maximum human energy. 
One factor in past failures to recognize the importance of the contribution of health to 
development was the failure to recognize the parallel importance of investment in child health. 
The result today is that the development plans of many countries - responsibly and sincerely 
written in the 1940s and 1950s - have brought only disappointed expectations. 

18. In contrast, there are a number of examples of countries which in the past few decades 
have made a concerted effort in child health as part of an overall priority investment in 

childhood. Already one (or in some countries two) generations have grown up since. There 
is no doubt that this investment has been beneficial for these children (now adults), for their 
children in turn, and for the prosperity and developmental goals of the nation as a whole. 

III. FACTORS AFFECTING THE HEALTH OF МOTHЕRS AND CHILDREN 

19. The environment - natural or man -made, physical or chemical, biological or social - has 
significant effects on the health status of mothers and children and human development in 

general. The many factors involved underline the importance of intersectoral approaches to 
health care in general and MCH care in particular. It is clear that health services alone 
cannot bring health to the people. 

Economics and the environment 

20. The differentials in health between rich and poor, which can be observed in all age - 
groups, are particularly striking among mothers and children. Table 1 illustrates the 
relationship between crude fertility, infant mortality and economic development, and shows how 
great these differentials are. But it does not show the pockets of high infant mortality in 
wealthy countries or the uneven distribution within developing countries. 
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Table 1 

INFANT MORTALITY, BIRTH RATES AND 

ECONOMIC DEVELOPMENT! 

Countries 

Average GNP 

(Us$ 

per capita) 

Population 
(million) 

Crude birth rate 
(per 1000 

population) 

Infant mortality 
(per 1000 

live births) 

Industrialized 5 950 1 350 16.2 15 

Developing: 

High income 4 127 20 31.0 25 

Upper middle income 1 498 108 23.8 35 

Intermediate middle 
income 721 370 41.4 48 • Lower middle income 384 215 45.0 88 

Low income 151 554 46.6 129 

Centrally planned 

economies 2 112 1 480 17.8 25- 

• 

á 
Source: World atlas of the child, Washington, D.C., World Bank, 1979. 

b 
Excluding China. 

21. Among the factors affecting maternal and child health are: agricultural policy and 

land ownership, which have a direct influence on nutritional status; an unsanitary 

environment, including unsafe and insufficient water and overcrowding; and transport and 

communication difficulties. Moreover, urbanization, with its concomitant breakdowns of 

traditional structures, causes new health problems, such as exposure to pollution, social and 

mental deprivation of children, increased risks of sexual exploitation and drug abuse among 

the young, and so on. Cities are built for adults, and urban planners rarely recognize the 

importance of the physical surroundings for health and for accommodating children amid the 

concrete maze. 

Social values and education 

22. A society's traditions, cultures, philosophies and religion all shape people's under- 

standing and conception of health, sickness and death. Various harmful effects have been 
seen as a result of, for instance, food taboos in the treatment of sickness in children and 

the eating practices of pregnant women, child marriage, and discrimination against female 
babies. On the other hand, there are positive aspects, such as the traditional bonding or 

close contact of mother and infant, and the value attached to cleanliness and personal hygiene 
in many religions. While changes in traditional family life -styles are inevitable, every 

community must make an effort to see that valuable practices such as breast - feeding are not 

allowed to disappear. There is sound sense in creating the new by grafting on to what was 
best in the past. 

23. The relationship between educational factors (formal and nonformal schooling, literacy, 

and traditional forms of education) and health are complex and not easily described. 

However, associations have often been found between high levels of infant mortality and low 
levels of education. 
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The family 

24. There is a growing consensus that the family, with its structures (the pattern of family 
formation, size, agè of parents, etc.) and functions, not only influences the health and 
disease pattern of the individual and the community but is also a logical unit for self - 
reliance in health care and a channel for improved delivery of health and other social 
services. 

25. Life -styles, including physical activity, personal hygiene, drinking and eating habits, 
and attitudes to health, are shaped in early childhood through the dynamic interaction of all 
members of the family. Behaviour and attitudes within the family, and of all its members, 
are vitally important for the development of the child in its early years; they largely 
determine the response pattern of the child in its progressive socialization within the family 
aid outside. 

26. It is often rightly said that the mother is the family's first health care worker. To 
be able to fulfil this role, she needs to be given support by several types of social services, 
since women often lack access to information and technology, to income and education, and they 
must cope with an overload of work, usually without support.l In more and more areas of 
the world today, man -made and natural disasters, including war and other violence, political 
upheavals, changing patterns of women's work, and migration of men away from rural areas are 
having far -reaching effects on the family's functioning, especially with regard to child- 
bearing and child -rearing. The supporting mechanisms which the family has provided in the 

past may be eroding because of economic and social pressures far beyond its control. All 
these factors profoundly affect the health of mothers and children. 

Social support, including health care 

27. The many factors affecting the health situation of mothers and children also include 
community and social support measures, ranging from neighbourhood- oriented day care facilities 
to organized health care systems (see section VI). 

IV. THE HEALTH STATUS OF MOTHERS AND CHILDREN 

28. As suggested in section III, health cannot be achieved where poverty and misery abound, 
where food and safe water are scarce, where housing is inadequate, and where public and 
community services are lacking or rudimentary. In such conditions, faced by such large 
numbers of the world's people, ill- health and premature death are the rule of the day. The 
most important causes of mortality and morbidity of infants and young children are multiple 
and nonspecific, associated with the interaction of malnutrition, infection and the 
consequences of unregulated fertility. 

29. Of the world's total population, estimated at 4219 million in 1978, women of 
reproductive age represent 24% and children below 15 years of age 367. While the proportion 
of women of reproductive age in the population is about the same in all parts of the world, 
the proportion of children under 15 years of age is 24% in the developed areas and 40% in the 
developing areas. Thus, while the actual percentages may vary from one country to another, 
these two groups together make up the majority of the population in almost all parts of the 
world today: 

1 Report of the Meeting on Women and Family Health, 27 -30 November 1978. Geneva, 

World Health Organization, 1979 (unpublished document FHЕ/79.1). 
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World population estimates (1978)1 

World Developing Developed 
areas areas 

(millions) (millions) (millions) 

Total population 

Women aged 15-49 years 

Children aged 0-4 years 

Children aged 5 -14 years 

4 

1 

219 

005 

565 

957 

3 105 

727 

472 

778 

1 114 

278 

93 

179 

30. The lack of reliable data is a severe obstacle to a global analysis of health status. 

In the first place, it is increasingly being questioned whether the well -known collections of 

data on mortality and morbidity do, in fact, appropriately reflect health status. New, and 

positive, indicators of health are emerging, such as indices of growth and development as well 
as maturation during adolescence. Birth weight is an important example; it reflects both • the past and present health status of the mother, and is sensitive in predicting the chances 
of an infant's survival and subsequent health. 

31. The inadequacies of data on mortality and morbidity, particularly in those parts of the 

world where the health problems are most severe, are most acute for pregnant women and 
children, especially the newborn. These limitations should be kept in mind when interpreting 

the data reviewed in this report. 

Maternal mortality and morbidity 

32. In countries with a well -developed health service and in which the maternal mortality 

rate is well documented, the rate has decreased steadily and is of the magnitude of 0.5 -3 per 
10 000 births. From most developing countries, the few available data refer only to 

hospitals; however, where the incidence can be calculated with some confidence, the rates are 

much higher than in the developed world. For example, in Peninsular Malaysia in 1966 the 

rate was 17 per 10 000 births, but ranged from 3.1 to 55.8 for individual districts. In a 

large survey in rural Bangladesh, the overall maternal mortality rate was 57, with a rate 

among the youngest mothers as high as 177 per 10 000 births. At such levels, maternal 

mortality becomes a leading cause of death among the women. In areas with the highest rates, 

i.e. most of Africa and West, South and East Asia, about half a million women die from maternal 

causes every year, leaving behind at least one million motherless children. In Latin America, 

the maternal mortality rates are much lower, but several studies have shown serious under- 

reporting of maternal causes of death; in some countries up to half of such deaths were not 

reported accurately. 

33. Among the causes of maternal deaths, toxaemia is one of the most important, not only in 

the developed countries where it accounts for 25 -357 of all maternal deaths, but probably even 
more so in the developing countries. It appears to be associated with very young mothers and 
with maternal depletion and malnutrition in high parity women. The effect of close pregnancy 
spacing is also manifested in higher neonatal and infant mortality rates (see Fig. 2). Post- 
partum haemorrhage, often with anaemia as an underlying or associated cause, and sepsis are 

frequent causes of maternal death. Anaemia and toxaemia, in addition to their effect on 

maternal mortality, also cause high rates of fetal deaths and low birth weight. 

34. The role of illegally induced abortions as an underlying cause of maternal death is 

well recognized, but difficult to estimate, even approximately, because of the secrecy 

surrounding abortion as a cause of death. 2 In Latin America, where abortion is illegal in 

1 Sources: Population Reference Bureau and United Nations (Selected World Demographic 

Indicators). 

2 See WHO Technical. Report Series, Ni. 623, 1978 (Induced abortion: report of a WHO 

Scientific Group). 
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most countries, it has been estimated that abortion is the cause of between one -fifth and one - 

half of all maternal deaths. 

35. Reliable data are even more scarce for maternal morbidity. Anaemia is widespread among 

women of child -bearing age, in developed and in developing countries. In the latter the 

percentage of non- pregnant women with haemoglobin levels indicative of anaemia ranges from 

10% to 100 %, and in developed countries from 4% to 12 %. Chronic malnutrition and anaemia, 

closely interrelated with acute and chronic infections such as malaria, infectious hepatitis, 

urinary tract infections and pulmonary tuberculosis, cause much suffering. Malaria in 

particular is of widespread importance: in endemic areas pregnant women lose their immunity; 

malaria attacks are more severe during pregnancy; and malaria of the placenta increases the 

risks of low birth weight. 

36. These mainly preventable diseases contribute greatly to maternal mortality, while 
anaemia of pregnancy has been found to be a contributory cause of up to 80% of maternal 

deaths in parts of Asia. Almost all chronic diseases, such as hypertension, renal diseases 

and diabetes are aggravated by ill- spaced pregnancies ana high parity. Addictive drugs, 
alcohol consumption and smoking during pregnancy can lead to intrauterine growth retardation 

and even malformation. Psychological stress factors are also of increasing concern. 

37. No review of maternal health problems would be complete without mention of involuntary 
infertility, a condition which can cause great personal distress and have important social 

implications. In most parts of the world, the condition is relatively infrequent, affecting 
perhaps 2 -10% of couples, but in certain areas of Africa childlessness may be as high as 40 %. 
It is suspected that the causes of this high prevalence include sexually transmitted disease 
resulting in tubal obstruction, as well as chronic obstetric sequelae. 

38. What is not brought out by these figures is the enormous suffering that women have to 
cope with in many parts of the world. They are expected to continue caring for their family, 
and to carry heavy work -loads in the field, or in the office for that matter, in spite of 

physical stigmata after abortions or frequent pregnancies, and in spite of intense fatigue due 

to anaemia or lack of sleep. Child abandonment, child abuse and - even more so - infanticide 
are desperate acts in reaction to unbearable economic, social and health conditions. 

Infant and childhood mortality. 

39. Of the some 122 million infants born in 1979, roughly 10% will die before reaching their 
first birthday, and another 4% before their fifth birthday. But the chances of survival are 
very unevenly distributed in the world, as indicated in Fig. 3 for six major regions. Thus, 

while the risk of dying before reaching adolescence is about 1 in 40 in developed countries, 
it is 1 in 4 in Africa as a whole and even 1 in 2 in some countries. Table 2 shows the child 
populations and child deaths in more detail by 20 regions, ranked in order of increasing life 
expectancy at birth. Inevitably, the averages in this grouping conceal many local variations 
and disparities. On the other hand, the presentation does highlight the vast differences 
between the regions, in particular between those areas (Africa and South Asia) where the life 
expectancy is below 60 years and the rest of the world. In some of the former areas, nearly 
two -thirds of all deaths are those of children below 5 years (Fig. 4). 

40. A review of trends in many parts of the world indicates that infant and childhood 
mortality rates are declining. In developed countries the infant mortality rate (‚MR) has 
fallen by 2 -7% a year since 1960, the strongest decline taking place in countries with the 
highest initial rates. The most spectacular reduction has taken place in Japan, where the 
IMR fell from 60 in 1950 to 31 in 1960 and 11 in 1974. A goal of 40% reduction of IMRs was 
set in the Ten -Year Health Plan for the Americas (1971 -1980). By 1975, of 32 countries of 
the Region for which data were available, 15 had reduced their rates by 20% or more as 
compared to 1970. Encouraging as these trends are, they cannot be assumed to extend to all 
parts of the world, and might even accentuate the global disparities. 



Table 2 

VITAL STATISTICS BY GEOGRAPHIC REGIONS, 1978 

(in millions unless otherwise stated) 

Region 

Life expectancy 
at birth 

(years) 

Population 
Annual 

number of 
births 

Annual number of deaths 

of children aged Deaths of children 

under 5 years 

as percentage 
of all deaths Total 

Children aged 
Under 1 year 

(thousands) 

1 -4 years 

(thousands) 
0 -4 years 5 -14 years 

(1) (2) (3) (4) (5) (6) (7) (8) 

West Africa 42 128 24 34 6.3 1 010 564 55 

Middle Africa 42 50 9 13 2.2 381 215 61 

East Africa 45 124 23 33 5.8 845 629 60 

Mid South Asia 49 879 145 232 32.5 4 423 1 609 46 

Southern Africa 52 31 5 7 1.2 150 65 44 

South -East Asia 52 341 58 91 12.6 1 463 352 41 

Northern Africa 52 103 18 28 4.4 580 399 68 

South -West Asia 55 92 16 24 3.9 423 128 48 

Tropical South America 61 188 31 50 7.0 689 163 50 

Middle America 63 87 16 24 3.6 256 79 48 

Caribbean 64 28 4 7 0.8 53 8 27 

East Asia 66 1 122 131 236 24.7 1 431 631 23 

Temperate South America 66 40 4 8 0.9 66 9 21 

Oceania 68 22 3 4 0.5 13 2 8 

USSR 69 261 22 45 4.7 132 12 6 

Eastern Europe 70 108 9 16 1.9 49 8 5 

Southern Europe 71 137 11 24 2.3 56 9 5 

Western Europe 72 153 11 25 1.8 28 6 4 

Northern Europe 72 82 6 13 1.1 14 3 2 

North America 73 242 19 43 3.6 54 10 з 

World 60 4 219 565 957 121.8 12 115 4 901 25 

Sources: Cols (1), (2), (5) 

Cols (з), (4) 

Cols (6), (7) 

Col. (8) 

- Population Reference Bureau, 1978 estimates. 

- Population Reference Bureau and United Nations Selected world demographic indicators, 1975. 

- WHO (Division of Family Health) estimates from various sources. 

- Cols (6) and (7) and Population Reference Bureau. 

Notes: Totals were calculated before rounding; rounded figures may not add up to totals. 

Col. (8) - Figure for northern Africa is greatly influenced by the estimated fall in the overall death rate (United 

Nations estimate). 
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41. Regardless of the level of child mortality, the probability of dying is at its peak at 

the time of birth, including the period immediately before birth, and declines thereafter. 
Both the probability of dying and the main causes of death change rapidly during the early 
years of life. The conventional distinction between perinatal (28th week of gestation to 
7th day of life), neonatal (first 28 days of life), post -neonatal (28th day to one year), and 

child (1 -4 years) mortality is thus convenient from both the analytical and the programmatic 
point of view. Of particular importance is the different impact on mortality in each of 

these periods of adverse envirdnmental factors, especially nutrition. In countries where 
infant aid child mortality have been reduced, mortality in ages 1 -4 years has fallen first and 
most rapidly, while perinatal mortality has declined much more slowly. The enormous 
difference in mortality rates between countries is illustrated below; 

Comparison of extreme levels of national 
maternal and child mortality ratesá 

Highest 
(1) levels 

Perinatal mortality- . 120 

Infant mortality- 
c 

200 

Childhood mortality 45 

Maternal mortality- 100 

Lowest Ratio of 

levels (2) (1)/(2) 

12 -15 8 -10 

8 -10 20 -25 

0.6 -1 45 -75 

0.5 -1 100 -200 

42. Perinatal mortality now accounts for about 90% of all foetal and infant mortality in the 
developed countries with the lowest IMRs. The underlying causes of perinatal deaths are 

closely linked to those of maternal deaths, i.e., poor health and nutritional status of the 

mother and complications of pregnancy and childbirth. 

43. Perinatal mortality is also closely associated with low birth weight (LBW), defined as 

a birth weight below 2500 g; this risk factor affects mortality in the whole first year of 
life aid probably also in the following few years, as well as having adverse long -term effects 

on the development of the child. A WHO study in seven developed countries revealed 
incidences of LBW of between 4% and 11 %, yet deaths of LBW babies accounted for between 43% 

and 74% of all perinatal deaths. An estimated 22 million LBW babies are born each year, 
21 million of them in the developing countries, mostly among the least privileged populations 

(see Fig. 5). There are strong indications that these babies contribute to a large 

proportion of infant deaths and child morbidity, the risk of mortality being 20 times higher 

than that of other babies both in the neonatal period and later. 

44. Infant deaths taking place after the first week (i.e., late neonatal and post -neonatal 

deaths) have become quite rare in developed areas. However, in developing countries the 

infant deaths after one week still account for about two -thirds of all the infant mortality. 

With a few exceptions such as tetanus, which in some areas kills up to 10% of the newborn, 

the causes of these deaths are multiple and often ill- defined. Diarrhoeal disease is the 

leading cause of infant morbidity and mortality mentioned in most studies, followed closely 

by respiratory infections (see Fig. 6). In one large study, malnutrition was mentioned as 

the underlying or associated cause of 57% of infant deaths.1 

á 
WHO (Division of Family Health) estimates based on a variety of sources. 

Per 1000 live births. 

Per 1000 population. 

d 
Per 10 000 live births. 

1 Puffer, R. R. Serrano, C. V. Patterns of mortality in childhood. Washington, D.C., 

Pan American Health Organization, 1973 (РАНо Scientific Publication No. 262). 
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45. For at least the first year after birth, and to some extent up to about 18 months of 
age, breastfeeding provides a most effective protection of life. Evidence from the developing 
countries indicates that infants breastfed for less than 6 months, or not at all, have a 

mortality 5 -10 times higher in the second 6 months of life than those breastfed for 6 months 
or more. In Africa, in large parts of Asia and in some population groups in European 
countries, nearly all mothers begin by breastfeeding their children; in Latin America and in 

the upper social groups of other developing countries the proportion is only two -thirds. In 
the industrialized countries and among the upper social groups in other countries (except in 

Africa), the great majority of infants are weaned after 5 -7 months, while in rural populations 
(except in industrialized countries) the majority of infants are still breastfed at 

18 months.1 

46. Mortality in the ages 1 -4 years is much lower in all populations than infant mortality. 
The infectious diseases of childhood, such as measles, whooping -cough and pneumonia, begin to 
appear at the end of the first year or in the second year of life. Combined with 
malnutrition, these diseases can lead to high case fatality rates. For example, during the 
famine in the Sahel the case fatality rate for measles was estimated to be up to 50% in some 

areas, whereas in other parts of tropical Africa the rate is 7 -10 %. • Childhood morbidity 
47. For every fatal outcome, there are many episodes of disease and ill- health. In 

addition, many common childhood diseases and conditions do not usually kill their victims, 
but may cause serious, chronic damage. Some of this is already apparent in childhood 

(blindness, paralysis), while other damage will become manifest only later in life (chronic 

heart disease, mental retardation). 

48. In the developed world accidents, which are the leading cause of death of children aged 

1 -4 years, also result in a substantial amount of disability. In the United States, for 

example, about 300 000 children are hospitalized annually because of head injury and some 
20 000 of these will suffer from a degree of permanent brain damage. There is every reason 

to believe that accidents among children are frequent also in the developing countries, 

especially burns and traumas from home accidents, but their relative importance is much less. 

49. Another child health problem increasingly recognized as important in most countries 

is behavioural disturbance.2 In some countries young children abandoned by their families 

present severe social and health problems; for example there are estimated to be 2 million 

such children in Brazil and 1.5 million in India. 

50. Without question, malnutrition is numerically the most important condition affecting 

the health of children of the world, particularly in the developing countries. Some 

100 million children under 5 years of age are suffering from protein -energy malnutrition - 

more than 10 million of them from severe protein- energy malnutrition, which is usually fatal 

if untreated. Generally speaking, the prevalence is highest in Africa, where in some areas 

up to 23% of children aged under 5 years are suffering from severe, and up to 65% from 

moderate, protein- energy malnutrition. 

51. Other nutritional deficiencies include an insufficiency of vitamins A and D. The 

extent of blindness in children, primarily due to vitamin A deficiency, is tragic: an 

estimated 100 000 children become blind every year. In spite of the abundance of sunshine, 

which promotes the synthesis of vitamin D in the body, children in parts of Africa and Asia 

suffer from rickets mainly because of traditional beliefs about child -rearing. This problem 

may also be found in migrant populations in the industrialized countries. 

1 Data from WHO collaborative study on breastfeeding. 

2 
See WHO Technical Report Series, No. 613, 1977 (Child mental health and psychosocial 

development: report of a WHO Expert Committee). 
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52. In every society, mortality and morbidity in the age -group 5 -9 years are much lower than 
in younger children. Still lower mortality is found in the 10 -19 year age - group. Accidents 
account for about half of all deaths;1 the next most important causes of death are suicide 
and malignant diseases, including severe blood disorders, in the more developed regions, and 
gastrointestinal and respiratory infections, including tuberculosis, in other areas. A 
disturbing trend is the recent increase in suicide rates for adolescents and the abuse of 
alcohol and other addictive drugs. In many countries suicide is the second leading cause of 
death in the 15 -19 year age - group. 

53. In most industrialized countries the incidence of sexually transmitted diseases among 
adolescents is more than twice as high than it is among those aged 20 -29 years. Early 
teenage pregnancies pose special health risks not only for the mother, but also for the 
child.2 Evidence clearly shows that maternal mortality ratios are considerably higher for 
younger women, and that teenage mothers also run a higher risk of losing their babies in 
infancy. 

V. DEVELOPMENTS IN MCI: TECHNOLOGIES AND KNOWLEDGE 

54. In the past few decades, there have been important advances in science and technology 

which have affected the health of mothers and children. Vast rural and periurban populations 
have, however, remained untouched by them. Technologies have to be developed which are 

appropriate to the local needs and life style of communities and which can be used by primary 
health workers or the families themselves. In the industrialized countries the 

technological development has been rapid, with a trend towards more sophisticated techniques 
and the development of potent curative drugs. In obstetrics, the main developments were 
availability of life -saving oxygen and transfusion facilities and antibiotics, technology for 
fetal monitoring, and improved techniques for the induction of labour and for obstetrical 

analgesia. These were coupled with such negative institutional practices as separating the 
child from the mother after birth and inducing labour on weekdays to avoid weekend births. - 

The technology developed, although beneficial when used rationally, has tended to interfere 

with a basically healthy, normal process. As with almost every advance in technology, it 

has called for new and expensive mechanisms and organizations to protect individuals and 
families against its ill -effects. The effects of over -use (or extremes) of these technologies 
and types of care have been challenged, both by the public on the grounds of expense and the 

inhuman nature of the care, and by clinicians on the grounds of their potential danger. 

55. Prenatal and postnatal screening for metabolic, congenital or genetic disorders in the 

fetus and newborn have been made possible by sophisticated biochemical and cytological 
devices; amniocentesis is an example. Other advances have included treatment for 

infertility. The care of the newborn has progressed greatly through better knowledge of the 

physiology of kidney', gastrointestinal and lung function, and heat -regulation. This has 

made possible relevant techniques of anaesthesia, intravenous nourishment, etc. Treatment 
of episodes of illness in such diseases as meningitis and pneumonia is now very successful. 
Some malignant diseases of the infant are controllable. Surgical corrections of malforma- 
tions and traumas are very effective. 

56. Child psychology and psychiatry are becoming influential in general paediatric care. 
The care of children with chronic disorders is more and more looked upon as part of family 
health. Likewise, rehabilitation measures have been taken from institutions into the 

family, and a variety of supportive measures developed. 

1 WHO Technical Report Series, No. 609, 1977 (Health needs of adolescents: report of a 

WHO Expert Committee). 
2 

Omran, A. R. & Standley, C. C., eds, Family formation patterns and health, Geneva, 

WHO, 1976. 

• 
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Preventive technology 

57. Examples of preventive technology in MCI include the development of vaccines for the 

prevention of a number of the common infectious diseases of childhood, of immunization 

techniques such as the jet -injector, and of simple cold storage systems. Immunization has 

greatly reduced the incidence of diphtheria,whooping cough, tetanus, tuberculosis, measles, 

and poliomyelitis. 

58. The availability of effective modern contraceptive technology has not only contributed 

to lowering infant and maternal mortality, but has also made possible radical changes in the . 

lives of women in society and in the family. Technological research in this field has 

largely concentrated on finding new methods or devices which are safe, effective and 

increasingly simple to use and administer. Also, better technologies have made abortion a 

safer and simpler procedure. 

59. The prevention of diseases and disorders resulting from nutritional deficiencies has 

been enhanced through the development of techniques for the fortification of foods, e.g., the 

fortification of sugar with vitamin A and salt with iodine. These techniques have become 

widespread and have done much to reduce or even eliminate the incidence of the deficiencies. 

60. Although not a preventive technology per se, the development of a simple method of 

oral rehydration therapy for treatment of diarrhoeal diseases in young children has potential 

for significantly reducing the great number of deaths now caused by these diseases. With 

appropriate information the method can be easily used by the primary health care worker and 

by a family member - mother, father or others. 

Developments in knowledge 

61. Other developments in the past few decades related to scientific knowledge in MCI have 

had an impact on health and social interventions for mothers and children: e.g., greater 

understanding of critical periods of growth, the human potential for "catch -up ", and the 

impact of "parenting" on psychosocial development of the child. In recent years it has 

become quite clear that many of the foundations of later health are to be found in the 

important first 40 weeks after growth starts, at conception. Increased knowledge of fetal 

development has led to increased attention to the intrauterine environment. Both 

epidemiological and intervention studies point to the crucial importance of the last 

trimester of pregnancy, which is the main energy storage period of fetal life. 

62. It was less than 40 years ago that the possibility was widely recognized that 

environmental factors during fetal development, especially the first trimester, caused 

malformations in humans. This was underlined by observations of the effect of rubella on 
the young fetus, and then by the disclosures concerning the thalidomide tragedy, which drew 
attention to the still under- researched area of perinatal pharmacology. 

63. In the 1970s, results of research have made it increasingly clear how events in early 
life affect the health of the adult, and how many conditions can be prevented through early 
action. For example, dental disease in adulthood can be almost totally prevented by action 
in childhood. Early treatment of streptococcal infections in childhood can prevent 
rheumatic heart disease. In spite of the evidence that genetic factors play a role in 

essential hypertension, longitudinal studies suggest that the foundations of hypertension in 
susceptible individuals may well be laid in early life. 

64. The effects from one generation to the next of adverse environmental conditions - 

especially undernutrition - are manifested, for example, in delayed menarcheal age in 
developing countries, as well as in the adverse effects of small stature of the mother on 
outcome of pregnancy. Studies have shown the synergistic effects of malnutrition and 
infection, and have demonstrated that malnutrition - especially protein -energy malnutrition - 

is a contributing or associated factor in more than half of childhood deaths. In 

industrialized countries overnutrition has become a major problem; because treatment 
generally fails, prevention becomes of prime importance. 
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65. Knowledge of the importance of breast - feeding is leading to action to reverse the 

trend away from this practice in some areas, and to maintain breast - feeding in others. 

Studies on breast - feeding conclusively show that breast milk not only meets all the 

nutritional needs of the baby safely and adequately, but it also provides the baby with 
defences (immunities) that protect against many of the illnesses of early infancy. Studies 

in recent years have also "proved" the significance of the early mother - infant contact, or 

"bonding ", for infant and child development. 

Research needs 

66. As to future research needs, findings and prospects, more knowledge should accumulate 

during the coming years as a result of research in cell biology, immunology and pharmacology. 

Powerful tools may be discovered to replace missing enzymes in children, the lack of which 

causes genetic disorders, and to replace defective genes with healthy ones. It may also 

be possible to combat respiratory diseases, leprosy and malaria by immunization, and to 

monitor drug metabolism according to individual characteristics and nutritional status. 

67. In the past, much less emphasis was laid on developments in social sciences and on 

operational and health services research in MCI as part of the health care system. A new 

balance in research has to be struck in all countries, with due attention to the cultural 

background and an epidemiological analysis of prevalent health problems. The process of 

socialization of the young child and the adolescent is not yet well understood. This topic 

calls for multisectoral involvement and has great significance in optimizing the educational 
system. Many of the roles of women must be better understood and supported to the benefit 

of society as a whole. Much more needs to be known about the quality and quantity of family 
self -care in child -bearing and child -rearing, and effective social support systems need to 

be studied and developed. The efficiency and effectiveness of the health care system should 
be studied at all levels in various settings. This will include the study of approaches to 

community participation in decision making, problem identification and programme implementa- 
tion. 

VI. TRENDS IN MCI CARE WITHIN THE HEALTH CARE SYSTEM 

68. МСН care is now planned and implemented as an integral part of the health care system as 
a whole.1 Furthermore, in the past decade family planning has increasingly been included as 

an integral part of МСН. The present emphasis is on the development of МСН care according to 

the primary health care approach, as one of its essential elements. 

69. The content of МСН care cannot be uniform, as problems and solutions will vary from one 
community to another. Nevertheless, as an essential element of primary health care it might 
include: care during pregnancy and childbirth; promotion of breast -feeding and appropriate 
infant and young child nutrition; supervision of growth and development and prevention of 
infections, including immunization; the prevention aid management of infant and childhood 
diarrhoea, including oral rehydration; family planning, including prevention and treatment 
of infertility; education in health within the family in support of family self -reliance. 

Organization of care 

70. The first "level" of МСН care within the health system is the home and community; it is 

estimated that nearly 80% of the tasks of the primary health care worker are related to health 

care of mothers and children. Maternity homes with facilities for hospitalization function 
at district levels for referral and services such as caesarian sections, neonatal care, and 

laboratory diagnosis. Depending upon the overall structure of a national health care system, 

the intermediate levels of МСН care provide support to the requirements at the peripheral 

levels, and the necessary facilities for referral for problems which cannot be dealt with at 

1 WHO Technical Report Series, No. 600, 1976 (New trends and approaches in the delivery 
of maternal and child care in health: sixth report of the WHO Expert Committee on Maternal 
and Child Health). 
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previous levels. Paediatric and obstetric outpatient facilities or hospital beds exist in 

all countries, usually at central and district levels. At the central level in the past 

30 years nearly all countries have established MCI units within the ministry of health or 
other related ministries to provide guidance in technical policy and planning with regard to 

training and service. 

71. Evaluation of numerous service programmes has shown that many specific measures and 

interventions were rigidly repeated everywhere, irrespective of their relevance to the real 

needs of the local situation, resulting in misuse of already scarce resources. This is 

particularly true of prenatal care. New planning methods are being developed to permit more 

effective MCI care, including the "risk approach" being promoted by Wii.l This approach fits 

into the overall process of planning and programming carried out within the national system. 

72. Much of the health care of mothers and children in the past has been delivered 

separately, with different clinics being held at different times, by different staff. 

Immunization and family planning are examples of services which in some instances have been 

and still are fragmented, sometimes to the detriment of МСН care in general. Studies of 

service coverage in these circumstances have shown that personnel and other resources are 

drawn from other services providing more general МСН care, resulting in reduced effectiveness 

or acceptance. In recent years, most of the previous vertical family planning programmes in 

Asia, for example, have changed their policies and are now combining family planning with other 

elements of MCI care and family welfare. In various industrialized countries, there is now a 

trend away from the fragmentation of MCI care towards a broader family- oriented form of care. 

73. One of the main conclusions of the joint WHO /UNICEF study on alternative approaches to 

meeting basic health needs in developing countries2 was that the integration of components 
of health services yielded the best results. The main common feature of integrated care was 

the use of field workers, who carried out MCI care functions and who served as a link between 
the village families and other levels of the health services. 

74. As the concepts of integrated, comprehensive health care and the principles of equity 

in health care have been increasingly accepted, there has been a rethinking and departure 
from the conventional "МСН services ": now every contact of mothers and/or children with the 
health care system is seen as an opportunity to deal with the health problems of all the 

members of the family, and to see each individual's problems and needs in the context of the 

family and community. 

Manpower and training 

75. The shortage of manpower, the poor utilization and maldistribution of existing manpower, 
and the inadequate and /or irrelevant training received are among the main obstacles to 

ensuring total coverage of populations with essential and socially relevant health care. 

This is particularly acute in relation to МСН, mainly because of the factors described above. 

The characteristics of МСН have implications in terms of planning for the types of activities 

and the time spent by health and other community workers in МСН care, especially frontline 

workers, as well as for the number of workers required. 

76. The category of a special "МСН worker" at the primary level is gradually being phased 

out. A wide range of workers are now considered to be needed for MCI care: they include 

persons who are not only workers in the formal health sector, but also those in other sectors, 

both formal and informal. At the community level this would include primary health care 

Risk approach for maternal and child health care. Geneva, WHO, 1978 (WHO Offset 
Publication No. 39). The approach is a mangerial tool for the flexible and rational 

distribution of existing resources, based on measurements of individual and community risk, 
and for developing local strategies and determining the appropriate content of МСН and family 
planning care, to permit improved coverage. 

2 Djukanovic, V. & Mach, E. P., ed. Alternative approaches to meeting basic health 
needs in developing countries. Geneva, World Health Organization, 1975. 
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workers, crèche staff, extension workers, grandparents, members of women's organizations, 

schoolteachers, and traditional birth attendants. However, in most instances training in 

MCI has not as yet reached much beyond health workers. 

77. Much of the training in МСН for health workers before the 1970s was based on curricula 
devised in academic situations, without taking into account the local conditions at the 

periphery. Moreover, in developing countries the training of health professionals was based 
on foreign models; many of the paediatricians and obstetricians, professional midwives and 
MCI managers were trained outside their own countries in university centres in developed 
countries. The content of training was therefore usually not relevant within the local social 
context of the workers or people at the community level, nor was it geared to the solution of 
major health problems of those at the social periphery. 

78. Current trends, on the other hand, show that it is more effective to develop the 

curriculum from the community level; that is, the development of training curricula should 
start with a full knowledge and appreciation of the community and the tasks of the community 
level workers, and build up from there to the curriculum of their teachers, and then of 
professional and supporting personnel at teaching institutions, universities and postgraduate 
level, including specialist paediatricians and obstetricians/gynaecologists. 

Availability and utilization 

79. Recent World Health Assemblies, as well as the 1978 International Conference on Primary 
Health Care, have expressed increasing concern as to the inadequate coverage of health 
services in most countries and the fact that the health needs of populations are not being 
met. This is despite the efforts made in many developing countries to strengthen the health 
services. In most countries the bulk of resources are still used for urban specialist and 
hospital care. In a large Asian country, for example, only 327 of the rural population lived 
within a three- kilometre radius of any kind of health facility at the end of 1975, while the 
corresponding percentage for the urban population was 98 %. 

80. Services may also be under -utilized; some of the reasons for this are specific to МСН 
as they relate directly to the lives of women, who are the main "users ". The overburden of 
work in women's lives has been referred to in general terms; in many areas, women may spend 
the day in agricultural work, fetching water, preparing meals, and marketing. Limitations 
of time and energy may thus be important obstacles for them. Also, in some societies, women 
prefer to consult or be examined by female health workers, who may not be available. 

81. A meaningful measure of coverage in MCI care should be more than a count of health 
facilities and health staff per person. It should show how the whole series of promotive, 
preventive, curative and rehabilitative activities are made available to, and perceived and 
utilized by, those in need. Thus appropriate coverage data for МСН care are practically 
non -existent, particularly for underserved population groups. There are, however, service 
statistics for several components of МСН care which give some indication of coverage. These 
are outlined below. 

82. Care during pregnancy and childbirth. Care during pregnancy and childbirth is 
provided in different forms, with special clinics, outpatient and other services involved. 
Although data are difficult to summarize at a global level, it is known that coverage with 
prenatal care is expanding in individual countries. In Botswana, for example, the proportion 
of pregnant mothers attending prenatal clinics rose from about 40% in 1973 to about 70% in 
1977. There is also a trend towards increased attention to the identification of high -risk 
pregnancies. 

83. Figures for births attended by trained personnel in developing countries show a wide 
range among regions: in Africa, the figures for countries range from 6% to 67 %; in Asia 
from 37 to 95 %; and in Latin America from 12% to 97 %. Nevertheless, the proportion of 
deliveries attended by trained personnel is rising steadily in many countries. However, a 

review of the most recent information suggests that in some parts of the world at least 50 %, 
and in a few instances as many as 85 %, of births are assisted by traditional birth attendants 
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or relatives. Although in the past traditional birth attendants were not officially 

recognized by many health authorities, and thus received no support, more and more countries 

are now devoting attention to their training and utilization, and providing access to super- 

vision and referral for MCI and family health care. 

84. Family planning. With the growing recognition of the health and social benefits of 

family planning, particularly to mothers and children, more countries are integrating family 

planning within their national health programmes. According to a recent global survey, the 

percentage of eligible women practising family planning nearly doubled in some regions during 

the first half of the 1970x, and it was estimated that in 1976 34% of eligible couples 

throughout the world were using some form of contraception regularly. However, there is 

great variety within and between countries; for example, an estimated 53% of eligible women 
practised family planning in the Western Pacific Region, whereas in West Africa the figure 

was only 37.. A series of fertility surveys in all parts of the world showed a large 
proportion of women who did not want any more children, yet who did not have the information 
or means to practise contraception. 

85. A comparison of rates of use of contraceptive methods delivered through health care 

services in 1971 and 1976 indicate that coverage has increased significantly in the five -year 

period. Among couples practising family planning, the percentages of those using oral 
contraceptives, intrauterine devices (IUDs), and sterilization increased. 

86. About two - thirds of the people of the world, mostly in Asia, Europe and North America, 
live in countries where there are liberal abortion laws and policies. The remaining one - 
third live in countries, mainly in Latin America and Africa, but including a few in Europe, 
where abortion is either illegal or permitted only to protect a woman's life or health. 

Whatever the legal status, induced abortion is widely practised in most parts of the world 
and, according to estimates, accounted for about one pregnancy termination for every three 
live births in the mid- 1970s, with approximately half of the induced abortions performed 

clandestinely. 

87. Infertility care has received increasing attention in many countries but in most of 

the developing world it remains a specialized service reserved for a privileged few. 

88. Infant and child care. In developing countries, national data for infant and child 

services are even more difficult to obtain than other components of MCI care; and the "content" 

of such services varies. In general, however, it includes continuous supervision of the 

growth and development of the child; prevention and management of common infections and 

specific childhood diseases; and promotion of good nutrition. The figures for specific 

activities such as immunization thus give some indication of "coverage ". At the present time, 

it is estimated that less than 10% of the children born each year are immunized against the 

six common childhood diseases (pertussis, tetanus, diphtheria, measles, tuberculosis and 

poliomyelitis). It can be assumed that these 107., at least, also receive appropriate 

preventive health care in other respects. But in spite of growing realization of the 

importance of such care, the large majority of the world's young children come into contact 
with the health service only when they need curative care. 

89. Family life education. While mothering and fathering are known to be powerful 
influences on the development of the young child, adequate counselling in this matter is 
rarely provided to mothers during pregnancy, and even less to fathers. Moreover, health 

education on ways and means of improving the health of mothers and children is commonly 

treated marginally within the health services. This is mainly due to such factors as 

pressures of time, inadequate preparation of the health workers, and lack of suitable 

educational materials. 

Other relevant services and legislation 

90. The health care of children is not limited to interventions through the health care 

system; other related social services are closely involved, some of which are indicated 

below. 
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91. Day -care services /facilities. The day -care of children is becoming more important as 
the tendency for both parents to work outside the home, or far away from the home environment, 
increases. This also reflects a trend towards an increase in the social support required 
for child -rearing. 

92. Devastation caused by war presents the problem of thousands of homeless and orphaned 
children. After the First World War in some countries - for example, the USSR - collective 
care of pre -school children began with very successful results, and state involvement in 

institutionalized day -care developed rapidly. Paediatricians and psychologists have provided 
guidance since that time. In 1977, 12 million children in the USSR attended day -care 
institutions such as nurseries, kindergartens, pioneer camps and children's homes.l Other 
countries in Europe have developed day -care facilities along similar lines. Recent figures 
show that the percentage of children aged 3 -5 years attending day -care institutions in Europe 
ranges from about 27% to 90% in the different countries. The percentages of younger 
children being provided such care are lower, i.e. about 7 -25 %. 

93. In developing countries, there are very few examples of governmental efforts to implement 
day -care systems. Isolated efforts exist in the private sector; however, they primarily 
benefit the richer classes. Nevertheless, in Africa there are examples of community- organized 
group care of children, involving women's groups or political organizations, in newly 
developed urban areas and in agricultural areas. Depending upon the sociocultural setting, 
other approaches are being developed. They include organized systems of day -care in 
factories or industrial facilities, neighbourhood centres, cooperative self -help women's 
groups, and family -based day -care facilities for children of working parents in which older 
members of the family take part. 

94. School health. While in the past the emphasis was on routine health examinations of 

schoolchildren, school health now concentrates on motivating children to develop healthy habits 
for their lifelong health. In addition, schoolchildren join in learning about health problems 
of their community as a whole, and in carrying out selected health activities for themselves 
as well as for other children and their families. Schools can effectively carry out 
specific activities such as updating of immunization, nutrition education, accident prevention, 
and screening for hearing and eyesight problems. The training of schoolteachers and other 
school employees to give health guidance is being increasingly emphasized by organized 
educational systems. 

95. However, in areas where school attendance is low, and where the social environment is 

poor, the health needs of school -aged children who do not attend school are likely to be more 

acute than those of children in school. Moreover, it is estimated that by 1985 the number 

of children who receive no formal schooling whatsoever will have increased considerably. 

96. Adolescent services. Adolescents in most of the world are served through normal health 
services channels, or through special services such as school health services, though the 

latter do not exist in most areas for this age group. Innovative types of services for 

adolescents have been developed, mostly in urban centres in industrialized countries; these 

services are usually provided through nongovernmental or voluntary systems of care, and have 

very limited coverage. They are also geared chiefly to special problem groups, including 

adolescents with problems related to drug addiction, juvenile delinquency, and teenage 

pregnancy. 

97. Social legislation. During the past decade many countries, both developed and 

developing, have enacted legislation that upholds the right of individuals with respect to 

the availability of necessary services. International labour conventions governing maternity 

leave, flexible hours so that a mother may breast -feed her child, and the provision of day -care 

facilities for young children have now been implemented in almost all developed countries 

1 Andreeva, E. I. et al. "Progress in the organization of communities upbringing of 

children in pre -school institutions in the socialist countries ". Paper presented at the 

1st International Conference on the Care of Young Children, Riga, USSR, April 1978. 
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and some developing countries. In a few countries in Europe, for example, social legislation 
adopted in recent years enables mothers in outside employment to stay at home with full or 

partial pay for a year or more in order to care for a child. Legislation in one country 
allows for the mother or father to stay at home for the first eight months of the child's 

life. Furthermore, legal developments since 1967 reflect a change in attitudes towards 

abortion and family planning. In an increasing number of countries legislation now focuses on 
the rights of women as well as the health conditions and social welfare of women and their 
families as an indication for the provision of family planning services and the lawful 

termination of pregnancy. 

98. Workers' health. Recent studies have shown that occupational conditions for women are 
often poor, with specific and serious effects on their health, particularly in relation to 

complications in pregnancy. Several types of industrial pollution have been shown to have 
deleterious effects on fetal development. 

99. In conclusion, it is clear that for MCI care to be effective, it must be adapted to the 

life -style and socio- environmental conditions in each area or country, and planned to meet 

the specific needs of the populations concerned. The positive examples which are found on 

either a regional or national scale are convincing enough to indicate that it is possible to 

provide MCI care for many populations in the world which are now deprived of such care. 

VII. PRIORITIES IN МСН FOR THE YEAR 2000 

МСН and primary health care 

100. Within the primary health care approach, as the key for reaching the goal of health 

for all by the year 2000, the crucial importance of МСН can hardly be over -emphasized. The 

basic principles underlying the overall strategies and policies for primary health care are 

fundamental to the concepts of МСН care: the intersectoral approach; the need for total 

coverage; the participation of individual families and communities; the maximum use of 

existing resources such as traditional birth attendants, women's groups and schoolteachers; 

and so on. 

101. As the major and essential part of action for maternal and child health takes place 

within the family, the emphasis of МСН care within the health care system - specifically, 

primary health care - must be to support community and family self -reliance, especially 

regarding the family's responsibilities in child -rearing, child -bearing and self -care. 

102. Several conclusions can be drawn about МСН care within the health system: 

- МСН care at the primary level benefits from the involvement of often untapped local 

resources, which include traditional practitioners such as traditional birth 

attendants. 

- Local strategies of МСН care are needed to meet local needs and problems. The 

rationalization and use of resources and the content of care have to be defined within 

the community itself. 

- МСН care must concern itself with the direct and indirect causes of morbidity and 

mortality, which include the type of social organization, the values and aspirations 

and the particular problems that characterize and influence the lives of families. 

- МСН care must achieve total coverage, to ensure that a continuity of care is 

accessible to all women and children, including the systematic identification of those 

at greatest risk and the provision of referral care. 

- МСН care includes preventive, promotive, curative and rehabilitative aspects of health 

care for mothers and children; this integration is the most efficient, effective and 

acceptable form of care, from the point of view both of the people themselves in terms 

of their time, understanding and use of services, and of the rational utilization of 

resources. 
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- Health care of mothers and children cannot be considered in isolation from other 
aspects of the health sector or from other sectors of development, both formal and 

informal. Intersectorial approaches include the linking of MCI care with formal and 
nonformal educational systems, day -care facilities, social legislation, and women's 
organizations. 

- МСН care should be planned and implemented as part of the overall health care system 
and within the overall development plans. 

МСН actions 

103. For МСН care, considered as part of the primary health care approach, the knowledge and 

technology to reduce greatly the rates of death of mothers and children, alleviate their 
suffering, and contribute to the quality of life of all throughout the world are available now. 
Quantifiable targets can be set by each Member State and the effectiveness of programme 
activities can be monitored through the use of suitable indicators. Of the major health 
problems of mothers and children, a large proportion could be prevented through the application 
of specific technologies already well -known. Some examples follow: 

- Maternal deaths could be brought to within a range of 1 -3 per 10 000 births in all 

parts of the world. Complications of pregnancy and childbirth could be reduced 

through: prenatal checks for every woman, to identify those who need extra care; 

nutritional supplementation when required, including iron; attendance during 

delivery by a person trained in appropriate techniques. 

Births can be spaced and timed, with advantages for maternal and infant health. The 

and many effective methods, exist to regulate the timing and spacing of 

These could be available to all couples at low cost. The means for 

be within the reach of all. 

information, 
pregnancies. 

choice could 

- The rates of low birth weight babies could be reduced to not more than 10% in all 
parts of the world. The third trimester of pregnancy is of particular importance 
for the growth of the fetus. Alleviating the high -energy consuming tasks of women 
and increasing the energy intake in the third trimester could raise birth weights 
greatly, and contribute to reductions in infant mortality. Families and communities 
could do much to help and governmental support could be provided, through such measures 
as maternity leave and child benefits. All members of society must share these 
responsibilities. 

- Neonatal tetanus could be eradicated in all societies. Immunization of women twice 
before the birth of the baby is sufficient to prevent neonatal tetanus. This could 
become the next worldwide success following the eradication of smallpox. 

- Vitamin A and D deficiency diseases could be abolished 
preventive actions has been known for over half a cen 
communication were used to convey the information and 
provided where needed, the sufferings caused by these 
deformities - could be eliminated. With a concerted 
achieved. 

The scientific knowledge for 

tury. If all channels of 
nutritional supplementation was 
deficiencies - the blindness and 
effort, this goal could be 

- Deaths due to diarrhoeal diseases could be reduced significantly. The immediate 
application of the oral rehydration treatment could save millions of lives, giving 
young children a chance to survive the crucial weaning period. It can be 
administered within the family, thus greatly facilitating widespread use. 

- Death and disabilities due to childhood diseases could be avoided. Systematic 
immunization against diphtheria, pertussis, tetanus, tuberculosis, measles and 
poliomyelitis can effectively reduce the incidence of these diseases. 
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104. The Member States of WHO have set the target of immunizing all children of the world 

by the year 1990,1 while the United Nations Water Conference (1977) set the goal of safe 

water supply and sanitation for all by 1990. Exactly what impact these will have on infant 

mortality is not known. However, it is clear that in order for the impact to be significant, 

they must be accompanied by other essential elements of MCI care, including a substantial 

improvement in nutrition. 

105. Other components of МСН care are more complex by the very nature of the problems and 

solutions; they require time for people to absorb information and change behaviour. Some 

examples are given in the following paragraphs. 

106. Prevention of accidents. Accidents are of concern to both developed and developing 

countries. Because they are the dominant cause of death of children over 4 years of age in 

many countries, a declining rate must now be aimed at. The health care system can give the 

diagnosis but must convince other sectors of their roles in preventing this "man- made" disease. 

107. The promotion of infant and young child nutrition. The promotion of breastfeeding 

is fundamental to preventing malnutrition in infancy, as is the control of the introduction 

and use of artificial infant food. The use of locally produced, nutritionally and culturally 

acceptable foods during the weaning period is essential. Knowledge about the dietary needs • of children, including the timing of meals and form (density) of the foods, can be conveyed 

to people. Simple growth charts2 to measure the growth of children exist and can be kept by 

mothers. 

108. Education. Knowledge about health and its determinants, and preparation for 

parenthood, should become part of general education, through formal and informal educational 

programmes, the mass media, etc. Information on the behavioural and psychosocial aspects of 

child development can help to prevent many mental health problems at later stages. 

Increased knowledge and information are essential for people to improve their own health. 

Education of the public in health costs little compared to the high price of ill- health. 

109. Social legislation. The fact that women have a unique role in the creation of a new 
generation must not lead to the assumption that the whole responsibility should lie with 
them. There is no reason why women should carry the main burden, as well as paying the 
price of higher mortality, more ill- health, lesser opportunities in the labour market, or less 
pay. Men are partners in more than a biological way, and the duties and joy of caring for 
and being with children surely belong to both men and women. The future generation is the 

responsibility of society as a whole - men and women, parents or not - to create the best 
possible conditions for the growing generation. • 110. Training strategies for МСН care.3 Strategies should be oriented to ensure that the 

training is socially relevant aid addresses itself to the three main groups involved in МСН 
care: (a) families, communities and the public at large; (b) workers in various development 
sectors, including policy makers and planners; and (c) the different categories of health 
workers at all levels, including primary health workers, health auxiliaries, traditional 
birth attendants, and health professionals and specialists working at supervisory and 
referral levels. 

111. Health research. As already noted, certain areas of МСН require new knowledge and 
appropriate technologies. In general, however, to meet the priority needs in МСН, much is 

already known. In the years to come, the major research efforts will have to be geared to 
the application of this knowledge, with emphasis on health service research. 

1 Resolution WНАЭ1.53. 

2 A growth chart for international use in maternal and child health care: Guidelines 
for primary health care personnel. Geneva, World Health Organization, 1978. 

See Training in maternal and child health (document JC22/UNICEF- WНO/79.4), submitted to 
the UNICEF /WHO Joint Committee on Health Policy, twenty -second session, January 1979. 
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112. In summary, there are a number of prerequisites to be met if the present health 
situation of mothers and children is to have any chance of being rectified: a firm political 
will and supportive social organization; an increased budget for health with an objective 
and rational allocation for maternal and child health; birth registration and appropriate 
indicators for MCI; the whole health care system supportive to peripheral levels and the 
"have pots "; and measurement of the health service against its impact on the health problems 
of the population. 

VIII. WHO'S ROLE IN THE PROMOTION OF MCI 

113. In recent years, in line with the primary health care approach, Member States have 
committed themselves to renewed attention to МСН. This is reflected in the work of the WHO 
regional committees. For example, the Regional Committee for Africa will observe the 
twentieth anniversary of the United Nations Declaration of the Rights of Children at its 1979 
session. As part of comprehensive health services and with its emphasis on primary health 
care, МСН is given high priority in the African Region. In 1976, the twenty - fourth meeting 
of the PAHO Directing Council (also the twenty -eighth session of the WHO Regional Committee 
for the Americas) adopted resolution XXXIII on health and youth as a priority for the Region. 
Also in 1976, the Regional Committee for South -East Asia recommended (resolution SEA /RC29/R8) 
that special attention be given to the problems of child care in the Region, with particular 
emphasis on nutrition and family welfare. The Regional Committee for Europe will discuss 
the medium -term programme for maternal and child health in 1979. 

114. In 1976, the Regional Committee for the Western Pacific adopted resolution WPR/RC27.R14 
according first priority for the regional programme to the objectives in section 3 of the 

Sixth General Programme of Work relating to the promotion of family health, particularly 
maternal and child health. 

Sub -Committee A of the Regional Committee for the Eastern Mediterranean, after the 1978 
technical discussions on the present state of child health in the Region, urged governments to 
increase their efforts in this field, fix targets to be attained in the next 10 years, aid 

determine strategies and allocate resources to achieve these targets (resolution EM/RC28A /R.13). 

115. As part of the Sixth General Programme of Work, WHO has strengthened its activities to 

support national programmes in МСН care. The Organization's МСН support programme has evolved 
over the past few years to become more relevant to countries' priority needs and to promote 
national self -reliance. The activities fall within the major programme of Family health, 

which appears in the programme classification as part of the Development of Comprehensive 
Health Services. The objectives of the Family Health programme are: 

- to promote family health, in particular to foster optimal physical growth, the psycho - 

social development of the child, improved reproductive health, and an enhanced quality 
of life; 

- to support technical cooperation with and among Member States in developing and 

strengthening the family health component of the overall health system; 

- to promote intersectoral development strategies for improving the health and social 
wellbeing of women, children and the family As a whole. 

116. Furthermore, as part of the Family Health programme, the Organization's МСН activities 
are carried out together with those in Nutrition, Health Education and the Special Programme of 

Research, Development and Research Training in Human Reproduction. The МСН activities are 

also closely linked with other programmes such as diarrhoeal diseases control, the Expanded 

Programme on Immunization, Mental Health, and Health Manpower Development. WHO works in close 

collaboration with the other United Nations bodies, bilateral agencies and nongovernmental 

organizations concerned, in particular UNICEF, UNFPA, FAO, UNESCO, the International Children's 

Centre, the International Pediatric Association, and the International Planned Parenthood 

Federation. 
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Technical cooperation with and among countries 

117. WHO's present MCI programme is described in the proposed programme budget for 1980 -1981 

(Official Records No. 250, pp. 143 -146) being reviewed by the Thirty - second World Health 

Assembly. 

118. At the country level, WHO supports more than 70 countries in the development and 
strengthening of the MCI component of their health care systems, especially as part of primary 
health care. Activities are carried out for the development of methods to improve national 
МСН programme management, including planning and evaluation, information and records, and 
approaches to the development of strategies which form part of the overall development of plans 
for primary health care. For example, health services research in МСН includes the 

development of the risk approach for МСН care referred to earlier. Research is also initiated 
in countries to assess technologies now used in МСН, with a view to their adaptation and use 
in the home or by village health workers, and to identify areas where new technologies need to 
be developed. These activities promote the application of the specific interventions 
mentioned in section VII. In the development of human resources, WHO supports the systematic 
building up of national capabilities to meet the needs of the МСН programme of each country, 
within the country. Activities are mainly oriented to the training of teachers of workers in 

МСН at the community level, including both health personnel in the health system and others 
such as traditional birth attendants, schoolteachers, and members of women's groups. 

119. With the endorsement of the UNICEF /WHO Joint Committee on Health Policy at its twenty - 
second session in January 1979, WHO is now extending its collaboration with UNFPA and UNICEF 
to include, among other activities: 

- identification and strengthening of existing national and regional institutions 

involved in various aspects of maternal and child health, in particular national 
research, development and training centres, and support for the development of such 

new institutions where required; 

- support of the development of suitable national mechanisms to ensure closer integrated 

planning and implementation of programmes in all sectors related to МСН care as part of 

comprehensive national health systems, and relevant training and research. 

120. In addition, technical cooperation among countries is facilitated through regional and 

global support by the Organization. The synthesis of knowledge and exchange of technical 

information on МСН is an important aspect. Based on the latest available knowledge, 

information is collected, distilled, analysed, synthesized and disseminated among countries. 

Regional and national centres, especially those in developing countries, are involved in the 

process. This includes activities related to support to management aspects of МСН care, as 

well as priority health issues such as the physical growth and psychosocial development of 

children; infant and young child nutrition, including breast -feeding; appropriate technologies 

for perinatal care; the epidemiology and social implications of low birth weight; and 

reproductive health in adolescence. Technical guidelines are also being prepared for workers 

in other sectors, including actions for promoting the equitable participation of women in 

development, for new approaches to the day care of children, for school health, and for social 

support measures for the family. 

121. In resolution WНАЗ1.55, the Director -General was requested to "proceed with the 

preparation of a WHO medium -term programme for maternal and child health ". This is being done 

through the preparation of the family health component of the medium -term programme for the 

development of comprehensive health services; a planning meeting took place in April 1978 in 

the African Region, and following a meeting to be held in June 1979 in the South -East Asia 

Region this medium -term programme is to be finalized with the participation of WHO secretariat 

and national staff. It will then be submitted to the Programme Committee of the Executive 

Board in November 1979. 
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International Year of the Child (IYC), 19791 

122. On the occasion of the IYC, WHO has taken the opportunity to draw greater attention to 
MCI programmes and, in addition, a number of specific activities are being undertaken. Many 
national groups, international agencies and nongovernmental organizations, together with WHO, 
have initiated mechanisms for concerted efforts to promote and strengthen continuing and long - 

lasting action for investment in childhood. Within this overall context, mention may be made 
of a series of regional and interregional seminars, workshops, and meetings being held to 

further the objectives of the IYC. 

123. As part of the Year of the Child, WHO has cooperated with Member States in the setting 
up of IYC national commissions to plan immediate and long -term action for children. Such 

commissions which now exist in almost all countries, developed and developing, have multi- 

disciplinary and multisectoral representation, including the participation of nongovernmental 
or voluntary organizations. The IYC is an opportunity for the health sector to take decisive 
steps in contributing to the social development of the nation. The commissions are important 
forums for exerting social pressure for the reallocation of resources, which would make the 

investment in childhood a reality. For many countries, they may be the first bodies that can 
effectively bring about comprehensive planning within the context of national development. 
These commissions can serve as an important entry point for the development of intersectoral 
plans, including the formulation of national policies, strategies or plans of action for 
primary health care in order to attain the goal of health for all by the year 2000. In this 

regard, WHO can play an important role in supporting national health authorities to strengthen 
overall development planning and programming for the health and wellbeing of children. WHO 
can also, in support of technical cooperation among developing countries, bring together 
representatives of IYC commissions from various countries, so that experiences and ideas can 
be exchanged, and common issues can be discussed with a view to collective action. 

124. In summary, it is proposed to strengthen WHO's support to national efforts in the 
promotion of maternal and child health as part of primary health care and overall development 
through: 

- reinforcing and increasing technical cooperation with countries and facilitating 
cooperation among countries, including support of national and /or regional research, 
development and training institutions in МСН as part of centres for health development. This 
could include creating mechanisms for the twinning of institutions between developing countries 
as well as between developing and developed countries, both for setting up new institutions 
and for strengthening existing ones. 

- the promotion of intersectoral development programmes which will ensure closer 
integrated planning and implementation of programmes related to МСН care as part of national 
health systems and of comprehensive national plans for overall development. This involves 
WHO, with UNICEF, playing a catalytic role in the formation and functioning of national 
coordinating committees to promote an adequate investment in children, including МСН as part 
of primary health care. 

- the synthesis and dissemination of information concerning priority issues in МСН which 
is relevant and appropriate for national action. This includes information for policy - 
making at national and community levels in all sectors, for management of health and other 
development programmes, and for communities and families, to permit effective participation 
in sustained action to benefit children. 

125. The United Nations General Assembly, in its resolution 31169 of December 1976, 
requested UNICEF to prepare a comprehensive, action -oriented report, concerned with the 
projects and programmes initiated by governments and specialized agencies in connexion with 
the IYC and on the follow -up activities foreseen for the years ahead. Member States and WHO 
should not miss the opportunity to make a positive and forceful contribution to this plan of 

action for the benefit of children in the context of the formulation of national, regional and 
global strategies for the attainment of an acceptable level of health for all by the year 
2000.2 

1 The International Year of the Child and WHO, WHO Chronicle, 33: 3 -6 (1979). 

2 Document А32/8. 
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FIG. 2 

THE EFFECT OF PREGNANCY SPACING ON NEONATAL AND INFANT MORTALITY 
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Source: Omran, A. R. & Standley, C. C., ed. Family formation patterns and 
health. Geneva, WHO, 1976, p. 215 (data from South India sample, 
1971 -1975, 6541 women). 

Note: Preceding pregnancy interval = the interval between the termination of 
the preceding pregnancy and the birth of the infant. 
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Note: WHO (Division of Family Health) estimates based on data from various sources. 
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DEATHS OF CHILDREN AGED UNDER 5 YEARS AS A 
PERCENTAGE OF DEATHS AT ALL AGES. 
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FIG. 5 

DISTRIBUTION OF BIRTH WEIGHTS OF INFANTS 
IN TWO CONTRASTING COMMUNITIES 
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FIG. 6 
DEATHS DUE TO ACUTE RESPIRATORY INFECTION 
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