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The WHO Expert Committee on Maternity Carel has defined the field as 
follows: 

liThe object of maternity care is to ensure that every expectant and 
nursing mother maintains good health, learns the art of child care, 
has a normal delivery, and bears healtf\y children. Maternity care in 
the narrower sense consists in the care of the pregnant woman, her 
safe delivery, her postnatal examination, the care of her newly born 
infant, and the maintenance of lactation. In the wider sense, it 
begins JllUch earlier in measures aimed to promote the health and well
being of the young people who are potential parents, and to help them 
to develop the right approach to family life and to the place of the 
family in the COmmunity. It should also include guidance in parent
craft and in problems associated With infertility and. family planning." 

In accordance with this definition, the following activities can be 
considered in planning a well-rounded programme of maternity care: 

(1) Pre- and postman tal period 

(2) 

a) Preparation of women for marriage and motherhood 
b) Marriage counselling, with particular regard to 

genetic problems 
c) Premerital examination 
d) Registration of marriages 
e) Problems o:f infertility 
f) Gynaecological services 

Prenatal period 

a) Facilities for prenatal care, including supplementary feeding 
where indicated, health education (mothers' classes) and 
necessary laboratory facilities. 

b} Standards o:f prenatal care (desirability of canpulsory 
practices sueh as aeroloGical testing, Ch3st X-ray, etc.). 

c) Labour legislation for expectant and nursing mothers 
(limitations of fields of activit.y, maternity leave). 

1 World Health Organization, (1952) Expert Ccnmittee en lfaternity Care 
1clld HJ.th Org. techno liep. Sere 51 
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d) Financial assistance. Fami~ allocations 

e) Health education of other fami~ members 

f) Preparation of the home for receiving the newborn 

g) Problems of the unmarried mothers 

(:3) Labour and delivery period 

a) Facilities for hospital and home deliveries 

b) Standards of hospital care for mother and baby 

c) Reporting of births, maternal deaths, stillbirths, 
foetal deaths 

(4) Postnatal period 

a) Standards for postnatal care, including supplementary 
feeding where indicated 

b) Care of the newborn, including provision for prematures 

c) Health education, breast feading, infant feeding and 
child care 

d) Fami~ planning 

e) Reporting of neonatal deaths 

(5) Training of personnel: PhySicians, midwives, nurses and 
their respective auxiliaries. 

2. scom OF PLANNING 

The enSuing discussion applies to the planning of a comprehensive 
maternity care service, catering for all needs in this field for an entire 
population, be it that of a country, region, district, city or town. In 
practice, Situations calling for the planning of maternity care services in 
all of their component parts will seldom arise. MOre often a certain 
nuober of servic.:s will alread.Y exist when the need for planning is 
felt. UJl(ler these circumstances stock-taking both of faciUties and needs 
is necessary. So much will depend on the accuracy and thoroughness of this 
inventor,y that one may well consider this as the first phase of the planning 
process. 

i I 
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Planning for maternity care services will be part of a broader concern 
over health services as a whole. If maternity care is singled out for special 
attention, it should always be considered within the context of the overall 
health services available. 

Two particular considerations app~ to the planning of maternity care 
services. The first is the result of increasing awareness of the need to 
integrate maternal and child health services within the total health structure. 
Situations have been particular~ stressedl where maternal and child health 
serVices have either moved so far ahead of general health services that the 
opportunity for integration does not occur, or they exist alongside other 
well-developed health services but are operated to a great extent independent~. 
Both situations are regrettable and not eas1J.vdefensible from a public-health 
administration point of View. 

The second consideration is the close relationship and inter-dependence 
between maternity and child care services. As pointed out by the WHO Expert 
COIIII1ittee on Maternity Care, in planning maternity services attention must be 
given to a parallel development of child care. In the words of the Committee 
"the care of expectant mothers and of children is closeJ,y inter-related and 
therefore public-health programmes must include both groups in their planningll. 

As for the planning body, a great number of possibilities exist, ma~ 
approaches having been satlsfactoriJ.y employed in various countries and occasions. 
This is partly due to the great variation in the distribution of authority and 
responsibility for maternal and child health services among natiooal, inter
mediate and local public-health administrative units from country to countr,y, 
sometimes in different areas within a country. 

The major responsibility for planning maternity care services should 
r... rest with the competent maternal and child health authority. For countries in 

(,,'.... which there is not as yet a maternal and child health unit in the national 
health administration, its establishment is without question a pre-requisite to 
planning for maternity care. The ~xpert Committee on the Administration of 
Maternal and Child Health Service~ "considered that without such a unit an 
effective maternal and child health programme could not be developed". 

Advisor,y planning committees may be organized with the participation of 
interested units of governments, voluntary organizations and individuals. 
They may include, for example, representatives of the departments of nursing 
and of medical care, and of the medical, nursing and midwifery professional 
organizations as well as selected members of these professions. A particular~ 

1 World Health Organization, Review of maternal and child health activities 
and related traini of ofessional and auxilia health workers. (Unpublished 
working document WHO M:) , page 5 

2 World Health Organization (1957) Export ClIll'.mittee on I-faternal and Chiltl 
Health (Ldministration t.f maternal and child health services) Hld Hlth Crg. 
techno Rep. Sere ~ 
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important advantage of these committees is to make it easier to assure the 
participation of the various governmental units and professional groups in 
the developnent of the services. Their broad composition is also helpful 
in enabling the governmental unit responsible for the planning to recognize 
in advance some of the difficulties which may arise in the implementation 
of the plans. 

To function smoothly and efficiently the planning body should have 
limited membership. It is however of primary importance that planning be 
carried out with the full knowledge of, and in close co-operation with, aU 
units of government and voluntary agencies which have an interest in the 
services to be developed. AU training aspects should be discussed and agreed 
With the institutions which are expected to carry out the teaching programme. 
The department of education will have to be consulted with regard to any plan 
for the preparation of certain groups of girl stUdents for mothercraft. Social 
welfare units may be responsible for financial assistance to expectant 
mothers; the department of labour for recommending and enforcing legislation 
on child and women's labour, maternity leaves, facilities for nursing mothers 
in factories and other establishments, and other matters within their jurisdic
tion. Local circumstances vary so widely in different countries that it would 
not be profitable to attempt a complete listing of government units with a 
possible interest in maternity care services or a contribution to make to them. 

outside of the government, besides the training institutions already 
mentioned, there will be numerous voluntary agencies which could be counted on 
to provide valuable information, advice and support. Among these, professional 
associations occupy a very important place. If the country receives assistance 
from international organizations such as WHO and UNICEF, or directJ.y from other 
countries, the representatives of these agencies should be consulted to ascertain 
their willingness to assist in certain phases of the programme being planned. 

Both short-term and long-range plans may be adopted. If the country has 
adopted or is working toward a national five-year plan or similar long-range 
programme, care should be taken to see that the services to be established 
are a part of the broader plan and respect the established priorities. The ,_. 
same consideration holds good with respect to national manpower commissions. 

As part of the planning effort, even though this may come onJ.y at an ! 

advanced stage, one can also mention the use of demonstrations of training, 
administrative, or service patterns, for the purpose of testing them before they 
are adopted on a large scale, and of pilot projects. 

4. ASSESSING THE PROBLEM 

Any plan for the establishment of new services should be based as far 
as possible on complete and reliable information as to the prevailing COnditions, 
problems, needs and resouroes. If it is not available, it must be obtained, 
and in this case, the first concern of those responsible for planning will be 
to conduct a survey. 
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A careful preparation must precede the actual collection of data. As the 
aims of the survey are to disclose the needs, problems and resources, a 
separate investigation will have to be designed for each of these purposes. 

To determine the needs for maternity care services,lt is necessary 
to know the size of the population involved and its birth rate. From these 
data, it will be possible to determine the annual number of births and of 
confinements. If this information is not available, plans can be made on the 
basis of a working estimate. At the same time proviSion 'should be made for 
taking a census. 

Data on maternal mortality, abortion, prematurity and neonatal mortality 
will give an initial inSight into the problems. Enquiries on the causes will 
provide additional information of great value. Along with the collection r:4 
data, the opinion of experienced workers in the field may be sought concerning 
the major problems and possible solutions. Pertinent information on social 
and cultural factors likely to influence the conduct of the progralTlllle must 
also be obtained. 

The survey of resources will aim at determining the personnel available 
to provide the services, ~sicians, midwives, nurses and their respective 
auxiliaries. It is important tv begin looki.ng for potential leaders. 

Data on the output of training institutions and on the annual losses in 
each professional· group from all causes should be obtained. An attempt should 
also be made to determine to what extent individuals in the various professional 
groups are willing to work in the government services, especially in rural areas, 
and what may be the reasons for their unwillingness to dt, so. 

The inventory of facilities for maternity care should provide information 
on the total number of beds available and their distributio~whether in general 
hospitals or in maternities, rural dispensaries or other, as well as on out
patient faCilities. For each institution, it will be important to know the 
size and the composition of the staff and to assess their needs for equipment. 
Among the data to be collected for each institution, particularly important 
are the yearly number of deliveriec, both in the hospital and in the home, by 
hospital staff, maternai., foetal and newborn mortality, and as much informa'tion 
as can be obtained on the major morbidity problems, both in mothers and infants, 
and on the extent and causes of prematur1. ty. 

For out-patient departments, health centres, dispensaries and in general 
for all clinics giving prenatal care, it will be useful to know the yearly 
naber of women receiving care, the average number of visits per patient, at 
what stage of pregnancy most women first report for care, am what are the 
most common pathological conditions encountered. 
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Besides fact-findiJ1g the survey could also usefully aim at gathering 
opinions. What are the felt Deeds in the COJIUIluni ty as they concern maternity 
care services? What does the personnel of existing maternity services think 
about its problems? What do the patients themselves think about the 
services they now receive? Has there been an expression of wishes by the 
population either in the local press or through resolutions adopted by civic 
bodies or voluntary associations? 

In line with the definition of maternity services already quoted, the 
survey, as well as the planning, should extend beyond the area of service 
during pregnancy and at, and illll1l9diately after, delivery. Depending on local 
circumstances aod possibilities, a study could well be included of what is 
being done in the community to prepare the adolescent girl for marriage and 
parenthood, and of local practice and opinion in respect to pre-marital 
examination, marriage counselling and family planning. It has already bee.u 
mentioned and it is worth repeating that plans for maternity care services 
should be made alongside plans for child care. 

In the social field, existi.ug legislation regulating the work of preg.uant 
women, maternity leaves, family allocations and the like, should be reviewed; 
facilities for assisti.ug unwed mothers and in general the extent of this 
problem in the population Should be investigated. 

For purposes of evaluation, as will be explained iJ1 greater detail 
further on in this paper, it would be very desirable and useful to include in 
the area to be covered by the survey a population greater than that which will 
immediately benefit from the services which are being planned, to serve as a 
control. 

5. PRIORITIES 

As soon as the data Bnd all the information collected in the survey have 
been properly assembled and analyzed, the first task in the planning process 
is to establish priorities of work, starting with the more general and preSSing 
needs. It is at this point that probably some of the gr~atest difficulties 
in the entire planning process will be met. Knowing what the problems are and 
what resources are available, two questions immediately arise: in which direction 
should i'uture efforts be oriented, and what must be done first. 

The most common situation is one where dearth of personnel is without 
question the most important problem on hand. Top priority will thus go to 
expa.usion of training facilities. The decision BS to what type of personnel 
should receive most attention or for what type of service it should best be 
prepared, is one of fu.ndamental importance. It must be guided by local conditions 
and to a great extent also by local traditions and wishes. Both technical and 
policy considerations are involved. In practice, it amounts to deciding what 
should be the role of pnysioians and midwives as well as of hospitals and 
domiciliary services. A proper place must be assigned to each of these components 
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in the overall programme. Often the role of auxiliary personnel must also be 
considered. It is of the utmost importance to assure that services develop 
suffiCiently alongside the training progranme to absorb readily all personnel 
as soon as they are available for work. It should be self-evident that the 
same results can be often achieved in different ways. That this applies to 
materni ty care is not always readily accepted, and one meets not too infrequently 
supporters of one system to the practical exclusion of all others. When facts 
are objectively examined, interesting conclusions can be drawn. Thus de Haas 
could showlllthat the rate of perinatal mortality is practically the same in 
Sweden and in Holland, notwithstanding the divergence in obstetrical care: in 
Sweden, nearly l~ hospitalization, in the Netherlands o~ 25%". 

The relative role of pnysician, midwife, nurse and home help has been 
authoritatively discussed by the "iRe Expert Cormnittee on Maternity Care. 

6. THE PIAN 

Once priorities have been selected, the plan for the orderly development 
of the services can be outlined. Particular attention must be given to stating 
the objectives, which must be well defined in a way which will permit later 
evaluation. Objectives which are not well defined, and methods which have not 
been clearly stated will not be worth the time, effort and cost of planning. 

The methods to be employed must be clearly described.· \vithout prescribing 
too rigi~ the modalities of service, and without interfering with the profes
Sional freedom of the personnel involved, it is possible to help the services 
attain maximum efficiency. Establishing minimum standards for h08pl tals, clinics 
and health centres, issuing service manuals, hand-books, special instructiona, 
all of these meth~ds have been used to very good purposes. 

Important features of the plan will be to include provision for administra
tive and technical supervision at all levels and to assign clear-cut responsibili
ties for the different phases and component units of the programme. 

,-...... Systematic recording of events is of paramount importance. Birth and death 
registration are first in priority. All units giving maternity care must be 
provided with suitable record forms and the personnel instructed in their use. 

Once in final form and approved, the plan should be given wide publicity 
and distribution. This is important to assure that all participating unita and 
the people know what is expected c,f them and what are the cOlllTlon aims. It will 
also help toward achieving an early decentralization of effort. A schedule of 
"target dates" is very valuable: it gives the unit which is successful in meeting 
its limited goals a feeling of achievement. Those which do not are stimulated 
to look into the causes for their failure. The plan should always incorporate 
provisions for periodic stock-taking and for possible revision. 

1 de Haas, J.H. Future trends in maternal and child health, Acta pediatrica, 
47, 446-464, 1958 
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7. RESEARCH 

Nearly always, it should be possible to provide for a certain amount of 
research. Investigations may be directed toward the solution of either 
technical or administrative problems. While the main burden of research 
ordinarily rests with the teaching institutions and laboratories, a certain 
amount can be carried out by hospitals, out-patient and domiciliary services 
and by health centres. The research prograJIIDe should be adapted to the means 
and facilities available and should not interfere with the conduct of the 
services, but interest in investigation should not be discouraged. 

8. EVALUATION 

MIlch of what has already been said was for the purpose of establishiJlg 
a satisfactory basis for evaluation. Such was the recommendation that the 
1ll1tial survey should cover a wider area than that intended for the establish
ment of services. This prOvision would be highly rewarding and the additional 
expenditure which may be involved more than justified. As the plan develops, 
the control area will provide the means ('~ assessing results. It will be 
specially valuable to discriminate between success which may be aocll.rately credited,,, .
to the prOvisions of the plan and conditions resulting from ~ntirely 
independent sets of circumstances such as, for Instan"e, eoonomic development and 
improved educational standards. 

The information obtained through the survey will form the base-line with 
which all subsequent attainments can be compared. There are other basic pre
requisites to evaluation which have been taken into consideration in the dis
cussion of the planning process. Among them are the clear definition ~f 
objectives and methods, the assignment of responSibilities, the proviSions for 
birth and death registration and for record-keeping in hospitals, clinics and 
health centres. 
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As little was known in Japan about the maternity care programmes in other 
countries in Hestern Asia, this paper will be limited to the problems with 
which we paedia~icians in Japan are confronted and which we hope will be solved 
in the future. 

MOst paediatricians find that the new-born baby ve~y soon develops some 
ailment, serious or otherwise, caused mainly by lack of adequate obstetrical 
care during pregnancy or delivery. 

In 1956, 13 prefectures had neonatal mortality rates above 30. In 1955, 
the infant mortality rates showed that 57.1% of all cases of death occurred 
within one month of life and that 32.9% of these occurred under one week. 
Some of the reasons for this are discussed below. 

1. Prenatal Care 

In Japan the people do not fully understand the needs of the pregnant 
woman. This attitude leads to the pregnant woman overworking, to her diet 
being unsatisfactory and to her mind being disturbed. 

Throughout Japan the public-health centres have clinics for healtqy 
mothers but in the rural districts some pregnant women are not always able 
to visit the centre regularly because of their family responsibilities. In 
other cases the reason for their not being able to attend is economic. 
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The paediatricians in Japan hope that more emphasis will be placed on 
the prenatal clinic and that all pregnant women may be able to attend classes 
or receive some instruction from the doctors or midwives. Such classes should 
be based on the public health point of vie". 

2. Care of thel~born 

Care of thene~orn infant is mainly the responsibility of the obstetrical 
department, even in general hospitals. There are still very fe" instances when 
the cases are referred to the paediatrician and in general this is usually only 
in an emergency. It is a common fault that most obstetricians pay more attention 
to the mother than to the ne~rn child. 

3. Education of Midwives 

The percentage of total cases delivered in institutions or at home in 
1955 is shown in Table II below. 

All Japan 

Urban 

Rural 

TABIE II 

Physicians 

16.2% 

24.5 

7.5 

Midwives 

79.5'1> 

74.4 

85.0 

Others 

4.2% 
1.1 

7.5 

-' , / 

Most of the deliveries attended by midwives or other persons are considered . ~ 
to be home deliveries. In Japan, therefore, delivery takes place at home in 
about 8~ of the cases, these being attended by midwives in private practice. 
The care of the new-born child is entrusted to the midwives for a period of from 
two to three weeks. In remote villages the help of the public-health nurse 
will not be available and this too represents another problem. 

The public-health centres should have a greater number of visiting nurses 
and more programmes aimed at the re-education of midwives in the remote districts. 
In the curriculum of the midl-Tifery schools there is a course for the care of the 
new-born child but there is no instruction in the care of the infant after the 
newborn period ~s passed. This may be a satisfactory arrangement in the urban 
districts where there are ma~ pnysicians and public-health nurses, but in the 
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rural areas most of the mothers take their nursing problems to the midwives. 
It would, therefore, be wise to include instruction on child care in the curri
culum of the midwifery schools as midwives would then be better qualified to 
advise the mothers. 

4. Preparation for Breast-Feeding 

According to regulations, the woman who becomes pregnant should report 
as soon as possible to the public-health centre where regular classes for 
expectant mothers are organized. However, paediatricians in Japan consider 
that there is insufficient instruction given on the problem of breast care. 
Indeed, even the obstetricians in some institutions do not ful~ appreciate the 
importance of a breast clinic. 

Although the percentage of breast-feeding cases is decreasing throughout 
the world, it is true that this is the method of choice for mothers and infants. 
More emphasis should be placed in hospitals and public-health centres on the 
importance of the breast clinic so that the mothers are instructed on the 
development of milk glands and nipples before the child is born. 

5. Conclusion 

The paediatrician has a very important role to play in maternity care and 
there must be closer liaison between the paediatrician and the maternity care 
programme in Japan. An;y barriers which may exist between the paediatric am 
the obstetric clinics must be broken down so that both may work towards improved 
maternity care. 

Ue paediatricians are always ready and willing to join in this programme 
which we recognize, will certai~ bring happiness to both mothers and their 
infants. 
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The nutrition of the pregnant woman differs in several important respects 
from that of the non-pregnant woman of the same age and socio-economic class. 
Her requirements for calories and nutrients are greater, for not on~ must she 
supp~ the raw materials for the developing foetus, but also for the changes that 
will take place in her own bo4y as pregnancy advances. 

Let us consider the needs of the .loman first. There will be a significant 
increase in breast tissue, in the material substance of the uterus, in the blood 
volume, with an accompa~ng increase in most of the constituents. Leitchl 

~ estimated the distribution of weight gain in a hypothetical reference pregnant 
" woman in Aberdeen, Scotland, who was - age 24.; height 162 cm • .; pregnant weight 

A..d" 54 Kg. 
Kg. 

~ 

-. 

Total weight gain 12.5 

Product of conception 5.0 

Foetus 3.23 

Placenta 0.64 

Liquor Amnii 1.44 

Maternal net gain 7.5 

Components of maternal gain 

~fater 6.0 

Plasma 1.2 (x) 

Extravascular extracellular 2.2 (x) 

Intracellular 2.6 

Protein 1.5 

(x) Quick~ lost after parturition. 

11acy and her team of liorkeri in Detroit was among the first to show that 
the pregnant woman, who is healthy and adequate~ nourished, stores in her 
boqy presumab~ in the long bones and muscles comparatively large amounts of 
calCium, phosphorus and nitrogen, and probably other nutrients as well. The 
obvious explanation is that these extra amounts are stored to help meet the 
needs of lactation. Some of the women in 11acy's metabolism experjments 
retained as much as 400 ~ nitrogen and 6-10 gm. calcium in excess or the 
amoUJlts calculated to meet the needs of her expanding bocJ.r tissues arxi the 
developing foetus. 
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The foetus requires water, protein, carbohydrate, fat, minerals and 
vitamins for body building. The relative amount of protein and fat 1n a foetus 
of different weights is shown in Figure 1. In addition, it is apparent that 
the foetus can also store, presumably in the long bones, muscles and liver, 
calCium, protein and other minerals and some vitamins in excess of those needed 
for current body growth and tissue metabolism. It would seem that this storage 
is also to meet the large demands of the rapidly growing new-born infant for 
these particular nutrients. For example, there is some evidence to suggest 
that the young infant does not obtain sufficient calcium to meet the needs for 
adequate calcification of newly formed bone from breast milk alone. The healthy 
infant of a healthy, well-nourished mother is able to draw upon the reserve 
stored during foetal life to supplement that in the breast milk. 

The results of several research studies have indicated that one of the 
causes of rickets is inadequate storage of calcium during foetal life. The most 
extreme forms of a calcium deficit are seen in infants born with rickets, a 
condi tion occasionally met with in grossly under-nourished women who have had a 
number of babies in quick succession. This condition has been described from 
a number of Asian countries. 

The needs of the foetus for growth, current metabolism and storage are 
carefully controlled by the placenta, which appears to transmit nutrients qy at 
least three methods : 

(a) As a barrier, restricting the transfer so that the levels in the 
maternal plasma are higher than the level in the foetal plasma. These nutrients 
include those, the levels of which in the maternal blood remain fairl.v constant, 
and those responsible for a considerable portion of the body-weight of the 
foetus, i.e. glucose and fat. This barrier function is a protective device 
preventing gross enlargement of the foetus. 

This barrier does not operate at a specific level for a~ nutrient, but 
the level of the nutrient in the foetal plasma bears a direct relationship to 
the level in the maternal plasma, for example, the glucose level in the foetus 
of the uncontrolled diabetic mother is significantl.v higher than in the normal 
mother and infant. 

(b) As a secretory mechanism, of which there are three stages. First, 
the placenta traps the nutrient (the concentration in the placenta is usually 
higher than in the maternal blood); the nutrient is stored in the placenta and 
finally secreted into the foetal blood stream. The level in the foetal blood 
of the nutrients secreted by this method is usually higher than the level in 
the maternal blood. A definite gradient exists between the maternal and foetal 
levels, so that the level in the maternal blood determines the level in the 
foetal blood. The nutrients transmitted qy this method include most of the 
minerals, as for example iron and calCium, the water soluble vitamins and 
probably the amino-acids. 

•• • 
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It is worth-while pointing out that the levels of some of these nutrients 
in the maternal blood fluctuate within wide limits throughout the day, being 
high for some time after a meal particularly rich in the nutrient. An example 
would be a meal containing a large serving of papaya; this would be followed by 
a high rise in plasma ascorbic acid levels. This method of transmission takes 
full advantage of these periodic elevations in maternal plasma levels following 
a meal. 

(c) As a simple permeable membrane allowing the free passage to and fro 
of water and the electrolytes. 

2. DEMAND IN BELA TION TO STAGE OF PREGNANCY 

The demands of maternal tissues for extra nutrients and the needs of the 
'" foetus are low during the first three months of pregnancy, advancing progressively 

to the end. The maternal storage, foetal storage and the needs of various 
maternal organs for protein and calcium are shown in Figures 2 and 3. The steep
ness of the curves in the latter stages of pregnancy is impressive. 

'-

3. REQUIREl-lENTS OF CAIDRIES AND NUTRIENTS 
DURING PREGNANCY (:u. 'ITER HALF) 

It is extremely difficult to set any standard for requirements which is 
universally applicable. The Food and Nutrition Board, National Research Council 
of America, has drawn up the following list of Recommended Dietary Allowances3 
for a pregnant woman between 25 and 45 years of age, weighing about 58 kg. While 
these have been prepared in respect of women in America, they probably apply, 
with some reductions for bod,y weight, to Asian women. 

Calories 2600 
Protein (gm.) 78 ~ f') i'; :' I ' -

~ 
.... '.' v' ... 

Calcium (gm.) 1.5 
Iron mg. 15 
Vitamin A, I. U. 6000 
Thiamine, tr..6. 1.3 
Riboflavin, mg. 2.0 
Niacin ) mg. 20 
Equivalents ) (x) I 
Ascorbic Acid, mg. •. :1,.99 
Vitamin D, I. U. 400 

It is appreCiated that it may be difficult for a high percentage of pregnant 
women in Asian countries to obtain this level of food intake in the immediate 
future. It is also possible that the Recommended Dietary Allowances for 
ASian women may be lower. Work is undoubtedly needed in these spheres. 

I,~ .. 

-' ;) 
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It is also important to bear in mind that nutrient requirements during 
pregnancy of women who have, in the pre-pregnant phase, been on a very low diet 
may be appreciably higher than those for women whose pre-pregnant diet was 
adequate. 

4. THE EFFECTS OF INADEQUATE MAlERNAL NU'lIDTION 

The additional nutrients consumed by the pregnant woman are used for a 
number of purposes, most of which have already been mentioned. When nutrients, 
and especiaJ.l.y calories, are in short supply then there is undoubtedJ.y an order 
of priority for the use of limited amounts. vie cannot be specjfic about the 
order but it is likeJ.y that a list would be as follows 

(1) growing foetal tissues 
(2) uterus 
(3) blood volume and iron (as it is available) 
(4) breast enlargement 
(5) foetal storage 
(6) maternal storage 

Inadequate maternal storage and poor breast development will affect the establish
ment and maintenance of an adequate milk supply. These, together with depleted 
foetal storage, are probably the first affected when the maternal nutrition is 
inadequate, with or without ill health in the mother. 

Numerous studies have shown that haemoglobin values in the mother and 
foetus bear a direct relationship to iron losses (including repeated pregnancies) 
and iron intake. 

The foetus itself as measured by its birth weight is apparentJ.y the last 
to be affected. Studies of birth weights during times of starvation and econo
mic depreSSion over the past 30 years have shown that birth weights are not 
affected unless calorie intake throughout the last trimester of pregnanoy falls 
below 6Qt of the calculated requirements. The observations of birth weights 
during the siege of Rotterdam4 confirmed this point. Figure 4 shows the per
centile distribution of birth weights in a pre-war control period, and the 
changes in birth weight distribution through the hunger-winter of 1944-194, and 
in the 7-1/2 months iJlIrIediately follOWing the return of food. Durirg the worst 
famine periods calorie intake "as around 1100 and protein aboot 34 grams per 
day. 

Thomson' showed, in Aberdeen, that the calorie intake during the second 
half of pregnancy apparently had an ei'fect upon birth-weights, as the following 
set of figures show : 

Number of mothers 
Percentage of birth weights 
6-1/2 lb. or less 

Under 
2000 

131 

36.6 

Mean dai6r calorie intake 

2000-
2,00 

249 

26.1 

2,00-
3000 

184 

3000 & 
over 

23.0 

• 

, , 

f 
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Poor nutrition during pregnancy may be the most significant factor in the low 
birth weights of such a high percentage of children born in Asian countries. 

Burke and her co-workers6 in America showed that durir.g the depression 
of the 19301 s, very low calorie intakes during pregnancy were associated with 
an increase in still births, miscarriages and failure of lactation. 

It is reasonable to assume that poor nutrition of the pregnant woman, 
leading to poor foetal storage, could be a Significant factor in the develop
ment of Kwashiorkor in infants • 

, 
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Showing protein and fat gains by foetus during gestation. During the 
earlier months more protein than fat is incorporated into the human 
foetus, but while the weight is increasing so rapid~ during the Last 
two months the deposition of fat outstrips the deposition of protein. 
Consequen~ the composition of the body is rad1cal~ changed during 
these two months and even a minor degree ot prematurity will cause the 
baby to be much lighter and to contain less protein and much less tat 
than an intant born at full tam. 
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Showing maternal and foetal storage of nitrogen from 3rd-loth month 
of pregnancy. Note relatively great storage of maternal nitrogen. 
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Showing maternal and toetal storage ot calcium fran the 3rd-lOt.h months 
of pregnancy. Note rapid accumulation towards end ot pregnancy. 
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Distribution of birth weights during and after hunier-wintBr. Weights 
of babies born in ten successive periods of six we~ks each from 1 October 
1944 to 31 December 1945, are displayed by the n1net.ieth, seventy-fifth, 
fiftieth, twenty-fifth, and tenth percentile. (The fiftieth percentile 
represents the weight of the infant midway between the lightest and 
heaviest in each period; the infant at the quarter mark from lightest to 
heaviest is represented by the twenty-fifth percentile, and so on.) 
Separate percentiles have been calculated for infants supposedly of at 
least forty weeks' gestation (solid line), and for those of at least 
thirty-eight weeks' (broken line). On the left are percentiles for 
babies born at the same institution in prewar times. The vertical line 
corresponds to the time of the liberation. 

WT. 1(6 

37 

3·6 

3500 

34 

3.3 

3.2 

3.1 

3000 j 
Z. 9 I 
l.S i 
27 j 
2..6 " 

Oct-
:'ov. 

BIRTH l..JEIGHTS OF 873 INFANTS 
ROTTERDAM 1944 - 45 

Nov. -
Dec. 

Jan.- Feh.
Feb. rfar. 

Apr.- l1ay- July
Hay June Aug. 

Y--.-.- 4-0 W,,~I<S ~~s"""no'" 

0---38,39,AO ." " 

Aug. £let.- Nov. 
Sept. Nov. Dec. 

(Redrawn from Fig. 2, Smith, C.A. (1947). Effects of maternal under-
flutri tion upon the newborn infant in Holland (1944 .. 194;), J. i'ediat. 30, 229 



r 
! P:-t~ 
I 
• 
I 

-, 

APPENDIX A 

REFERENCES 

1. Leich, I. (1957) 

WPR/MCH/3 
page 10 

Changing concepts in the nutritional physiology of human pregnancy. 
Froc. Nutr. Soc. 16, 38 

2. Macy, I.G. and Hunseher, H.A. (1934) 
An evaluation of maternal nitrogen and mineral needs during embryonic 
and infant development, Amer. J. Obstet. Gynec. 27, 878 

3. National Research Council of America 
Food and Nutrition Board. Recommended Dietary Allowances, 1958 Edition 

4. Smith, C.A. (1947) 
Effects of maternal undernutrition upon the new-born infant in 
Holland (1944-1945). J. Pediat. 30, 229 

5. Thomson, A.H. (1957) 
Technique and perspective in clinical dietary studies of human pregnancy. 
Froe. Nutr. Soc. 16, 45 

6. Burke, B.S., Beal, V.A., Kirkwood, S.B., and Stuart, H. (1943) 
Nutrition studies during pregnancy. Amer. J. Obstet. Gynec. ~ 38 



, 

WORLD HEALTH 
ORGANIZAnON • 

ORGANISATION MONDIALE 
DE LA SANTE 

CONFERENCE ON 
MATERNITY CARE 

REGIONAL OFACE FOR THE WESTERN PACIFIC 
BUREAU REGIONAL DU PACIAOUE OCCIDENTAL WPR/KlH/4 

14 January 1959 

Manila, Philippines 
9-20 March 1959 ORIGINAL : ENGLISH 

THE ROlE OF THE MI1M.[FE IN THE MATERNITY CARE PROGRAMME 

by 

1 Miss Margaret Chalmers 

CONTENTS 

1. IN'1'RODUCTION' •••.•••.••.•.••••••••••••••••••• ".", '. -. ". • • • • • • • • • • • • • • 1 

2. THE EDUCA TI ON OF THE l-fiDWIFE ••••••••••••••••.•••••••••••••••••• 2 

3. THE NEEDS OF CHIIDBEARING WOMEN ••••••• " ••• I'" ." •••••••••••••••• 41. :3 

4. THE FUN'CTION OF THE ~ •••••••••••• " •••••••••••••••••••.•.•• '0' 4 

4.1 In the prenatal period .................................... 4 

4.2 ll'u.ring labour .' ... -... '........................................ 5 

4.3 In the postnatal period ••..•.•••••••.••••••••••.•••••.••• 6 

5. CClfCLtJSION ••••••••••••••••••••••••••••••••••••••••••••••••••••• 

(Note: The views expressed in this paper are those of the writer and 
do not necessarily reflect those 01" the vlor1d Health Organization.) 

lwHo Senior Nurse Educator (Midwifery), Singapore 

6 



1. INTRODUCTION 

wm/K:H/4 
page 1 

The term "midwifell means "with the woman" and has been in customary 
usage since time immemorial to describe any person who assists a woman in 
childbirth. This person was often what is referred to at the present time 
as "a traditional birth attendant" - a woman who attended upon another woman 
in the process of childbirth, notab~ during labour and for a few days after 
the birth of the baby. She had no organized training, knowledge was gained 
through clinical observation and close association with women in labour and 
in the ear~ days of the puerperium. 

For the purpose of this paper, the word "midwife" refers to a person 
who is professionalJ..y trained in normal midwifery in its widest sense; she may 
or ~ not be a general trained nurse, but she has undergone training in the 
basic sciences relating to childbearing as well as a course in midwifery 
designed and controlled by legislation. To quote from the Report of the 
"Torking Party on Midwives (Great Britain) :1 

IIShe should be the practitioner of normal midwifery; the expert 
ill normal childbearing in all its varied aspects. The doctor 
is her partner in the detection and treatment of abnormalities, 
the health visitor in public health and health education and in 
the rearing of the child, whose immediate postnatal existence 
she has seen firmJ.y established. We would emphasize here that 
she is no mere 'delivery woman' whose prime function is the 
skilled delivery of a live child. This is indeed the climax of 
her task, but it started months before in pregnancy, and should, 
in our view, continue for at least a month after delivery. II 

In countries where the practice of midwifery requires professional 
training, the midwife has not only retained her position in regard to child
bearing, but has become an essential member in the obstetric team. She is 
now trained in her art, this training and its consequent practice being 
controlled by legislation. Her duties far exceed those of a mere birth 
attendant. In increasing numbers she has undergone training as a general 
nurse, and in many instances has qualified as a public-health nurse/midwife. 

Thus, though chOOSing to work specificalJ.y in that section of maternal 
and child care which relates directJ.y to the bearing of children, she is 
trained in many aspects relating to the welfare of the famiJ..y. 

~eport of the Working Party on Midwives (1949) 
H.M.S.O., para. 102. 
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2. THE EDUCATION OF THE MIDWIFE 

The care of childbearing women and the newborn is one of the most 
important aspects of any health programme.. Therefore when the responsibility 
for this care is to be entrusted to the ~dwife her preparation must be 
adequate. It is recognized that the emplo)'lllent of full.Y' qualified public
health nurse/midwives for all midwifery work is not possible in every country. 
Nevertheless the training for midwives should be as comprehensive as possible 
to enable the midwife to give the iwl,ximum amount of care to those in her 
charge. 

Possibly no more comprehensive schedule can be found than that suggested 
in the report of the WHO Expert Committee on Midwifery Training in 1955:1 

ult was agreed that the following attitudes, knowledge and skills 
are deSired of midwifery personnel (the degree to which these are 
acquired and applied will depend on the type of worker and the 
particular function which she is required to perform): 

1. Sufficient understanding of the basic phySical and biological 
sciences to be able to follow the course intelligen~; 

2. Knowledge of the art and practice of midwifery, includiog: 

a) an understanding of the public-health significance of 
maternal health, maternal morbidity and mortality, and 
perinatal mortality and of the value of records; 

b) an understanding of the psychology, physiology and patho
logy of childbearing; 

c) some practical skill in: 

i. giving prenatal care to the mother, including the 
nutritional and emotional aspects; 

ii, undertaking the normal delivery; 
( 

ill. rec9gnizing under what circumstances (prenatal, natal 
and postnatal) medical aid sho1J.ld be sought, and the 
value of medical examinations in the pre- and postnatal 
periods; 

iv. carrying out simple emergency measures in case of 
difficulty, pending the arrival of medical aid; 

v. giving adequate postnatal care to the mother; 

vi. giving adequate care to the newborn; 

vii. maintaining proper records. 

\ud Hlth Org. techno Rep. Ser. ~ 8 
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3. Sufficient understanding of nursing art and practice to enable 
her to give adequate nursing care in her own field and in certain 
circumstances to guide the mother on home nursing procedures 
until more skilled aid is available; 

4. Knowledge of the rules and regulations governing the practice 
of midwives and a high standard of professional ethics; 

5. Sufficient understanding of the public~health organization ani 
of the administrative measures for sefeguarding personal and 
community health to enable her to function effectively as a member 
of the public-health service; 

6. Sufficient understanding of the social structure in which she 
will work, and of the social, cultural and economic factors 
influencing health to enable her to function effectivelY in the 
conununity; 

7. Sufficient understanding of human motjvation and behaviour to 
give her an inSight into her own attitudes, so that she may 
establish good personal relationships with the families under 
her care; 

8. Sufficient understanding of the prinCiples of learni[@ and methods 
of teaching to enable her to give health education to individuals 
and groups, and to enable her to train and supervise other 
workers." 

ProviSion should also be made for post-baSic education for midwives to 
prepare them for leadership pOSitions in administration, supervision and teach
ing in maternity hospitals, in the field of domiciliary midWifery and in schools 
of midwifery. Administrative posts in materni ty hospitals and in dOmiciliary 
practice should be held by personnel trained and experienced in midwifery ani 

~ ~ in administration. Teaching posts in midwifery schools should be held by mid-
~ wives who have undergone training in the teaching of midwifery. 

3. THE NEEDS OF CHILDBEARING WOMEN 

Before considertng the functions of the midwife, it is well to outline 
what constitutes maternity care, and in so doing, recognize the needs of child
bearing women and their offspring. During the process of childbearing, the 
needs of women are claSSified under three headings - emotional, phySical and 
obstetrical. Throughout the whole process the changes in the woman's bO~J 
phySiological and obstetrical, are very marked. IT she is unable to make satis
factory emotional adjustments, she may encounter difficulties which could have 
a deleterious effect on the outcome of pregnancy. It is therefore essential 
that her welfare should be under the supervision of personnel who understand 
her needs and are trained to detect and deal with a~ abnormal developments, 
Facilities should be provided for her special care and treatment when indicated. 
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When the same key people are associated with the woman throughout the 
whole period of pregnancy, labour and the puerperium, this in itself can be a 
potent factor contributing to her emotional well-being. 

One of the principal factors to be considered in providing this con
tinui~ in care is the place where delivery is to be effected. It is easi~ 
appreciated that when the woman is to be confined in her home, in addition to 
the security afforded by being in the familiar surroundings of home and familJr, 
the domiciliary midwife can give continuous care and can be the supporting 
link between the woman and the doctor or other members of the health team who 
may contribute to her care. In institutional midwifery, such personalized 
attention is usua~ not possible and inevitably, during the most critical 
stages - labour and puerperium - the woman is separated from the familiar sur
roundings of her home and family and placed in a world of strangers. With the 
increasing trend. in some countries towards institutional delivery and the 
realization that emotional factors have a vital influence on childbearing, some 
link should be formed between the maternity care institutions ani the home. 
This will serve the ~o-fold purpose of lessening the anxiety of the patient 
and the adjustment she must JIl9ke to new surroundings and people and will provide 
the staff with the opportunity of meeting and knowing the woman in her own 
surroundings, thus helping them to gain a better understanding of childbearing 
as a natural family process. 

To meet the needs of childbearing women adequate~, a service should be 
provided incorporating both institutional and domiciliary midwifery, and staff 
with preparation in the practice of midwifery in both these fields should form 
the mainstay of the service. 

4. THE FUNCTION CF THE MIDWIFE 

... .. 

-

One of the most important roles of the midwife is to form the link be~een 
the patient and other members of the health team, i.e. obstetrician, paediatricia.n, 
fami~ doctor, public-health nurse, social worker, etc. She should also be expert 
in normal midwifery - the best criterion of her ability to detect the abnormal -
and as a result of her continuous association with her patients she is in the best ~ 
position to fill the role of guide and counsellor. ,. 

To elaborate the above, childbearing is divided into three periods, each 
clearly defined yet integrated into one inseparable whole: 

(1) the prenatal period, 
(2) the period of labour, 
(3) the postnatal period. 

These are then the functions the midwife can perform 

4.1 In the prenatal period 

A woman r s first reaction to the knowledge that she is pregnant may be 
one of pleasure or otherwise. Even a favourable reaction may be marred by fear 
and apprehension, and, in the case of the primigravida who is working outside 
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life The mi~i!e visiting 
lter her whole way of • 1 t.he woman t.o l1IB.ke 

her home, pregnancy:~ ~he social impllcat.i~ns a~h~e c~n make t.he acquaintance 

the home can unders d to maintain her secUX'J.t.y· i known t.o her, she has an 

t.he adjUstme~s ne~d:hen the whole familY pat.te~f~cult.ies in which t.hey ~h 
of t.he husba ,an t t.o help them to face the rtieular problem with w e 

excellent oppo~uni Y cialized department.s apY pa 
placed, referX'J.ng to spa she is unable to deal. 

. s fear of the unknown 
. untered in pregnancy 1. 1 of preg- . 

...... h of the app!'ehenS1.0n enco . in the simple physio ogy 

~~e 't teame EdUCatJ.on f't.t d and exercises 

regarding labour and J. ~s~u for ~ieh the midwife is well J. :Jull¥ be taught 

nanoy and labour is a . re aration for labour can succe 
and methods of relaxatJ.on in p P 
by her. 

, ' e renatal period, and t.he midwife can 

Lactation has its beginnlngS J.tl th . P ile advising on the preparation 

engender a healthy att.itude to breast. ~~~~~nw~xcel1ent. opportunity for the 

of the breasts. The prenatal peri~ a
1 1 s and education in general hJgiene 

teaohing of sound general health P nc p t~ , f prenatal care. The woman more 

and parent craft fits easily into ~he pa er~ 0 someone she knows, and the midwife, 

readil3 acoepts advice and suggestl.ons ~de '1 th has time to teach and 

'n for a woman over a period of poss~blY siX mon s, 
f 

~::~t~e fruits of her efforts - this is especially true when this portion 0 

prenatal care is given in the woman's own home. Suitable diet in pregnancy and clothing for the mother and child are 

matters of importance, and again the midwife can teach and advise the mother. Routine examipations made in prenatal care - blood pressure estimation, 

weight check, urine testing, abdominal palpation - can be carried out by the 

midwife, while the doetor assumes responsibility for general medical supezvision. 

The woman should be regularl3 examined by a doctor during pregnane,.. One 

complete examination in early pregnancy and another at about the 36th week is 

oonsidered adequate in a normal pregnancy. Should abnormalities be present or 

occur, medical attention and advice should be obtained. The midwife can assist 

by following up on the doctor I s advice to the patient and by carrying out special 

nurSing care as prescribed by the phySician or obstetrician. 4.2 Durillg labour 

The midwife should give continuous care to the woman in labour. With her 

knowledge and understanding of the process of labour she is in a position to 

give support throughout. If she has taught the methods of relaxation and 

exercises destined to help the woman throughout the various stages, she is now 

able to help her to use this knowledge to advantage. When the midwife has been trained in the use of analgesiCS in the case 

of normal labour, she can be responsible for the relief of pain. The well-trained midwife is oompetent to conduct nomal deliveries and 

can assume oomplete responsibility for such cases. Her constant care of the 

normal enables her to note any deviation as soon as it occurs and to seek 
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_--;.;e:;..c:p~o::::.st!:::na~t~a~l_pee~r~i~o~d 

The WOIll~n's need for 

the ear1.r days of the the support of the lIIidwife . 

doubts as to her abilii;e~periium. Her anxiety for the ~~i~~haPS greatest in 

Prim1para, and the ? g ve adequate care es . s welfare, her 

lIIultipara add up t respons1bil1ties and worrie~ ol~ia:lJr J.n the case of the 

, 0 an overwhelming bUrden f e nCreasing falllilJr ill the 

or many women. 

The presence o£ a lIIidw'£ . 

this period and cont 1. e WJ. th whom she is falllilla 

the midwife should g~!:u::r:of~he happy adjustlllent o.f mot~e;a:s!e:~if:' o~~r ll,y 

period the mother regains her no~ month after delivery, Since duri~ thi:
a , 

established, or a pattern found f ~~~ and successful breast feeding is 

inadequate. or a 1c181 feeding, if breast mUle 1s 

The In£ant l IS adjustment t t 

needs must be met by someone ex 0 ~x ra;terine life is quite hazardous, am. h1s 

first weeks are important in ,,,~einr etnchs }n handling him at this time. These 

nd h 
--J g e .l.oundations of happy f·""O". 1 ti 

a s ould be part of the continu1t f 
-~ re a ons, 

possible 
'.Y 0 care undertaken by the midwife. Wherever 

~ arrangements for the postnatal examination of mother and infa t __ 

a doctor should be made by the lIIidwife. 
n "'oJ' 

In institutional midWifery, a long st&'!{ is not possible nor advisable 

but the same conneoting link between hospital and home is needed for poBtna~l 

oare as for prenatal care. The public-health nurse can fuJ.fill this role but 

she should have had experience in the practice of i.nstitutional and dOmichiar.r 

midwifery before being entrusted with this task. 

5. CCNCLUSION 

In sOllie countries, the bearing of children is still regarde' as a menial 

task, and the prestige of those who assist the mother is low. In more advanced 

areas, obstetrical practice takes its place alo~side medieine and surgery am. 

speCialists in l'IllU\1 fields contribute their sld.lls. 

The advent of the professionally trai£l3d III1dwife is comparatively recent, 

and in all caSes she should replace the earlier untrained birth attendant. For 

her services to childbearing women, the traditional birth. attendant should be 

honoured, but the task of oaring for the mother and child should be placed in 

more competent hands. 

The professionally trains_ III1dwi£e is able to contribute both knowledge 

and skill, and, when this is tempered with the kindly understanding which is 

the essence of maternal and child care, such service should fulfill the woman's 

greatest needs throughout childbearing. 

, 

~~ 
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Abruptio placentae is a unique condition in obstetrics bearing several 
appellations, such as accidental haemorrhage, premature separation of the 
normallY implanted placenta, and ablatio placentae. The reported incidence or 
abruptio placentae ranges between one in 85 deliveries to one in 250, depending 
upon the diagnostic criteria used. For the past few years, special importance 
has been attached by obstetricians to this condition as it has been proved to 
be one of the main causes of afibrinogenaemia. It is one of the most important 
obstetrical complications in view of its special relationship to toxaemia and 
the high mortality of mother and child, particularJ..y or the latter, which it 
causes. The present studies were carried out to elucidate special aspects of 
this condition as related to the present status of public health in Taiwan. 

1. MATERIALS 

A statistical review of this condition was made among the deliveries in 
the Provincial Taipei Hospital covering the period between May 1956 aM June 
1958. Because of the lack of laborator,y facilities, systematic research on 
coagulation defects, the existence of which was alread.v known to us, was onJ..y 
started last October and is still under way. This study was made in Taipei Cit,v 
with a population of 800 000. There are six government, two missionar,y and one 
charity hospitals, equipped with modern medical facilities. Over 100 obstetri
cians and 189 midwives are practising in this city. In addition, there are 
11 health stations in charge of expectant mothers of the indigent class. 

2. STATISTICAL REVIEW 

2.1 Incidence 

We found 32 cases of abruptio placentae among 1532 deliveries during this 
period. The incidence therefore was 2.09%, or one in 48 deliveries. Compared 

~ with the incidence reported elsewhere, our figure seems to be unusually high. 
,;.- This is probabJ..y because the hospital accommodates mainJ..y abnormal aM not normal 
~ deliveries, and because of the fact that in Taiwan the great majority of deliveries 

are home deliveries. The number of deliveries in Taipei City covering this 
period was 57 570 and the number of abruptio placentae cases was estimated to be 92. 
The corrected incidence should therefore be 0.16%. 

COMPARISON OF ThtlDENCE 

Frankel I Pankow I Bland & Rakoff I L.L. Hester A.F. Darc Authors i i 
j I 

I , 

! 2.09% I 0.W6% 
, 

0.41% 0.93% 1.3% 0.42% , 
I 

, (0.16%) 
I 
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In the last three months, since the initiation of the studies on coagula
tion defects, we found eight cases of abruptio placenta among 200 deliveries, 
namely one abruptio in 25 deliveries (4%). This is apparently caused by hospital 
specificity and seasonal variations. 

2.2 Age distribution 

Age Number' Percentage 

20-29 4 12.5 

30-34 10 31.25 

35-39 10 31.25 

40-49 8 25.0 

This would indicate the relative rarity of this condition below the age 
of 30. 

2.3 The relationship between abruptio placentae and parity 

:rarity Number Percentage j 

0-1 
1 

2 6.25 

2-4 5 15.62 

5-12(15) 25 78.13 

The preponderantly high incidence of abruptio placentae in women of 
high parity is rlorthy of note. This group shows ten times as high an incidence 
as the primiparous group. It may be assumed that high multiparity predisposes 
to this complication which might be accounted for by the vascular change of the 
uterus more likely to be pre-existing in a high multipara than in a primipara. 
Abruptio placentae might be a special manifestation of toxaemia superimposed on 
the chronic hypertensive vascular change. It might be suggested that in pre
natal care greater attention Should be paid to the woman of high paritq. 

.. . _.." 

",",,,, 

---, 
, 
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In our series there were ') deaths, a fatality rate of 15.6%. The compari
son between the data reported in the litarature is given in the following table : 

COMPARISON OF MATERNAL FATALITY RA'lE 

Ando Hasegawa Nakajima Bland & Rakoff ! Crichton L.L. Hester Authors , 

fJ!, 20-3<$ 3<$ 6.11> 10.9% 4.~ :15.(ff, 
I J 

Three out of five fatal cases died from uraemia due to acute renal failure 
after Porro's operation. In these cases anuria was alread,y noted prior to opera
tion. Although no autopsy was done, anuria and acute sharp rise of nonprotein 
nitrogen (NPN) were suggestive of acute bilateral cortical necrosis of the kidne,v. 
The other two cases died from profound haemorrhage following vaginal deliver,y. 

2.5 Foetal mortallty rate 

'!here were 27 foetal deaths among 32 cases of abruptio placentae, giving a 
foetal mortality of 84%. The high mortality is ascribed to the absence of foetal 
heart sound at the time of when many women were admitted to hospital, indicating 
the severity of the separation of the placenta. 

COMPARISON OF FOETAL MORTALITY RA'lE 

Ando Hasegawa I Nakajima Greenhill L.L.Hester H.K.Vfaddingto~ Authors 

I 
70-80,( 60-ElQ% over 70% 66.4% 

l 
68% 

i 
29.84% 184% 

2.6 Seasonal variations 

Jan. Feb. Mar. Apr. I May I June July I Aug.! Sept. I Oct. NOVJ Dec. , 

6 0 4 J J f 0 , 1 4 J 2 4 I 2 . 
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In Taipei City the hot weather lasts from April to September, am the 
cool weather from October to March. The incidence in the hot season was 14 
and that in the cool season, 18. There is therefore little difference in 
incidence between the cool and hot seasons. 

2.7 puration of pregnancy 

COMPARISON CF INCIDENCE ACCORDING TO PREGNANCY DURATION 
: , 

9 monthsil0 months 6 months 7 lIlOnths 8 months 

Authors 5 
I 

3 24 - -
I Kobata 6 I 16 ! 55 74 86 I ; 

According to Kobata, abruptio placentae was found not on~ in the last 
trimester but also in relatively ear~ pregnancy am no proportional increase 
of incidence with the advance of pregnancy was observed. The earlier abruptio 
occurs in pregnancy, the more it resembles an abortion. Thus between the 
twentieth am twenty-eighth weeks the picture is very similar to that of an 
abortion. 

2.8 The incidence of abruptio placentae as compared with that of toxaemia, 
particUlai'l,y of eclampsia 1n the same period is given in the followigit 
table: 

I Age Para 
Total 

:20-29 30-39 40-49 0-4 5-9 10-15 

Pre-eclampsia -
mild 58 45 4 95 21 1 107 

Pre-eclampsia -
severe 33 23 1 44 12 1 57 

Eclampsia 23 3 3 25 3 1 29 
Abruptio 

I placentae 4 20 8 7 20 5 32 

I , I 
, 

I 
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It has long been believed that some relationship exists between toxaemia 
of pregnanoy and abruptio plaoentae. Some olinioians even believe that abruptio 
plaoentae is a form of toxaemia 100se13" akin to eolampsia. Hertig olaimed that 
toxic separation of the plaoenta is a form of "uterine eclampsia" sinoe fatal 
cases show hepatio lesions which are not distinguishable from those of ordinar,r 
eclampsia. From Eastman's clinio, Delfs reported that 47% of the oases gave 
evidence of hypertension prior to the plaoental separation. At the Chioago 
Iqing-in Hospital, Dieclanann found that 60/1, of his patients with abruptio pla
oentae had toxaemia. In our series only three oases showed no toxaemia Signs, 
suggestive of non-toxaemic origin. The remainder, namely 29 cases, (90.~) 
revealed proteinuria, hypertension or elevated nonprotein nitrogen, suggestive 
of the presenoe of toxaemia or chronio hypertensive vasoular disease.(Tab1e 1) 

4. TREATMENT 

Eastman believes that Caesarean seotion is the prooedure of ohoioe in 
the treatment of patients with uteroplacental apopl~ in the presence of a 
tetanically contracted uterus, shOwing no Sign of relaxation, with the cerviX 
not dilated to a~ appreciable extent. On the other hand, conservative methods 
are indioated in partial separation with Slight or controllable bleeding. In 
Eastman's olinic the incidenoe of Caesarean seotion is 37.7% aDd in Pennsylvania 
Hospital 8l.a,g. With the advent of the concept of afibrinogenaemia and availa
bility of fibrinogen preparations in suoh conditions, the modern trend of treat.
ment of abruptio placentae is steadily being ohanged to more oonservative prooe
dures, namely, artifioial rupture of membranes, use of pitocin arrl administration 
of blood transfusion and fibrinogen. In the series of A.F. Daro, Caesarean 
section was done on 37 patients, i.e. in 12.1%. The incidence of Caesarean 
section in our series is 65.6'10. This is partly due to the severe oases referred 
to our hospital, as evidenced by the inevitability of Caesarean section to 
control bleeding on account of the lack of fibrinogen preparations and, occasionally, 
the poor financial resources of the patients which prevented their obtaining an 
adequate blood transfusion. 

5. COAGUlATION DEFECTS 

Since October 1958,we have made studies on coagulation defeots in oases 
of abruptio placentae. In the course of two months we were able to study blood 
coagulation in eight oases of this condition. As Table II reveals, to our sur
prise, only three cases showed normal coagulation and fibrinogen level and £ive 
cases (62.5%) showed afibrinogenaemia and coagulation defects. According to 
Lewis, failure of the clotting mechanism of the blood may occur in up to 5% of 
oases of severe concealed haemorrhage, whilst Duncan E. Reid reported that only 
la,g of the patients l'rith abruptio placentae had the severe form of coagulation 
de£ects and one-third to one-half of the patients had hypofibrinogenaemia. We 
can find no conVincing explanation for suoh an extra ordinarily high incideooe of 
afibrinogenaemia. This study is being made by Ying-Mo Fa and Tai-Te i'lang under the 
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direction of Professor Lee and Assistant Professor Ou-Yang, Pharmacological 
Institute of National Taiwan University, the results of whose investigations 
will be published in the very near future. The methods adopted for these 
studies were as follows: bleeding time: Duke MethodJ clotting time: Lee-
White Method; platelet count: Fonio lIiethod; clot retraction: Mac-Farlan 
Method; prothrombin time: one-stage prothrombin time of Quick; fibrinogen: 
T,yrosine and Seegers MethodJ fibrinolysin: method of Astrup and MUellertz 
for the determination of fibrinolytic activity; fibrinogen~~sin: the amount 
of clottable fibrinogen was determined following pre-incubation of !ibrinogen 
with each test plasma; Ac-globulin: two-stage method with and without 
Ac-globulin. From Table II we want to emphasize the follOwing points : 

(l) According to Duncan E. Reid, in order to correct the clotting 
defects and combat shock, the pre-delivery requirements in the average patients 
are 1500-2000 rol. blood and 4-8 gm. fibrinogen. Weiner et ale recommended that 
2-4 gm.of fibrinogen in water should be repeatedly given until the clotting 
mechanism is normal, usually not more than 10 gm. is likely to be needed. They 
stated that blood transfusion must be given to revive the patients, but the 
giVing of blood by itself is not enough, one pint increasing the blood fibrinogeA 
concentration only by 5 to 10 mg. per 100 mI. It should be noted that in our 
series the fresh blood transfusion of 1000-2000 mI. could bring the fibrinogen 
above the critical level and control the bleeding in a matter of hours. The 
reason for this conflicting result is obscure, but it would seem that some unknown 
factor in the fresh blood, possibly the intact platelets and fibrinogen, stimulates 
the endogenous production of fibrinogen, as suggested by Case 6, H.Y. in series 
of 1958, where instead of fresh blood, stored blood from the blood bank was 
utilized; this, however, failed completely to increase the fibrinogen content 
or to correct the coagulation defects, even after delivery of the foetus am 
placenta. (Table II) 

(2) Duncan E. Reid claimed that adequacy of prothrombin time suggested 
that the components of prothrombin complex do not play a decisive role in severe 
premature placental separation and incoagulability was attributed to deficiency 
in fibrinogen concentration. In our series, prolonged prothrombin time was 
observed in one-half of the cases and in almost all cases there was a deficiency 
of Ac-globulin. 

(3) L. Phillips, Hontogomery and H.C. Taylor, Jr. reported that in 
their series slight but Significant evidence of an active fibrinogeno~ic or 
proteo~tic enzyme was demonstrable in eight out of ten patients and considerable 
fibrino~tic activity was also found in all in whom serially diluted plasma clots 
were observed for lysis. This activity also rapid~ disappeared after intra
venous fibrinogen was given. In our series, fibrinol,ysin was demonstrated in 
o~ two cases and this disappeared after blood transfUSion. On~ in one case 
was there a suggestion of the presence of fibrinog~lysin. The absence of 
fibrinolysin may account for the rapid restoration of blood coagulation by 
blood transfUSion only in our series. 

(4) In almost all cases thrombocytopenia was demonstrated. 

-

-
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As Table III shows, the change of electrophoresis of serum protein in 
abruptio placentae consists of a decrease in plasma protein, albumin, albumin! 
globulin ratio and increase in alpha-l, alpha-2 and beta-globulin. The extent 
of deviation from the normal female pattern lies between normal pregnancy, hydati
diform mole and eclampsia (Table IV). It is noteworttur that in afibrinogenaemia 
cases, electrophoresis of plasma runs as does that of serum, offering a new 
diagnostic tool far this particular condition. 

7. COMMENT 

,~~ Because, on this island, home delivery still forms the greater part of 
obstetrics in sharp contrast to the United States of America, where almost all 
deliveries take place in the hospitals, there is no baSis for comparison of the 
incidence of abruptio placentae between the two countries. However, it is 
obvious from our statistics that abruptio placentae is a common grave obstetric 
complication in the hospitals on this island. Considering its disastrous results, 
it is self-evident that prevention of this condition should be initiated by 
strict prenatal care. Based on the possibility of an acute degenerative arterio
litis being a baSic placental lesion of abruptio placentae, as Hertig has des
cribed, and on the predisposing factors such as h,ypertensive vascular disease, 
toxaemia and middle-aged high multiparity, etc. the following points are to be 
emphasized 

(1) In Taiwan, the patients suffering from ablatio placentae belong to 
the indigent class, and, as the statistics show, these patients are largely between 
the ages of 30 and 39 with large families to care for. With babies in their arms, 

--. . they carry or lift heavy things, aOO may sometimes even be kicked by their children 
" when sleeping together, usually in over-crowded quarters. Therefore.. al\Y' middle

aged multipara showing some evidence of toxaemia or chronic hypertensive vascular 
disease should be warned against these incidents and of the advisability of earlY 
hospitalization. 

(2) The rational treatment for afibrinogenaemia is obviously replace
ment of fibrinogen in amounts equivalent to the deficit. However, fibrinogen 
is not usually available commercially in Taiwan, even though occasionally 
available, the patients cannot affort to buy it. However, as our studies show, 
1000-2000 mi. of fresh blood trans!usion can restore the coagulability of the 
blood, without the supplement of fibrinogen. It seems to be advisable that 
multigravida showing some evidence of toxaemia should have contacts with several 
well-typed and cross-matched dooorB during the prenatal period. Considering we 
had two cases of maternal death from postpartum haemorrhage due to afibrinogenaem!a 
at the City Materntty Hospital last year, the necessity' seems very urgent. 
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(3) As the statistics show, chronic ~pertensive vascular disease 
predisposes to abruptio placentae, and the former is frequently a sequel to 
incompletel.v' treated toxaemia in a previous pregnancy. It seems to be important 
to call the obstetrician's attention to the fact that toxaemia lasting over 
three weeks is apt to result in chronic ~pertensive vascular disease. 

(4) Low plasma protein is demonstrated in all cases of abruptio pla
centae. It is well recognized that an adequate protein intake is mandatory in 
the prevention of toxaemia. It is therefore essential to encourage high multi
parae to ingest sufficient protein from some source, inasmuch as most of them 
are over-exhausted as a result of multiple pregnancies and deliveries in a compa
rativel.v' short space of time, lactation, and heavy house work. In this connec
tion, in Taiwan, anaemia due to ankylostomiasis should be borne in mind as 
Wickramasriya had observed in India that women with severe infection of anq
lostoma show a predisposition to toxaemia, because their renal function is 
impaired and there is lowered renal reserve as a result of the infection. In 
Taiwan we have observed several such cases and recen~ we have s~en a woman of 
34, para. v, who showed severe pre-eclampsia, with marked anasarca, ascites, 
anaemia with 2 gm. haemoglobin, 1 2S0 000 erythrocytes, 43 520 platelets, 
appearance of erythroblasts, 450 mg. of proteinuria, and severe ankylostomiasis. 
A systematic research programme on this subject is underway. lrle consider 
haemoglobin determination and stool examination essential in prenatal care, 
particularl.v' on this island. 

(5) In the light of the pathology of abruptio placentae, it is advisable 
to reduce the excessive use of fat in the preparation of nur Chinese food. 

With regard to treatment, we make no distinction between mild and severe 
cases. We have observed several cases of abruptio placentae with afibrinogenaemia 
which showed mild clinical Signs at the outset. One cannot predict that the mild 
case will not progress to a severe fonn. Therefore, our therapeutic principles 
are as follows : 

(a) As soon as the diagnosis of abruptio placentae is established, 
blood coagulation test and fibrinoge n determination are performed. If blood 
coagulation defect is found, blood transfusion is 1mmediatel.v' started. Because 
of the non-availability of fibrinogen we use fresh whole blood. If no blood 
coagulation defect is found, preparation is made for blood transfusion. In 
both eases, blood coagulation tests are repeated hourly. In afibrlnogenaemia l 
usual..l,y 1500-2000 mi. of fresh blood is needed to control the bleeding. 

(b) Amnio~ is performedl regardless of the condition of the cervixl 
to lessen the intrauterine pressure and to prevent further invasion of thrombo
plastin into the systemic circulation. 

(c) If active labour occurs and the uterine contraction and cervical 
condi tion promise the accomplishment of delivery in a matter of hours, pelvic 
del1vel'1 is allowed to progress. If active labour does not start within four 
hours after the amnio~, and the cervical dilation does not allow a~ 

.' .. 
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procedure such as forceps or cranioto~ to accomplish a rapid deliver~, Caesarean 
section should be done in order to prevent recurrent bleeding, and recurrent 
afibrinogenaemia due to the further fibrinogen depletion and appearance of a 
circulating fibrino~sin. Of course with a sufficient supp~ of blood and fibri
nogen, a more prolonged watchful expectanc~ is warranted, but in the present 
economic condition and non-availabillt~ of fibrinogen it is advisable to perform 
Caesarean section as soon as the blood coagulation is restored, when no active 
labour can be ilXluced. It seems essential to determine the proper time to take 
active procedure in this condition, as illustrated b~ the following casesa 

CASE I. (No.2, Table II) - Age 21, gravida 3. para 2, pregnanc~ 10 months. 
At 5:00 p.m. on 11 November 1958, had severe attack of abdominal pains accompanied 

, by vaginal bleeding, and was transferred to our emergenc~ room at 11:00 p.m. was 
discovered to be an abruptio placentae case with tetaniC uterus, 10es of foetal 
heart sound, closed external os, anuria and blood pressure 105/70. No coagulation 
of blood was noted. Because coagulation defects were corrected b~ multiple blood 
transfUSion, as shown in Table II, bleeding was well controlled clinica~. 
Spontaneous deliver~ was decided upon, and took place at 10:50 a.m. on 13 November. 
This deCision was motivated part~ b~ the anuria and larg~ b~ the fact that 
bleediJlg was well controlled. The delivery was followed b~ moderate bleeding, 
less than 500 ml.; two hours after deliver~, the patient became irrational in 
spite of repeated blood transfUSion, severe shock set in, alXl the patient died. 

CASE IT. Age 30, gravida 8, para 7, pregnanc~ 10 months, was admitted to 
the City Maternit~ Hospital at 11:00 p.m., 20 October 1958, with typical signs 
of abruptio placentae, viz. weak, rapid pulse, marked anaemia, tetanic uterus, 
loss of foetal heart SOUl'ld, no vaginal bleeding but marked abdominal disteMion 
and restlessness. The blood drawn from the vein showed no coagulation after two 
hours standing. No fibrinogen was detected. After transfUSion of 950 ml. of 
fresh blood, Caesarean section was performed under local anaesthesia. After 
extraction of a dead foetus and many blood clots, the uterus failed ~o contract 
even with intravenous and intrauterine injectiOns of Methergin and 9patym, result
ing in severe haemorrhage. Subtotal hysterectoll\V" was performed. After operation, 
blood continued to ooze from the abdominal wound, lasting till tbe following day, 
but the general condition of the patient improved gradual~ and fibrinogen 
determination on the following day was reported at 260 mg/dl, clotting time 
5 minutes, prothrombin time 15.7 seconds. The post-operative oourse was unevent
ful, and the patient was duly discharged on the 21st post-operative ~. 

These illustrative cases would seem to indicate that a long-drawn out 
delivery is hazardous, irrespective of well-controlled bleeding and correction 
of coagulation defects, while Caesarean section arresta further depletion of 
fibrinogen and advance in blood coagulation defects, and therefore even if it 
is done at the state of incomplete coagulation, it will prompt the restoration 
of the coagulation mechanism. In the light of the complete lack of fibrinogen 
preparations and poor economic resources of patients in Taiwan, the latter 
policy would be more desirable. 
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8. SUMMARY 

The incidence of abruptio p14centae in the Provincial Taipei Hospital 
is 2.09%, this figure is probably due to the fact that the hospital admits chiefla" 
abnormal obstetrical cases. The incidence in Taipei City is estimated at 0.16% 
of deliveries. High parity as a predisposing factor is emphasized. In the 
light of the complete lack of fibrinogen preparations in Taiwan, contacts wit.h 
several well-t.yped, cross-matched donors during ~ prenatal period should be 
advised. In our series, a high incidence of afibrinogenaemia is to be noted. 
In these cases, hOl-leVer, the rarity of appearance of fibrinoJ.ysin or fibrino
gen0J.v"ein is contrac!ictory to the results recorded in the literature. In one 
half olthe cases, prolonged prot.hrombin time was observed, am a deficiency of 
Ac-globulin was suggested. In all cases thrombocytopenia was relllBrkable. In 
our series, with01.:t the supplement of fibrinogen, coagulation was .oestored with 
transfusion of 1000-2000 ml. of fresh blood. Prenatal care aimed at the pre
vention of abruptio placentae in Taiwan is proposed. A deliberate plan for 
treatment of abruptio placentae which seems to be roost suitable for tte local 
conditions peculiar to Taiwan is discussed and clinical cases are described. 

.. .. 

" 
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TABIE III 

PAPER EIECTROPHOOESIS CF SERUM PRO'lEIN IN ABRUPTIO PLACENTAE 

No. 
Plasma a1pha-l a1pha-2 beta- galllll&- Total Albumin-Name protein Albumin globulin globulin globulin globulin globulin globulin 

1. C.C.G. 7.m 44.6 7.6 8.69 16 • .38 21.7'.3 54.4 0.805 

2. K.C.P. 7.0.3 48.9 7.71 7.77 12.2 2.3 • .31 51.1 0.94 

.3. L.K.S. 6.29 .35.2 7.2 8.0 18.4 )1.2 64.8 0.545 

4. H.H.S. 5.92 .34.9 12.li 13.62 16.7 22.7 65.1 0.5.35 

5. F.P.C. 7.0.3 41.2 4.86 9.7 17.54 26.7 58.8 0.700 

6. R.P.Y. 5.55 45.5 6.61 7 • .3.3 18.15 22 • .3 54.4 0.8.34 

A· H.H.K. 5.55 .37.2 5.9 9.2 16.9 29.6 62.8 0.59 

,1t. H.Y. 4.07 .38.8 9.5 10.1 15.4 26.2 61.2 0.63 
-""'c: 

9. H.Y.C. 5.55 44 • .3 5.8 6.4 1.3.5 .30.0 55.7 0.8 

10. S.H.Y. 5.92 43 • .3 7.08 8.8 16.8 23.8 46.7 0.76 

li. H.S.M. 5.55 .3.3.1 li.9 10.56 19.7 24.6 66.9 0.49 

1:'. Y.W.P.Y. 6.29 38.7 11.4 9.5 14 • .3 25.6 61 • .3 0.6.3 

13. H.K.P.S. 5.92 .38.3 5.47 10.9 19.1 26.02 61.7 0.62 

Average 5.98 40 • .3 7.94 9.27 16.54 25.68 59.7 0.683 

TABIE IV ,......, 

- .. 
COMPARATIVE FINDINGS IN PAPER EIEC'lROPHOBESIS OF SERUM PRO'lEIN 

Plasma Albumin alpha-l alpha-2 beta- gamma- Total Albumin-
protein globulin globulin globulin globulin globulin globul.1n 

Normal non-
7.99 pregnant 52.77 5.01 7.61 10 • .39 24.75 47.9.3 1.08 

Pregna11C1' 
1st Trimester 7.~ 50.88 5.68 8.69 11.60 22.69 49.li 1.06 
PregnaDCT 
.3rd Trimester 7.01 42.7.3 6.95 10.42 15.75 2.3.09 57.6 0.75 
Hydatidiform 
mole 6.96 44 • .37 6.61 9.76 12.28 27.2 55.62 0.66 
Eclampsia 6.29 .31.64 8.72 14.62 15.57 27 • .38 68.36 0.52 
Abruptio 
placentae 5.98 40 • .3 7.94 9.27 16.54 25.68 59.7 0.68.3 
Pre-eclampsia 5.88 .35.08 8.78 13.56 17.95 2.3.8 64.0 0.57 



Wffi/M::H/5 

APPENDIX A 

REFERENCES 

1. Daro, A.F., Gollin, H.A., Nora, Jr., E.G., and Primino, N. (1956) 
Amer. J. Obstet. Gynec. 72, 599-606 

2. Dieclanann, \'l.J. (1952) The toxaemia of pregnancy, 2nd ed., 
St. Louis, Mo. 

3. Eastman, N.J. (1950) Williams obstetrics, loth ed. New York 

4. Greenhill, J.P. (1951) Principles aod practice of obstetrics, 
loth ed., Philadelphia 

5. Greenhill, J.P. (1954-55, 1955-56, 1956--57, 1957-58) Year book of 
obstetrics & gynaecology, Chicago 

~ 6. Lewis, T.L.T. (1956) Progress in clinical obstetrics & gynaecology, 
Boston 

7. Lull, C.B., aod Kimbrough, R.A. (1953) Clinical obstetrics, Philadelphia 

8. Manson-Bahr, P.H. (1950) }~OSOOIS tropical diseases, 12th ed., London 

9. Phillips, L.L., MOntogomer,y, G. & Taylor, Jr., H.C. (1957) Amer. J. 
Obstet. Gynec. 73, 43-56 

10. Reid, D.E., vieiner, A.E., Roby, C.C., & Diamond, L.K. (1953) 
Amer. J. Obstet. Gynec. 66, 500-506 

11. Reid, D.E., Roby, C.C. & Weiner, A.E. (1956) J. Amer. med. Ass. 161, 
1244-1247 

-- 12. vladdiogton, H.K. (1957) Amer. J. Obstet. Gynec. 73, 816-821 

13. Hester, L.L. & Sa~, J. (1957) Amer. J. Obstet. Gynec. ~ 1218 

14. Kobata, K.K. The eXperience in obstetrical practice (Japanese) 2nd ed. 



WORLD HEALTH 
ORGANIZAnON • 

ORGANISATION MONDIALE 
DE LA SANTi 

wm/~H/6 Cam:RENCE ON 
MA TERNITY CARE 

REGIONAL OFACE FOR THE WESTERN PAOFIC 
BUREAU REGIONAL OU PAORQUE OCOOENTAL 

4 Maroh 1959 

Manila, Philippines 
9-20 March 1959 

THE 'lEACHING OF CES'IETRICS 

by 

Professor Dugald Bairdl 

CONmNTS 

ORIGINAL ENGLISH 

1. IN'IRClJOO TICIl • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 1 

2. lIEDICAL EDut:A noo IN OBSTE'lRICS ••••••••••••••••••••••••••••• 2 

:3. GY'HAECO.I.CX:lY. • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 6 

lRegius,Professor of Obstetrics and Gynaeoology, The University of 
Aberdeen, Scotland 



'-

1. IN'lRODUCTION 

WPR/fIIJH/6 
page 1 

The organization of' obstetrical services varies from one countr,y to another 
according to national customs and the stage of' social and economic development 
reached. The teaching of obstetrics varies correspo.nding~ so that medical 
practice fits into the society in which the doctor lives and works. To under
stand how the problems of obstetrics vary throughout the world it is necessar,y 
to consider some of' the important biological and environmental factors which 
influence childbearing. 

The ease and efficiency of childbearing is influenoed by suoh biological 
factors as the age and parity of the mother,and b,y such environmental faotors as 
her ph¥sique am health, as well as by the standards of' obstetric care. Youth 
is of' supreme importance. There is a good deal of evidence to show that lS is 
about the most effioient age at which to have a first birth and even when as 
ma~ as four births take place before the age of 25 the stillbirth rate remains 
extremely low, although where this is the usual pattern of' childbearing the 
infant mortality is high. The maternal mortality aOO the stillbirth rates are 
relatively high in women over 30 years of age, especially those having a first 
or a seventh or subsequent child. Two .fairly distinct patterns of childbearillg 
oan be distinguished: (a) that commonly found in vJestern Europe and North 
America, (b) the pattern which is fairly typical in the Uestern Pacific Region. 

A. The emancipation of women in Western Europe and North Anerica has had 
a profound effect on childbearing and has brought about sweeping ohanges in the 
problems which confront the obstetrioian. For example, most women have children 
because they want them and not because they cannot prevent them. The size of' 
the family is planned and four c~ldren is oonsidered b,y most as an ideal size 
of' family, although Many, because of economio factors or late marriages, have 
fewer. Concern for the individual child beoomes proportionally greater as the 
size of the family decreases. Parents are becoming less willing to accept as 
unavoidable the loss of a .first baby .from birth injur.y and are more aware o.f the 
risks of permanent damage from asph,yxia and cerebral injury a.fter a prolonged or 
di£.ficult deliver,y. It is possible that undue apprehension about the outcome of' 
the pregnancy and labour may upset uterine action, and the doctor also may 
become over-anxious about possible risks to the bab,y and have recourse too .fre
quently to Caesarean section. In general, women of better economic status seek 
more relief from the pain of labour and are less inclined than those from the 
lower income group to accept suffering as inevitable. The average adult stature 
has increased steadily over the last 50 years as a result of rising standards or 
living and so also bas the weight of the baby at full time. Thus babies of 
S and 9 lbs (3600 and 4000 gms) are quite comm.on. Because of this aOO the rela
tively high age of primigravidae di£ficult labour is not uncommon. Increasing 
age, especiall,y in a first pregnancy also predisposes to hypertension and pre
eclampsia and to placental insufficiency. With a high s~n.dard of obstetric 
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care these dangers can be largely overcome. To overcalle the obstetrical hazards 

.. 

and problems just outlined, an increasing proportion of confinements take place in 
hospital where all modern equipment and highly experienced specialists are available. 
Where home delivery is still common, fer example in Holland, there is a careful 
selection of those suitable for home delivery and the home and hospital services 
are closely integrated .. 

B. In maQY countries in the Western Pacific Region a high percentage of 
mothers are small and undernourished so that disproportion might be expected to 
occur frequent.ly. Difficult labour is in fact less common than one might eXpLct, 
since babies tend to be small and the extreme youth of the mother at the time of' 
the first birth favours good uterine action and a relatively short and easy labour. 
At this age the pelvic ligaments are still soft and this allows expansion of the 
pelvic and lessens the risk of disproportion. However, too frequent and rapid 
childbearing leads to maternal exhaustion and such complications as antepartum and 
post-partum haemorrhage, malpositions and rupture of the uterus. There is no very 
articulate demand for analges~cs to relieve pain in labour or for contraceptives, 
and psychological problems are little in evidence. Although women seem to accept 
their lot uncomplainingly they nevertheless frequently show evidence of' suffering 
and distress in labour. HoI1l$ delivery takes place in a high proportion of cases, 
often in fairly isolated and sparsely populated areas where communications are 
difficult. 

2. MEDICAL EDUCATION IN OBSTETRICS 

It is clear that the training of both the undergraduate and the post
graduate must differ considerably in areas A. and B. 

2.1 Area A. 

2.1.1 Undergraduate te~ching 

We assume that only a proportion of graduates and only those who have had 
post-graduate experience in hospital will practise midwifery, and an ever increas
ing proportion of women will be delivered in well-equipped hospitals. 

Thus less attempt should be made to make the undergraduate a reliable practi
cal obstetrician capable of performing operations, and instead he should be given 
a broad outline of the problems of human reproduction and a good training in the 
diagnosis and treatment. of complications of pregnancy. In ether words, he is 
taught clinical medicine as applied to obstetrics. 

The systematic lectures in obstetrics should discuss. in addition to the 
traditional subject matter, such topiCS as: population problems in various 
parts of the world,; the effects of the status of women on their sex life and 
their attitude to childbearing; the interaction of biological and social factors 
in determining the level of reproductive efficiency. This includes the dis
cussion of the effect of such factors as age, health and physique, educational 

.. 

-. 
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standards and attitude to childbearing on the course of pregnancy, labour and 
lactation. It is pointed out that while the doctor can do much to reduce the 
hazards and discomforts of maternity and can limit the damage when conditions 
are not ideal, medical care cannot be expected to undo permanent damage caused 
by malnutrition and will not by itself ensure pb,ysiologicall,y normal motherhood. 
The importance of prevention is stressed. This usual~ takes two forms : 
(1) long-term measures on a national scale designed to improve the health and 
pb,ysique of the population, the standard of general edUcation, and (2) more 
specialized health education during pregnancy designed to lessen the risk of 
complications. It is important to stress to the student that the mother is the 
most important factor in determining the outoome of pregnanc.r. The ooetor's role 
is passive and his presence simp~ a precautionary measure. It is realized that 
the obstetrician will not often take an active part in such health teachiDg bat 
he should realize its value and help to promote it in his own obstetric service. 

.. DurJ.ng the 5th .rear of a SiX-year medical course, the student should reside 
in a maternity hospital for a period of two months during which time he should 
act as a clinicel clerk and take histories and examine patients with antenatal 
complications. He should, U possible, follow them through the labour aid ~iJlg
in ward. This may not always be possible, but continuity is valuable, particular~ 
in the opportunities it gives the student to observe the psychological aspects 
of pregnancy, labour and lactation. He should conduct at least ten deliveries and 
assist in the treatment of abnormal cases. During this time he should receive 
tutorials in the mechanism of labour and other aspects of practical obstetrics. 
OWing to the crowded curriculum in most medical schools and the decrease in the 
amount of domiciliary midwifery he seldom conducts or se$home confinements. This 
lack of experience of domiciliary midwifery is a loss to the student as he is 
deprived of insight into the fami~ background. It is not possible to train the 
student to apply forceps oompetent~, or to repair an extensive tear of the perineum, 
or to remove a placenta manually. A~ doctor planning to practice midwifery is 
recommended to take a siX months I internship appointment. 

During the sixth (final) year the student should attend the practice of 
.~, the maternitq hospital for three months during which time most of the pathological 

conditions of pregnancy and the puerperium are shown by ward rounds and by lecture 
demonstrations. He should also attend antenatal out-patient clinics. The nwnber 
of patients and students attending each clinic should be small to ensure that each 
patient will have time to talk to the doctor or student and that the student will 
have an opportunitq to examine his patients thoroughl,y. 

The health teaching can be done by talks, demonstrations or discussion 
groups. This instruction may be continued or amplified in the pat.ient's home, 
if possible b.r the same health nurses or midwives who are on dut.r at the antenatal 
clin1c. Subjects dealt with in a group are the pb,ysiological changes in pregnanC1', 
the value of anteJlQtal care, the mechanism of labour, signs of onset or labour, 
methods £or relief' or the pain o£ labour, effect of mental attitude to labour. 
The student should attend these talks aJ¥i study methods of "putting over" such 
subjects to women of differing standards of intelligence and education. Idea~, 
he Should also visit the patient's home With the health visitor (public-health 
nurse). 
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Since in Area A. the newly qualified doctor is not regarded as being 
competent to conduct abnormal deliveries on his own responsibility and especially' 
to act as adviser to an experienced midwife, the course of instruction in obstet
rics might, with advantage, be shortened thus helping to shorten the whole medical 
course which maqy university teachers feel is too long at present. 

2.1.2 Post-graduate training 

With regard to post-graduate trainiog, this is at two levels 
for general practice, and (2) for specialization. 

( 1) training 

(1) During the six months as intern the emphasis is on practical training. 
Clinical responsibility should be given under strict supervision and the correct 
techniques and indications for operative procedures, such as episioto~, forceps 
deliver,y, manual removal of the placenta, blood transfusion, resuscitation of the 
newborn taught. As a result of this experience the youog graduate will not o~ 
be a competent practical obstetrician, but should also have a clear idea of his 
limitations and will be able to select cases requiring speCialist treatment. 

(2) About seven more years are required before enough experience has been 
gained to enable the trainee to obtain the senior post of consultant or specialist 
with the sole charge of patients. During these years he will be given an 
increasing amount of clinical responsibili~ under experienced teachers and will 
usua~ engage in research work. In many instances training will take place in 
an under-graduate teaching hospital and thus the young specialist will have 
experience in teachiog medical students and pupil midwives. 

Great stress should be laid on clinical trainiog and for this purpose a large 
amount of "clinical material" is essential. For example, in Britain, experience 
shows that a hospital conducting between 3000-4000 deliveries per year aoo per
forming about 200 Caesarean sections can give adequate clinical experience to 
8 interns per year and 5 speCialists in various stages of trainiog. The same 
clinical material can provide adequate clinical experience for about 60 medical 
students and 60 pupil midwives per year. About 90 beds are necessary for the _ 
training of the same number of specialists in gynaecology. / 

2.2 Area B. 

There should obviously be no essential difference in the training in obstetrics 
in this group. Both the preventive aoo curative aspects of the subject must be 
given due weight but the emphasis on practical training and experience must be 
even greater. Much time will have to be spent in persuading women to make use of 
the modern services provided, since long established traditions and customs have 
to be altered. Nevertheless, experience shows that mothers are not slow to appre
ciate the benefits of modern medicine when they have had an adequate opportunity 
of experiencing them. The importance of prevention is even greater than in 
Area A. and a great deal of time will have to be given to such topics as diet and 
work during pregnancy. These two topics are closely linked, Since dai~ calorie 
requirements are greatl,y influenced b.r e .. ergy expenditure. A good diet during 

_. 
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pregnancy and the avoidance of overwork will do more than anything else to 
lessen prematurity, will help to lessen the severity of pre-eclampsia and 
will allow the mother to build up the stores in her tissues which are essential 
for successful lactation. The value of careful and repeated prenatal examina
tions will be great~ lessened if attention is not paid to these points. 
Improved breast feeding and standards of hygiene will lower the infant mortali'IiT 
which, in countries in Area B.,is still high. This stresses the need for close 
integration of the teaching of public health, preventive medicine, obstetrics 
and paediatrics. 

With regard to the more technical training in obstetrics, we need more 
key hospitals staffed by well trained obstetricians who are interested primari~ 
in building up a practical midwifery service and in the problems of organization 
and teaching. Such hospitals should undertake enough normal deliveries for the 
practical training of doctors and midwives, and should have enough antenatal 
in-patient beds for the treatment o~ serious complications of pregnancy. The 
hospital should have a reasonable size "district" so that domiciliary midwifery 
could also be taught. A good record system is essential otherwise results 
cannot be assessed and progress planned. The chief obstetrician should have an 
official position on the committee responsible for planning the maternity 
services of the country in general and his own area or city in particular. Such 
hospitals would have to be heavi~ subsidized financially, since only in this 
way could standards be maintained and patients afford to stay till their treat
ment was completed. 

There must be at least one hospital in every country good enough to bear 
comparison with those in any other part of the world. It would be a reference 
point and provide a practical training and inspiration for young doctors many 
of whom, after complet.ing their internship, will have to practice in areas far 
removed from the centre. They must assume complete responsibility for the 
treatment of serious cases much sooner than their counterparts in Area A. who 
will. have specialists within easy call. It is essential that midwives working 
on their own in remote areas, with little immediate support for doctors, should 
be able to give drugs to relieve pain and to stop haemorrhage. When they do 
have to fall back on a doctor for aSSistance, they have the right to expect that 
the doctor will be really well trained in practical obstetrics and be able to 
give prompt and effective treatment. Some very remote areas have good base 
hospitals and good nursing facilities. In such areas, the obstetrician trained 
to speCialist level is not the answer. What is needed is someone who has had 
a very broad training in general surgery, including gynaecology, who is also 
a good practical obstetrician. Such people can be trained, but it has to be 
planned. With such a diversity of situations to be met in the Western Pacific 
Region, it is clear that medical education in obstetrics cannot be standardized, 
but there is, in lI\V' View, an urgent need for large well equipped hospitals 
where the key obstetrical persoonel both medical and nursing can receive a 
more extensive practical training. 
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3. GYNAECOLOJY 

The teaching of this subject should be close~ integrated with that of 
obstetrics and this is easy when it is done by the same staff. Here again, tbt 
importance of the broad social and economic factors should be stressed. Far 
example, the relationship between age at marriage, social status api such condi
tions as infertility, endometriosis and fibroids; the importance of psychological 
and sociological factors in many gynaeGOlogiC'al conditions. The student pre
ferab~ alone or as a member of a small group should attend out-patient clinics 
where he takes case histories and conducts pelvic examinations under supervision. 
He should ~lso attend in the operating theatre where he can have an opportuniV 

.-.... ,... 

of' examining patients under anaesthesia and seeing minor operations and diagnostic 
procedures. In addition, he may with advantage be given tutorials in gynaecological 
pathology whe,n mounted specimens and microscopic slides are demonstrated. The 
pathological features in each case are, whenever pOSSible, linked with the clinical 
symptoms. 

The student should be equipped to give advioe on sex education, preparation 
for marriage, infertility and fami~ planning, and should attend a fami~ plan
ning clinic for practical instruction. 
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The following guide is offered to assist the discussion groups in their 
consideration of the first topic. Each discussion group is entire~ free to deal 
with some or all of the items, or they may prefer to discuss others of their 
own selection pertinent to the topic. 

- ..... TOPIC NO. 1 - BASIC ELEMENTS OF M-4.TERNITY CARE SERVICES IN TERMS 

"'-
..-.. 

.... 

OF CURRENT PRACTICES AND IDCAL WJ.:OO 

1. Assessing the efficiency and effectiveness of existing maternity 
care services in a country or an area of a country. 

(a) Study of the general demographic data. 
(Population and sex distribution, population densit.y) 

(b) Examination of available vital statistics. 

(c) 

i. 

ii. 

iii • 

iv. 

v. 

vi. 

Registration of births 

Still births, infant deaths (1st week and 1st year) 

Maternal deaths 

Maternal and neo-natal morbidity 

Hospital, health centre and clinical records 

Other records (i.e. police, parish, etc.) 

Survey of the numbers, preparation, 
functions of personnel and workers. 
midwives, traditional workers) 

distribution and 
( doctors, nurses aoo 

(d) Survey of the number, distribution and effectiveness of 
maternity care facilities - hospitals, clinics, health centres, 
domiciliary obstetrical service. 

(e) Survey of types and quality of training programmes for 
maternitu' care workers, both Government and private. 
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2. Determining the aocial am cultural factors affecting ~ternitq 
care and services both urban and rural. 

(a) Status of women. 

(b) Opportunity for education for girls am women. 

(c) Local customs regarding household economics. 

(d) Patterns of fami~ life. 

(e) Courtship am marriage customs. 

(f) Work of women in relation to marriage and pregnancy. 

(g) Prevailing local beliefs, attitudes and practices relating 
to child bearing. 

(h) Attitude of the people towards the available maternity 
care services. 

3. Considering the administrative am economic factors affecting 
maternity care am services. 

(a) The administration1s policy am financial ability to provide 
maternity care services. 

(b) Economic pattern of the country or locality. 

(d) Heans of livelihood am standards of living. 

4. Formulation of the immediate and long-term requirements for 
maternity care services in terms of the present and anticipated 
development of the country. 

CRefer to the broad defenition of maternity care given under 
"General Aims of the C"nference ft in Section 1. of Information 
Bulletin No.3, docwnent i~PR/pcH/IB/3J 

-
... 
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TOPIC NO. 2 - PRACTICAL CONSIDERATION OF WAYS AND MEANS CF 
PROORESSIVE IMlRCTVEl'1ENT IN MIlTERNITY CARE 

1. Administrative Factors 

(a) National, intermediate and local administrative structure. 

(b) Budgeting and effective use of available financial resources and 
means of increasing them. 

(c) Organization of the services at different levels aiming for 
maximum efficiency with the means available. 

(d) Provision of adequate facilities. 

(e) Effective allocation of time and use of personnel. 

2. Personnel - other Health ~Jorkers 

(a) Nl.UIlber of persons available to provide the neternity care services. 

(b) Qualifications of these persons in relation to their functions. 

(c) Preparation and training of persons in maternity care services. 

3. Planning Programmes for Maternity Care Services and for their 
Future ExpanSion 

(a) Organized health education of the public. 

(b) Facilities for prenatal and postns.tal maternal care. 

(c) Facilities for delivery am post-partl.Ull care. 
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(d) Facilities for care of the newborn and the premature. 

(e) Integration of preventive and curative services. 

(f) Supervision. 

4. - Provision for continuous aOO/or periodic evaluation of maternity 
care services 

(a) Review of achievements. 

(b) Evaluation and redefinition of future goals. 

5. Legislation related to Maternity Care 

(a) Control of the practice of doctors, nurses, midwives and 
tradi tiona! workers. 

(b) Control of the training of these persons. 

(c) Pertinent social legislation. 

-

.,. . 

-
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Perinatal mortali~ is a relatively new term which came into use after 
the War. It properly includes mortality of the foetus or newborn infant 
during (a) the prenatal period, after viability of the foetus has been reached; 
(b) labor and delivery; and (c) the early part of extra-uterire life. In 
reality, this means the sum of the stillbirths and neonatal deaths. Hence, a 
working definition of perinatal mortali~ may be given succintly as the nuniler 
of stillbirths and neonatal deaths per thousand live births. However, this 
simple definitton is not yet uniformly used. Thus, some British workers like 
V. Mary Crosse (1954) define perinatal mortality as the number of stillbirths 
arn neonatal deaths per tl).ousarn total births (live and still) which would be 
a more accurate arn reliable index;:provided birth and death registrations are 
complete. Neither is there agreement as to the lower limit of the antenatal 
period which should be included in perinatal mortality arn there is as yet no 
universally accepted definition of stillbirths. In England and Wales, a 
stillbirth is "any child which has issued forth from its mother after the 
twenty-eighth week of pregnancy and which did not, at any time after being 
completely expelled from its mother, breathe or show any other sign of life". 
In the United States, on the other hand, a stillbirth is defined as a foetus 
of at least 20 weeks' gestational age which has shown no evidence of life 
after complete birth (i.e., no action of 2the heart, breathing or movement of 
the voluntary muscles (Harold C. Stuart) • 

Another source of confusion is the interpretation of the phrase "signs 
of life". The Interne tional Statis tical Institute recommends the 28-week 
limit, as did the study Group on 3eril1£l.tal l10rtality convened by the WHO 
Regional Office for Europe (1953) but includes those born with heart beating 
or showing some muscular activity who die without breathing. But there are 
others who consider a foetus born with heart beating as born alive, even 
if it does not breathe. It is evident that this difference in interpretation 
of the meaning of stillbirth makes direct comparison of the stillbirth rate 
between countries using different definitions unreliable. Since this difference 
affects also the rate of live birth rate in these countries, it also modifies 
their neonatal and mortality rates • 

. ....._ There is also lack of universal agreement as to the meaning of the 
term ttneonatal death". Some countries include deaths of live born ~ants 
occurring during the first four weeks of life. The WHO Study Group on the 
other harn, preferred confining the term to the deaths during the first week 
of life because during this period "perinatal and natal influences still 
dominate, before exogenous forces of such wide variance make their influence 
felt". 

Uniformity in definition, therefore, is necessary, before reliable 
comparisons can be made between mortaliiQr statistics of different countries. 
At least, confining perinatal mortality to deaths between the 28th week of 
intrauterine life and the first week of postnatal existence, even without a 
strict definition of stillbirth, would permit more reliable comparisons. 
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Perinatal mortali~, apart from these differences in interpretation, 
is an essential factor in the study of methods of improving maternity care and 
foetal salvage. It is a well-known fact that the infant mortality rate has 
been d:i.minishing in almost all parts of the world in the last fifty years. It 
is also well known that this diminution has not taken place in all age groups 
in a uniform manner. While the mortality rate during the first year of life 
has diminished steadily, the mortality during the first cia8"s of life has 
remained more or less stationary. Thus, in Manila, where birth and death 
registrations are more complete than in the provinces, the infant mortality 
rate from 1948 and 1958 shows a steady reduction from 93.24 per 1,000 live 
births to 45.61 per 1,000 live births; and the perinatal mortality rate also 
shows a steady decline, in 1948, the rate was 36.73 per 1,000 live births and 
in 1958, it was 23.39 per 1,000 live births. But during the same period, the 
deaths in the first seven days of life remained around 40 per cent of the total 
deaths during the first four weeks of life. 

It is obvious that if we succeed in diminishing perinatal mortality 
rates, we would be increasing foetal salvage and diminishing great:J.y the total 
infant mortality rate of our countries. 

The causes of perinatal foetal mortality have been the subject of 
numerous studies and are constant:J.y being a~1yzed in most hospitals and medical 
teaching institutions. The WHO study Group has listed the most important 
causes. They may be divided into prenatal, natal and postnatal causes. 

I. PreIk,tal causes of perinatal mortality 

1. Abortion and habitual abortion 
2. Toxemia of pregnancy 
3. Maternal hemorrhage 
4. Hemolytic disease due to iSo-immunization 
5. Acute infection in the mother 
6. Chronic disease in the mother 
7. llccidents to the mother during pregnancy 

II. Natal causes of perinatal mortality 

1. Accidents of labor and birth injuries (breech, forceps, 
Cesarean section) 

2. Asphyxia neonatorum, antepartum and intrapartum 

III. Postnatal causes of perinatal mortali~ 

1. Prematurity 
2. Acute infections - sbpsis, pneumonia 
3. Atelectasis, asphyxia, aspiration pneumonia, hyaline membrane 
4. Hemolytic disease and hemorrhagic disease of the newborn 
5. Congenital malformations 
6. Accidents during the first week 

.-
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A stuctr of the above list of causes shows at once that the majority of 
the causes of perinatal mortality can be eliminated by sound and careful 
prenatal care of the mother and by competent scientific obstetrical care. 
Space prevents us from elaborating the point but it may suffice to point out 
tba t toxemia of pregnnncy, habitual abortion, hemorrhage. hemolytic disease 
and infections ore all conditions which con be rOlOOdied if d:Uicovered early 
or prevented b,y periodic intelligent prenatal examinations, obstetrical 
supervision, prompt referral to the corresponding speci.alis·w and by the 
application of well-known rules of maternal hygiene. Abortion and accidents 
may, to a certain extent, be prevented by lightening household work and by 
proper social legislation which will protect working mothers by making 
maternity leave with pay compulsory, etc. 

As to the natal causes of perinatal mortality, they may be minimized 
or eliminated by obstetrical technique, and may be expected to diminish as the 
science and the art of obstetrics evolves towards perfection. 

The postnatal causes need the combined efforts of obstetricians, 
pediatricians and nurses to combat them. Although the causes of antenatal 
and natal deaths (i.e., stillbirths) are numerous, the total number of still
births is less than the mortality caused by prematurity alone amzng the post
natal causes. Prematurity, according to Levine (New York, 1950) occurs in 
about 5 per cent of live births but accounts for about 50 per cent of all 
neonatal deaths. Thus, perinatal mortality would diminish by practicalJ.y one
half if prematurity could be avoided am the immediate postnatal care of the 
premature were effective in the great majority of cases. Levine has aptly 
summarized the means of lowering mortality in the premature thus ••• "good 
obstetrics, skillful nursing, avoidance of infections, maintenance of body 
temperature, preparedness for emergencies and proper feeding" all of which 
means perfect teanJW'ork of obstetricians (or midwives), pediatricians (or general 
practitioners) and nurses (hospital nurses, public health nurses, visiting 
nurses, etc.). 

In our part of the world, other considerations besides the above men
tioned must be kept in mind. Ancient customs and traditions, the reluctance 
of the old folks to accept modern ideas and the economic factors constitute very 
important obstacles in our efforts to lower perinatal mortality. If we canpare 
our figures for perinatal mortality such as are available, we can at once see 
that we still have a long way to go if we wish to catch up with the nationa 
that have made greater progress along these lines. In the Philippines, the 
perinatal mortality rate in the period from 1950 to 1957 has not varied much 
as can be seen fran Table I which shows an average of JJJ per 1,000 live births. 
This figure at first glance compares favorably with those given for the 
principal countries of Europe. Thus, for the period 1946-1950, the perinatal 
mortality rates for England and Wales was 40.8; that for Switzerland, 37.5; 
Norway, 30.5;iJenmark, 34.7; Ital3", 52.6. However, the uncertainties of 
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registration of births and deaths makes these figures unreliable. For the Ci~ 
of llanila where registration is more accurate than in the provinces, the peri
natal mortality for the last ten years is as shown in Table II. It may be 
noted that whet,her accurate or not, there is a definite downward trend. 

The fall in perinatal mortality in Manila. is· principally due to the 
steady fall in the;, -'premat.ure' Gieath'rate from 21.06 per 1,000 live births 
in 1948 to 1.95 per 1,000 live births in 1958. This trend seems to be due 
to a combination of factors which include: 

1. The marked increase in the number of maternity hospitals and 
clinics; 

2. The gr"at expansion of maternal and child health serv:i.c es after 
the War with more and larger health centers, introduction of the 
domiciliary obstetrical service, visiting nurses and a premature 
care servic e ; 

3. Iznprovement in the nutrition of mothers and 
4. The disappearance of infantile beri-beri in the newborn. 

However, the neoQatal deaths below seven days of age show no definite 
decrease in the ten-year period with an average of 39.6 deaths per 1,000 live 
births. 

1. Perinatal mortality rate consists in the sum total of stillbirths 
and neonatal deaths per 1,000 live births per year. 

2. Control or elimination of the factors causing perinatal mortality 
require the combined efforts of obstetricians, pediatricians, nurses and other 
health personnel. 

3. Present figures in the City of Manila shCM a downward trend in 
perinatal mortality. 

- ....... 

/ 
/ 
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Year Stillbirths 

1950 7,206 

1951 7,730 

1952 7,711 

1953 8,092 

1954 8,764 

1955 9,244 

1956 9,499 

1957 8,967 

.. 

PHll..IPPINES 

PERINATAL MORrALITY* 
(Rates per 1,000 Livebirths) 

1950 - 1957 

AGE AT DEATH Total Number of 
Deaths 

(Stillbirth, under 
one day, and under 

Under One Da,y One-Seven Da,ys seven da,ys 

5,371 12,948 25,525 

5,517 12,841 56,088 

5,763 J3,465 26,939 

5,861 13,588 27,541 

6,019 14,357 29,140 

5,729 13,388 28,361 

5,747 13 .. 862 29,108 

6,170 13)432 28,569 

*Figures furnisred b,y"- Dr. J. Di70n, Bureau of Health, Manila 
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Table I 

. 

Rate 
pEr 1,000 

LivebiTths 
--

39.73 

40.94 I 
! 

41.53 
I 

41.61 , 
, 

41.47 

38.60 

38.
41

_ 
38.18 
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Year Live births Stillbirths 

1949 41,519 852 

1950 43,083 802 

1951 43,469 716 

1952 46,173 735 

1953 47,182 827 

1954 50,648 764 

1955 57,321 936 

1956 55,884 884 

1957 63,536 974 

1958 65,527 946 

CITY OF MANILA 
Philippines 

STATISTICAL RECORD - 1949 to 1958* 

Perinatal Rate per Neonatal 
Deaths 1000 births Deaths 

1,525 36.73 1,611 

1,430 33.19 1,450 

1,178 27.09 1,4:1.5 

1,389 30.06 1.573 

1,484 31..45 1,579 

1,319 27.22 1,477 

1,620 28.26 1,658 

1,497 26.78 1,658 

1,604 25.24 1,703 

1,533 23.17 1,604 

Rate 
Deaths per 
1-7 1000 

D1Ws Births 

673 16.20 

628 14.57 

462 10.62 

654 14.16 

657 13.92 

615 12.14 

684 11.93 

613 lQ.96 

'30 15.32 

587 8.95 
(1-6 daiYs) 

* Figures furnished by Dr. D. Bellnonte, Assistant City Health Officer, City of Manila. 

( ,; 

\ 

(t ) 

Table II 

-
Percentage 
of deaths 
1-7 Days 
to Neo-
natal Deaths 

42 

43 

33 I 

42 
! 

42 

42 

41 

'3T 

'3T 

'3T 
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The questionnaires completed by partiCipants have been reviewed by the 
conference staff and certain data have been summarized under areas of matern1ty 
care which will be discussed during the conference. 

~ All the statistical lnfor.mation requested was provided from seven 
,'. countries.* In two countries the total number of births was not known. Informa-
" tion was available on infant deaths during the first year in every countr,y except 

one, but four did not give the first week death rate. 

Birth rates reported var,y from over 40 to about 22 per 1000 of the popula
tion. In some instances, it seems fairly certain that the figure given is an 
under-estimate due to incomplete registration of births. 

In ten countries, the birth registration was estimated to vary between 
80-100%. In five countries, this information was not given or not known. 

There is a wide variation in infant mortality rates from about 20 to 112 
per 1000 live births. 

There is much less variation in the death rates in the first week. Still
birth rates are generally low. 

The most common mentioned causes or infant death during the first week 
of life were: prematurity (10), congenital debility (3), birth injury (3), 
congenital malformation (2), postnatal asphyxia (2), tetanus (2), gastro
enteritis (1), and pneumonia (1). 

Infant deaths during the first year of life were reported to be most 
canmonly caused by pneumonia (12), gastro-enteritis (9), congenital malforma
tion (4), malnutrition (2), malaria (2), prematuritgr (3), congenital debility 
(1), postnatal asphyxia (1) and beri-beri (1). 

*Country, State or Area 
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{I} 

(2) 

(3) 

(4) 

( 5) 

(6) 

(7) 

( 8) 

(9) 

(10) 

(11) 

(12) 

(13) 

(14) 

(15) 

(16) 

Birth Rate 
per 1000 

Population 

24.0 

41.1 

46.3 

22.7 

21.9 

40.8 

26.2 

24.1 

36.6 

17.2 

42.7 

35.9 

38.8 

- No information given 

Stillbirth 
Ra te per 1000 

Live Births 

9.4 

14.6 

14.8 

14.4 

15.7 

17.7 

24.0 

15.5 

22.3 

12.2 

Maternal 
Mort~lity 

per 1000 
Live Births 

5.7 

1.9 

3.4 

0.4 

1.3 

0.8 

0.6 

1.7 

0.9 

0.9 

Infant 
l'iorta1i ty 
per 1000 
Live Births 

72.5 

38.9 

66.3 

112.9 

20.2 

33.2 

24.3 

21.7 

30.6 

40.1 

41.1 

54.3 

All information given above is for 1957 unless otherwise iniicated. 

Infant deaths 
during first 
week of life 

per 1000 
Live Births 

6.5 

32.4 

13.2 

11.1 

12.8 

13.5 

.-. 
, 

- (1956 figures 

- (1955 figures 

21.6 

13.0 -.. 
.'" 
-- ':" 

13.3 (1958 figures 
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Maternal mortality rates vary from 0.6 to over 5 per 1000 births. In 
fourteen countries, the following were mentioned as the most common causes of 
maternal death: haemorrhage (12), toxaemia (9), sepsis (3), anaemia (3), 
abortion (2), and obstetric shock (2). No informa~ion was provided by one 
country. 

The following were given as the most canmon causes of maternal morbiditq 
during the prenatal period: toxaemia (11), anaemia (7), abortion (3), ectopic 
pregnancy (2), malnutrition (2), haemorrhage (2), and infection (2). Other 
causes mentioned once were: pyelitis, leprosy, rheumatic fever, hyperemesis; 
poverty, multiparity, malaria, acute oedema of the lungs and "others". 

During the postnatal period, the most common causes of maternal morbidity 
were: puerperal infection (9), haemorrhage (7), breast conditions (4) and 
anaemia (3). Poverty, malnutrition, puerperal psychosis, toxaemia (2), abortion, 
shock and "other" causes were mentioned once. 

It was reported that a special unit i.e. bureau, section or division, in 
the national health administration is responsible for maternal and child health 
(14), nursing (15), and midwifery (15). Participants were not requested to give 
any other information so that the functions and responsibilities are not 
available for this summary. 

On the basis of information requested on legislative enactments pertain
ing to maternity care, it is required by law to report live births (15), still
births (11), marriages (11), and deaths (14). In four countries, special noti
fication of maternal deaths is required. 

A summary of the legislation on abortion shows that in six countries 
this is permitted on medical grounds if the mother1s life is in danger or her 
state of health is likely to be seriousl,y undermined by the continuation or 
the pregnancy and in three countries, it is permitted only to save the mother1s 
l1te. 

In three countries, it is illegal to perform an abortion for any reason 
and in one country, the legal position was not clear from the information 
provided. 

TWo countries have no legislation on this subject. 

Legislation regarding the employment of pregnant women and nursing 
mothers exist in ten countries. No details were requested. 

There is legislative control of standards and requirements for training 
and practice of doctors, nurses and midwives in most countries. No informa
tion was requested regarding the control of practice of traditional birth 
attendants. 
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Eight countries reported that this group were in practice. In two 
countries, it was estimated that they attended 90-95% of the deliveries, in 
two 30-7(J/" and in the remaining less than 10%. Variations exist between 
urban and rural areas. 

Four countries are providing some training for this group. 

Information on training of doctors, nurses and midwives at basic and 
post-basic levels was reported as follows 

5 countries do not provide training in obstetrics for under
graduate medical students. 

7 countries give training the duration of which, 1n most cases 
varies from 10 to 20 weeks although 1n one, it is said to last 
six months and in another, one year. 

All but two of the countries indicated that provision is made for midwifer.y 
training for graduate (qualified) nurses. The duration of these courses ranges 
from 6 weeks to one year, with nine countries offering a course of one year. 

Five countries indicated that no provision is made for training in mid
wifery in the basic course for nurses, while ten countries indicated that 
such training is provided for. 

The duration of this block of experience is given as follows 

2 countries - 6 months 

2 countries - 1 year 

2 countries - 2 years 

4 countries - 3-4 years 

No general conclusion can therefore be drawn as to the actual time spent 
in midwifery training. 

Twelve countries indicated that provision is made for training non-nurse 
midwives. The duration of this training ranges from 18 months to 3 years with 
7 countries offering a two-year course. 

In the two countries which do not train non-nurse midWives, midwifer,y or 
obstetrical nurSing is given in t.he basic nurSing programme and midwifery train
ing for graduate (qualified) nurses js available. 

Nine out of fourteen countries indicate that provision is made for post
graduate (post-basic) training in midwifery or obstetrics for doctors. This 
includes post-graduate and/or post-graduate residential training in the home 
country or abroad. 

... -.. - , -
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Eight countries provide post-graduate (post-basic) courses in midwifery 
for graduate (qualified) nurses. 

Six countries state that no such courses exist. However, since on~ two 
in answering question l5(b) state that there are no centres for training nurses 
in midwifery, it m~ be assumed that five countries consider that preparation 
in midwifery is an extension of the basic course in nursing and not a post
graduate course. 

Nine countries indicate that provision is made for refreSher courses for 
midwives. In one of these countries, midwives may take the Six-month course in 
infant welfare. This is not compulsory. 

Facilities for maternity care range from provision for almost 100% hospital 
delivery to a very limited provision of maternity beds. Domiciliar,y and/or 
hospital dellvery services by trained personnel are provided in some countries 
while in others as high as 95% of deliveries are conducted by the traditional 
birth attendants. 

Facilities in fourteen countries for prenatal care are provided b.Y 
hospital out-patient departments, ma~rnal and child health centres, by private 
doctors, private midwives, and district nurses. 

The percentage of pregnant women who receive prEnatal care was not 
requested. 

Six respondents reported that where prenatal care is given b.Y nurse 
midwives or midwives referral of the pregnant woman to a doctor is required. 

In the prenatal cliniCS, the procedures carried and most frequently are 
as follows : 

In fourteen countries at each visit the blood pressure and weight of the 
pregnant woman is taken and the urine examined. The haemoglobin is estimated 
at ever,y viSit in three countries; in two countries, 3 times; in one countr,y, 
twice; in five countries, once; in two countries, occasional~ and in two 
countries, not at all. other blood investigations were Rh blood grouping 
routine~ 6, occasional~ 3; test for syphilis routine~ 1n 8 and where indicated 
clinical~ in 4. X-ray examination of the chest 1s performed routinely in 
nine countries and if conSidered necessary on clinical grounds, in four. 

Twelve countries indicated that health teaching to mothers is done both 
individual~ and in groups. One country states that o~ group teaching is 
employed and one does on~ individual teaching because of language difficulties. 
Only one country stated specifical~ that health teaChing is done in the home. 
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In all but one country there is some provision for hospital maternity 
care services and in eleven countries some provision is also made for domi
ciliary obstetrical care. 

In five countries no pro~s1on is made for domiciliar,y obstetrical 
services. In two countries, where the service is extensive, it is provided 
by government and private midwives and by private doctors. 

Limited domiciliary services are available in both urban and rural 
areas in four countries, these are provided by (a) pupil midwives supervised 
by trained midwives, (b) private doctors, midwives and public-health nurses, 
(c) doctors (1% of cases in urban areas, 0.05% ~n rural areas) and (d) personnel 
not specified. In two countries, limited services in rural areas are provided 
by district nurses or, if not available by village women who have had some 
training. 

In fifteen countries, nurse/midwives or midwives are allowed to take 
full responsibility for the conduct of labour in the absence of abnormalities. 

Medical aid in an emergency is readily available in nine countries and 
in urban but not rural areas. In three countries, medical aid is available only 
exceptionally. In most instances the doctor can be called to the patient1s 
home or the woman can be sent direct to hospital. 

In two countries, an emergency flying squad is available and in four 
countries, an emergency ambulance can be called in extreme emergency. 

Eight countries report that after domiciliar,y delivery, home visits to 
mother and child are made daily for from 7 to 10 days. Two countries report 
that daily visits are made for from 3 to 5 days. 

In five countries, government domiciliary midwifery services do not exist. 
It 1s known that in two of these countries, practically all births take place 

f. ' •• 

in hOSpital. ~ 

Six countries report that postnatal home visits are made by public-health 
nurses and/or midwives while three countries report that these visits are made 
by midwives and in one country, the public-health nurse is responsible for 
making postnatal visits. 

In the replies from the nine countries uhich state that postnatal visits 
to mother and child are part of the service, it is not clear whether these 
visits provide actual nursing care, whether the visits are pure~ inspectional 
or whether health education is included. 

Five countries indicate that babies are cared for in a nursery. In four, 
they remain with their mothers. 
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Six countries provide both rooming-in and nursery facilities. In one of 
these rooming-in is provided for pay patients on~. In another, healthy babies 
are on the rooming-in plan, while sick babies are kept in the nursery. In 
another, rooming-in is provided in the teaching but not in other hospitals. 

In eight countries, routine prophylactic eye treatment is given using 
a variety of drugs. Five countries do not carry out prophylactic eye treatment. 
In one country, only infants born at home (government domiciliar,y obstetrical 
service) While in another on~ those infants born in hospital, are treated. 

Four countries state that full-term normal babies are under the care of 
an obstetrician. In five, they are placed under the care of either an obstetri
cian or a paediatrician. In four, a physician looks after the normal newborn. 
In two, the paediatrician i, responsible and in one of these, he is responsible 
on~ for babies bomin hospital. 

Three countries report that the average length of st~ in hospital, after 
delivery, is 1-3 ~s; in nine countries 4-7 days and in the remaining three, 
8-12 days. Where less than a 5-d~ s~ is the rule, abnormal cases are kept 
as long as necessary. In one country, early discharge is agreed to because 
there is available ·aftercare domicilia~ service. 

TWelve countries provide some postnatal nursing service for mother and 
child after discharge from hospital. The number of visits made, the spacing 
of visits, and the length of time under care, could not be determined accurately. 
The following is a synopsis of the main points. 

Two countries state that no Visits were made. One that one visit is made 
and two that visits are made according to need. Three countries state that 
visits are made up to 7-10 days. The data do not indicate frequency (i.e. daiJ¥ 
or ever,y other d~). Two countries state that the mother and child are visited 
dai~ for 14 days and revisited on the 30th postnatal~. In four cases the 
estimate is based on the length of time that both mother and infant remain under 
the care of clinic (government) services (postnatal and child health). 

Twelve countries state that some care is provided to mother and child 
after discharge from hospital. This service is given by the public-health nurse 
in eight countries, by the midwife in one and by the MCH services in three. 

One country states that no such service is provided but that IIIOthers and 
infants discharged from one hospital are visited in the home by nurses attached 
to the hospital. 

Ten countries mention that they have special units 
Seven have incubators available in the general nursery. 
(portable) which can be loaned to private homes. 

for premature babies. 
One has incubators 



WFRjMCH/10 
page 8 

The premature babies are under the care of the paediatrician in ten 
countries, the obstetrician in three and by general medical officers in two. 

In eight countries there is a follow-up of prematures by nurses - either 
by home visits or at special hospital clinics. In four countries, the pre
matures attend the l1CH clinic, in four countries there seems to be no provision. 

In six countries, BeG innoculation is g:L ven routinely aM in the remain
ing nine only in contacts, times varying from soon after birth till any age. 

• 

, ill ••••• 
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DISCUSSION GUIDE 

The four topics of the Conference are : 

C!UGINAL : ENGLISH 

Topic No. 1 - Basic elements of maternity care services in terms 
of current practices and local needs. 

Topic No. 2 - Practical consideration of ways and means of 
progressive improvement in maternity care. 

Topic No. 3 - The preparation and effective use of personnel 
concerned with materni~ care. 

Topic No. 4 - Materni ~ care as an integral part of the overall 
health programme. 
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Any satisfactory theory of the aetiology of toxaemia of pregnan;:y JllUst explain: 

(1) the predisposing influence of primigravidity, twins, diabetes, h.vdatid 
mole, and Rhesus sensitisationj 

(2) wh.v it rarely recurs in subsequent pregnancy, or certainl,y less severelyJ 

(3) its relation to chronic (essential) h.vpertension, which makes a patient 
more liable to it; 

(4) the differences in incidence between different countries, populatiOns, 
or even two races living side-by-side, e.g. Indians and Fijians 1n Fiji. 

It seems undoubtedly to be concerned with salt and water retention in the 
~. Ue know the symptoms can be aggravated to a dangerous degree by giving 
intra-venous saline, especially if h,ypertonic. This incr:l.m1nates the adrenal 
cortex and Gordon et al (1954) described an increase in sodium retaining factor 
(S.R.F.) in the blood of pregnant women, but especially so in toxaemic women. 
This was subsequently identified as the 18-aldeh,yde of corticosterone and was 
called lIaldosteronell • It was synthesized next year. The daily excretion is 
5.0 microgrammes in 24 hours (SD ! 3.0). Its excretion is increased on a low 
sodium diet - Thorn et al (1957). 

Contrary to Gordon's earlier work, Rins1er and Rigby (1957) found lower 
values of aldosterone in toxaemia. Their findings were that the level rises 
stead1ly throughout pregnancy from the non-pregnant level of 2-10 microgrammes 
per 24 hours to 120 microgrammes at 32-40 weeks. In toxaemia the level falls 
to 69 or even 35 microgramrnes. In diabetic pregnancy without toxaemia the mean 
level WJI 165 microgrammes - above nonnal; if these diabetic patients developed 
toxaemia the levels fell to 39 microgrammes. 

The extra-cellular fluid (E.C.F.) compartment increases greatly during 
pregnancy and especially in toxaemia. Thus sodium and water are retained. 
Bartter et al (1956) observed that expansion of the E.C.F. produces a fall in 
aldosterone. This presumably also occurs in the patient developing toxaemia. 
Normally in pregnancy there is retention of sodium and water in the maternal 
cells due to increased cell permeability - also the foetus retains sodium. -
and the rise in aldosterone levels tends to counteract these 108ses frOJll the 
E.C.F. by increasing renal re-absorption of sodium. 

Possibly the low levels of aldosterone in toxaemia may produce 1mbalanoe 
between the extra-cellular fluid and the intra-cellular fluid (I.C.F.) compart
mentis and so cause oedema with sodium retention. 

There must also be an increased sensitivity of the vessel wall to some 
pressor agent which causes spasm and reduced blood flow with uterine ischaemia. 
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The work of Browne and Veall (1953) has shown there is a marked fall in uterine 
blood flow in toxaemia. This may also tie up with the work of Bastiaanse and 
Mastboom (1949) in Holland, who believe that uterine ischaemia with poor inter
villous circulation is the cause of the disease. He notes that the vasculariza
tion of the uterus is much less in a primigravida than a multigravida, which 
accentuates the ischaemia, and which explains the frequency in first pregnancies, 
but not in subsequent ones, as the improved blood supply remains after pregnancy. 

This also fits in with McGillivray's (1958) observations that severe pre
eclampsia is essentially a disease of primigravidae, being 15 times greater in 
a first than a second pregnancy. He also found that if the first pregnancy ended 
in abortion, the subsequent incidence of toxaemia was only ';$, as compared with 
6tf, in .true primigravidae. Why should an early abortion provide this inununity -
unless it is related to an improved blood supply and vascularization of the 

! ,. 

uterus (see Bastiaanse above). r-. 

A full-time pregnancy gives more IIprotectlonll than an abortion, but this 
may be due to the fuller vascularization produced. 

Various writers have attempted to incriminate some pressor substance as 
the cause of hypertension. Shorr (1948) described vase- excitor substance 
Goldblatt's work (1948) on renal ischaemia has not proved this to be the cause 
of toxaemia, as Chesley (1940) found renal blood flow was normal. Bastiaanse 
(1956) found a rise of blood pressure in pregnant dogs after'constriction of 
the uterine artery, but not in the non-pregnant bitch. Lennon and Gardiner 
(1958) sUggested nor-adrenaline may be the pressor agent. Liver methionine acti
vates nor-adrenaline into adrenaline, and liver deficiency or a diet deficient 
in methionine may increase nor-adrenaline levels.. The enzyme mono-amino-oxidase 
can inactivate adrenaline and nor-adrenaline and is found in the placenta. It 
is very sensitive to oxygen lack, so states of uterine ischaemia would depress 
its action and so leave the vaso-constrictor substances undestroyed. (Thompson 
and Tickner, 1949) 

Sodium itself is related to the blood pressure. It is well known how v 
patients on the tlrice diet!! had marked falls of blood pressure. With under 
150 mgms of salt per 24 hours, 70% of hypertensives had falls below their basal 
level, reversed by adding salt to the diet. 

Sodium controls basal levels of blood pressure rather than systolic levels 
(Rosenheim, 1951); it also increases the sensitivity of the vascular system to 
nor-adrenaline (Raab, et al - 1950). 

The toxin of toxaemia may therefore be excess salt. Recently we were all 
startled to read an article by Robinson (1958) claiming she had found lower 
levels of toxaemia in a group given extra salt.. The possible explanation of 
this is beyond me. 

Thus, there is considerable evidence linking toxaemia with salt and water 
retention, mediated by a Il'.ineralo-corticoid of the adrenal cortex (? aldosterone) 
and possibly sensitising the vascular system to nor-adrenaline, which may be 

-, 
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increased in amount due to a diet deficient in methionine or to liver disease. 
The resulting ischaemia (which is the result and not the cause of the hyper
tension) (Browne, 1957) causes a fall in the mono-amino oxidase activity of 
the placenta and a vicious circle of increasing hypertension and of salt and 
water retention develops. 

It seems certain that the pressor agent in toxaemia is a humoral one, 
unlike the neurogenic factors in essential hypertension, as tetra-ethyl ammonium
Chloride by blocking nerve impulses at the sympathetic ganglia gives a fail in 
a hypertensive blood pressure but not in a toxaemic one (Kistner, 1954). 

Scott (1958) has made some interesting correlations between toxaemia as 
it exists in relationship to hydrops foetalis, hydatid mole and hydramnios. He 
fo~ the inCidence of toxaemia in Rh negative sensitised women to be the normal 
4% for the Liverpool area. But 50% of the women with hydropic babies were 
toxaemic. These toxaemias begin earl,y and are usuall,y severe ones, and 25% showed 
accidental haemorrhage. aydramnios per se is not causative of toxaemia, although 
the condition,e.g. diabetes, causing the hydramnios also increases the risk of 
toxaemia. He feels abnormal placental activity (hyper-placentosis) is the cause 
or toxaemia, as the villi show over-activity or the trophoblast with a persistent 
well-developed Langerhans' layer. The villous stroma is oedematous but hyper
plastic. Cases with toxaemia also had a heavier placenta in relation to foetal 
weight. Also the chorionic gonadotrophine (C.G.) levels are increased and 
positive Aschheim-Zondek tests may be given in 1-100 dilution. This high C.G. 
level often produces theca-lutein cysts in the ovaries. 

Thus the placental and hormonal changes are very similar to those of hydatid 
mole, which often produces earl,y severe toxaemia in similar manner. Despite the 
earl,y aOO severe toxaemia in moles, the patients rarel,y have ~lamptic fits 
(Acosta-Sison, 1956). 

Scott therefore postulates toxaemia as being the result or imbalance 
between the chorionic gonadotrophine of the Langerhans' layer and the steroid 
cells or the syncytium. When the C.G. levels are high (as noted by Smith aOO 
Smith, 1948; Loraine and Matthew, 1953) in hydrops, hydatid mole or diabetes, 
then we have placental hyperplasia; when the progesterone level falls we have a 
placenta with infarction and ageing, a fall in progesterone levels, in the more 
usual type of toxaemia. 

The toxaemic syndrome may therefore be one of many and we may be mistaken 
in lumping all these types of toxaemia together as one disease. 

"cKay (1957, 1958) nas shown that as pregnancy advances am becomes 
post-mature the oxygen uptake of fresh placental tissue decreases. This 
decrease is also noted in toxaemic pregnancy, being greater as the seven W 
or the toxaemia increases. This confirms James \'laIker's (1954) work on 
~gen levels in the umbilical vein, and also the reduction in placental blood 
flow noted by Browne and Veail (1953), and Morris et al (1955), investigat1.ng 
nvometrial clearance of Ma 24. Moore and Nyerscough (1957) found significant 
slowing in the clearance rates of Ma 24 in primigravidae post term, and a 
marked slowing in pre-eclampsia. 
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Acosta-Sison (1956) is in a better position than most to tell us about 
hydatidiform mole and its relation to toxaemia. She notes that a mole does 
not cause hypertension till the fundus uteri reaches the umbilicus. If the 
patient is hypertensive, the hypertension is aggravated before the height or 
uterus reaches the umbilicus. She feels the high gonadotrophin titre aggra
vates the hypertension, and the distended uterus produces uterine ischaemia. 
This brings us back to Browne (1946) who found that in toxaemia the vascular 
system was hypersensitive and he claims that chorionic gonadotrophin is the 
cause. 

This short resume has covered onlY a limited field but mar indicate to 
you the lines of research and of current thought in the aetiology or toxaemia. 

2. THE DIAGNOSIS OF TOXAEMIA 

Here we are on surer ground and in a well established case the diagnosis 
is easy. There are several conditions to differentiate, however, in the 
interests both of scientific accuracy, prognosis and treatment. 

(1) Pre-eclampsia: a disorder or the latter half of pregnancy showing 
water and salt retention with excessive weight gainj hypertension, and perhaps 
albuminuria as a late manifestation'of the well-established disease. The 
symptoms develop in the order given. 

(2) Essential b,y'pertension: ei thar pre-existing or latent. If ~ 
existing, we adopt an arbitrary blood pressure of 140/90, and a1'\1 pressure over 
this level in the first three months indicates hypertension. Usually the 
pressure falls in the middle trimester and rises again in the last three months. 
Weight gain is normal; albuminuria is minimal. If latent, the pressure rises to 
140/90 in the latter months only. Here we believe the patient would eventua~ 
have ~veloped hypertension, but the stress or pregnancy causes it to develop 
at an earlier age. 

(3) As essential hypertension predisposes to toxaemia, the combination 
wiU be frequently met. If the patient is seen late in pregnancy, unless some 
early record of pre-pregnant or early pregnant blood pressure is available, it 
may be impossible to say if the origin is hypertension plus toxaemia or merely 
toxaemia itself. 

(4) Chronic nephritis: this is rarely seen in nrr experience. A past 
h1~ry of acuw nephritis, a normal or slightly raised blood pressure, am 
albuminuria from the start of pregnancy (and in the non-pregnant state) are the 
features. It carries the worst prognosis for both mother and baby. 

The symptoms of toxaemia can be divided into three groups: 

(1) Oedema - hypertenSion - albuminuria. 

(2) Headache - blurring of vision - epigastriC pain. 

(3) Fits - accidental haemorrhage - oliguria and anuria. 

• 

.' 
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Group 1 is the group we must concern ourselves with, as Group 2 symptoms 
are those of imminent eclampsia and a warning that the pregnancy should 
speedily have labour induced. Group 3 symptoms are indicative of neglect, a 
breakdown of antenatal care, and a confession of failure. 

The diagnosis of the established case, therefore, presents no difficul~. 
What we need is some guidance to detect the earliest symptoms, at a time when 
the process is reversible and preventive measures can be adopted. Propb,yl.axis 
and diagnosis thus go hand-in-hand. 

There is no elaborate laboratory test that will establish the diagnosis, 
or indicate to you what cases will develop toxaemia. Obviousl,y we must watch 
closel,y those with a previous histor,y of toxaemia, or with pre-existing h.Yper
tension, twinS, mole, or diabetes. 

Various tests have been devised, e.g. the cold pressor test (Browne, 1946); 
the flicker-photometer has proved unreliable (Gardiner and Herdan, 1957). The 
pressor response to nor-adrenaline has been described as specific (Raab, 1957) J 
Willson et al (1957) reporting on the Dieckmann b,ypertonic saline intravenous 
test, note that the test differentiates toxaemia from uncomplicated b,ypertension. 
One litre of 2.5% NaCl is given intra-venous in 30-40 minutes and all urine is 
collected and measured for the next two hours. 

However we have a much simpler method of detecting inCipient toxaemia and 
treating it in the early phases, so much so that we have had to invent a new 
classification - that of "potential toxaemia" - as these patients never reach 
the stage of full toxaemia and cannot therefore be classified as such. 

In this campaign the scales and the spb,ygmamanometer are our greatest 
allies. Let us consider (1) the blood pressure in pregnancy, and (2) the 
weight gain in pregnancy. 

(1) The Blood Pressure 

A standard of 140/90 is generall,y accepted but there is much to be said 
for lowering this level to 120/80, as suggested by F.J. Browne. In ~ own work, 
if a patient has a pressure of 140/90 plus one other sign of toxaemia, then she 
is admitted to an antenatal bed. This pre-supposes ample antenatal accommoda
tion, but I have no worries on this score. If the patient is a h.Ypertensive, 
we do not admit her with a blood pressure of 140/90, but would treat her as an 
out-patient with rest, serpasil and weekly visits. 

Hughes (1951) was the first to pOint out the "relativit,yn of the blood 
pressure. In other words, a rise in systolic blood pressure from 110 to 130 
is more significant than a rise of 125 to 135. 

Again a high labile pressure which settles with rest or under basal 
conditions is a bad Sign, in that these patients often exhibit b,ypertension in 
the latter months. It may be evidence of a b,ypertensive tendency, and point 
to the fact that essential b,ypertension may develop later in life. 
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Basal pressures are taken with the patient in hospital overnight. Three 
grains of nembutal are given, and the pressure recorded every 10 minutes over 
a period of 2 hours next morning with the patient in bed, before any activity 
of aDY sort and before breakfast is taken. 

Vartan (1957) makes a plea for a standard limit of blood pressure to be 
universa~ agreed upon, and recommends Browne's 120/80 figure. He believes 
the incidence of EcLampSia can be substantia~ reduced if the blood pressure 
is watched and admiSSion to hospital practised. He finds 10% of all women 
booking hav. a blood pressure over 130/70 at the initial visit. 

However, I think we will all agree that : 

(1) a standard of blood pressure, say 120/80, should be adopted) 

(2) great attention should be paid to the initial booking blood pressure; 

(3) frequent careful blood pressure recordings are essential. 

(4) bed rest, preferabJ,y in hospital, is required 11' the pressure exceeds 
140/90. 

(2) The vleight Gain 

The scales are equalJ,y as important as the sph,ygmomanometer. 

Dieckmann (1952) showed that a normal weight gain between the 20th - 30th 
weeks is 8 Ibs. 

Hamlin (~952) claimed that a weight gain over 8 lbs. in &l\V' ten-week period 
before the 30th week presaged toxaemia. 

We accept 24 Ibs. as the average weight gain dUring pregnancy. 

Gardiner and Herdsn (1957) state that although toxaemia is more common in 
primigravidae who show excessive weight gain, the prediction rate of ~ (Hamblin) 
is rather high, being more of the order of 60%. 

2.1 Some recent research on weight gain 

Thomson and Billewicz (1957) have established same basic facts at Aberdeen. 
In an anaJ,ysis of 4214 cases, they divided them into three groups 

pre-eclampsia 

mild toxaemia or 
h,ypertension 

normotensive 

6.5% 

25.4% 

68.1% 

'-
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Their findings showed two important facts : 

(1) Normotensive patients had the lowest initial weight. 

(2) Normotensive patients had the least overall weight gain. 
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The average gains per week in the three groups aver 13-20, 20-30, and 
30-:36 weeks are shown in the following table from their paper. 

TABIE I 

Group 13 - 20 20 - 30 
weeks weeks 

Pre-eclampsia average 1.00 1.23 
gain in 
1be. per 
week 

Mild toxaemia average 0.95 1.14 
gain in 
lbs. per 
week 

Normotensive average 0.92 1.03 
gain in 
lbs. per 
week 

(Thomson and Bil1ewicz, Brit. Med. J., 1L 244.) 

Deductions fran this are : 

30 - 36 
weeks 

1.50 

1.08 

0.ff1 

(1) normotensive patients have their greatest gain between 20-30 weeks. 

(2) their average gain is just over 10 lbs. in this period, Which invalidates 
Hamblin's h,ypothesis regarding the 8 lb. gain during this period. 

(3) in pre-eclampsia the greatest weekly gain is in the 30-36 weeks period. 

(4) there is actua1J,y less variation in weight gain in the 20-30 weeks per.l.od 
than for the 30-36 weeks period. This must be considered a more etable 
and static phase than either earlier or later. 

They estimate the normal weight gain as 27.6 lbs., rather high than our 
24 lbs. 

Age, height and social class have little effect on weight gain. Older 
women tend to gain less. 
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The clinical outcome of the pregnancy in relation to weight gain showed 
an increasing incidence of toxaemia as weight gain increases, with increased 
prematurity and perinatal mortality rates. \'lomen showing minimal weight gains 
of under 8 lbs. also had a high incidence of premature birth. 

A moderate weight gain seems to be associated with the best outcome, 
say 8-12 lbs. during the 20-30 weeks period, and a slower rate for the la.st 
10 weeks. One pound a week for 28 weeks (L"th - 40th) is a simple way to 
remember this. 

The association of obesity with hypertension is well-known clinica~ 
and this has been studied by Williams (1957). She was able to show: 

(1) a higher initial weight in a toxaemic group (136.4 lbs.) than 
in a normal group (129 lbs.) although there was a considerable 
overlap. 

(2) the mean gain per week was 1.156 Ibs. in the toxaemic group, 
and 0.912 in the normal. 

(3) the total gain as related to the normal standard for height 
shows a greater increase in the toxaemic than the nomal group. 

Overweight preceding pregnancy is therefore associated with an increased. 
incidence of toxaemia. Obesity should be controlled ear~ and throughout 
pregnancy. 

These remarks on diagnosis and the importance of weight gain and blood 
pressure increase bring us directl,y to the problem of prophylaxis and preven
tion of toxaemia. 

3. THE PROPHYLAXIS OF TOXAEMIA 

New Zealand has alw~s taken a great interest in the problems of toxaemia 
of pregnancy and the importance of this was shown by making eclampsia a compul
sory notifj.cation 30 years ago. Over ::2000 cases !]ave been notified tor research 
purposes, which has been the special interest,of Dr. T.F. Corkill of vlellington. 
Periodic surveys are issued, while the yearl,y cases are anal,yzed. each year in a 
brief report issued by the Obstetrical Research Committee of the Medical 
Research Council of New Zealand. 

The prophylaxis of toxaemia and thereby of eclampsia has been brought 
constantly before the profession by means of teaching, lectures, and articles 
in med1Q.al. journals, with the result that there has been a gratifying tall in 
eclampsia inCidence, with lowering of both foetal and maternal mortalities. 

... 
, -
"'-
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TABIE II 

ECIAMPSIA IN NEW ZEAIAND 

Total Number Haternal Foetal 
Year births of cases deaths deaths 

"No. ~ No. % 

1954 55,112 67 (1.21 per 2 3.0 13/69 18.8 
1000) 

1955 56,564 58 (1.02 per 1 1.7 9/64 13.6 
1000) 

1956 56,593 49 (0.86 per 1 2.0 13/53 24.5 
1000) 
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Caesarean Section 
No. of Maternal 
cases deaths 

5 0 

5 1 

4 0 

~ own experience with eclampsia is reflected in a smaller series of 
28 cases, with a maternal mortality of nil and a foetal mortality of 16%. 

It is interesting to compare the figures for the United Kingdom where 
there has been a similar but less marked decline in maternal mortality. 

Stern and Burnett (1954) give an evaluation of modern methods of treatmant 
in 1718 cases. Although the results go back some years, their collective figures 
for the sedative group show a maternal mortality of about 7.5% and a foetal 
mortality of 29%. 

149 cases treated with avertin (bromethal) showed a maternal mortalitcr 
of 6 (4%) and foetal mortality of 33%. 

498 cases treated with veratrone showed a maternal mortalit, of 1.81% and 
a foetal mortality of 28.5%. 

These figures, although submitted by "experts from leading hospitals with 
full adjuvant treatments available" are disappointing when compared with the 
collective New Zealand figures which are the net result of treatment by all 
doctors, general practitioners and speCialists, often working single-handed 
under isolated conditions and often without much in the way of adjuvant facili
ties. 

There are several possible explanations for these unusual results. 
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The following ~ be factors involved : 

(1) 

(5) 

Universa! free health scheme with special antenatal and 
materni ~y benefits. 

Adequate provision of antenatal beds. 

Hilder type of disease in New Zealand 

Fo~sible unknown factors in aetiology of disease, e.g. local 
d,1.etary factor. 

Superior nutrition, etc. 

(6) Active prosecution of propnylactic measures. 

(7) Superior methods of treatment. 

Of these suggestions, I feel the last two are important and I will refer 
to them in detail later. However, I mention them in passing, one is the active 
prophylaxis of toxaemia by rigid antenatal standards, and inSistence upon 
weight check and salt-free diet. The second is the wide use of magnesium 
su~phate in treatment. It is interesting to note in their review of "modern 
methods" that Stern am Burnett dismiss magnesium sulphate in 4-1/2 lines. Yet 
the best figures quoted by them are from AuthOrity F, who had in 27 patients 
no maternal mOrtality and a foetal mortality of 26%, using magnesium sulphate. 
Admitt~, 27 is a small series, but it parallels my own series of 2Bcases, 
with again no mate,nal mortality and a foetal mortali~ of 16%. 

I would not like you to imagine that we are complacent over the problem 
of toxaemia in New Zealand. Actual~ our biggest worry at present is not the 
eclamptic deaths but the non-eclamptic toxaemic deaths since these deaths are 
consistent~ higher than those from eclampsia, and have not fallen in proportion 
to the fall in eclampsia death rate. 

Corkill (1957) notices a changing pattern in eclampsia in New Zealand, 
with fewer cases of intractable fits and status eclampticus. Those deaths 
which do take place during eclampsia are marked not so much tv the severitv of 
the convulsions but by ~ cardiovascular or renal complications. The usual 
causes of death in eclampsia are cerebral haemorrhage, cardiac failure, or renal 
damage with anuria. These causes of death are general~ similar to the causes 
of death in the non-convulsive group, where the cardiovascular, cerebral and 
renal complications complete~ over-shadow the old-fashioned eclamptic type 
death. 

It ra~er suggests that the eclamptic fit is a Single manifestation of 
the severe toxaemic state, whose importance has been, and still is being, over
emphasized because of its dramatic nature. Yet maqy more women die from less 
dramatic leSion of toxaemia, and suxely our attention shwld be directed to 
this group for improved salvage)' 

--

, . 
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The eclamptic fit is not the culminating crisis of toxaemia, but merel,y one 
particular manifestation of the toxaemic state, in a patient who probabl,y is parti
cularl,y prone to a "fitH as her reaction to stress of this sort, and this theory 
has to some extent been confirmed by the work of Lennox et al (1939), aoo more 
recentl,y by McIntosh (1952), of Oxford, and Poidevin (1955), of Adelaide. 

Often it is not the patient with the highest blood pressure or other gross 
pqysical signs who develops the eclamptic fit, but someone perhaps at the 160-170 
level, and yet patients over the 200 mark may never look like fitting. 

Toxaemia is therefore a disease which may ultimatel,y progress to fits, or 
cerebral haemorrhage, or retro-placental haemorrhage with possible renal damage. 
In II\Y own Experience I have onl,y once encountered the combination of eclamptic 
fits and toxaemic ante-partum haemorrhage (A.P.H.) aOO it would be interesting 
to hear details fran others who may have met this combination • 

In II\Y own series of 363 toxaemic cases without fits, from 1951-1956, there 
were two deaths. At the end of 1957 there was a third death. All three occurred 
in emergency admissions. 

The first of these was a woman of 44, not known to be pregnant who delivered 
herself in bed one night aoo was admitted with blood pressure 200/108 and a trace 
of albumin. The baby was alive and weighed 7 Ibs.,·9 ozs. The mother was semi
consoious, developed clonic right-sided convulSions, and died despite treatment in 
deepening coma 2 days later. Post-mortem revealed a subarachnoid haemorrhage. 

The secooo had had a Caesarean for a severe A.P.H. a.ssociated with toxaemia 
and was referred to us 3 days later with anuria. She died despite treatment aOO 
post-mortem showed bilateral renal cortical necrosis. 

The third, aged 33, was admitted in 1957 in coma, undelivered but in labour. 
Forceps delivery of a living 7 lb. 3 oz. child was perfonned, but resp1rator,y 
failure ensued, though active resuscitation and respiration kept her alive two 
days longer. Post-mortem showed a cerebral haemorrhage. 

These types of cases are going to form the hard core of any campaign to 
reduce further the non-convulsive deaths, and the whole problem is one of pre
vention of these fatal terminal conditions, and more vigorous treatment of pre
existing h,ypertensive states. 

Corkill (1957) has also shown that the eclampsia case before the 36th week 
has a higher maternal and foetal death rate and a higher Caesarean rate. 

The prevention of toxaemia is undoubtedly an index of the general standard 
of antenatal care, and Corkill notes that, in the early group especiall,y, super
viSion was inadequate, known h,ypertension was disregarded, and hospital treatment. 
was too long deferred. But while these are criticisms of the individual standard 
of care, yet there is much that can be done along the lines of general proph,y
lanse 
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Corkill (1948) reviewed the position with special reference to the 
Wellington area. Here he stressed the importance of routine weighing as a 
very early warning. He notes that excess weight gain ('iith or without 
obvious oedema) and in the absence of other signs, is often checked b,y 
appropriate adjustment of diet - reduction in intake, starch and sugar, and 
elimination of sodium salts. 

In 1952, we again find Corkill (1952) preaching the dictum of low salt 
and full protein diets. 

In 1953, Corkill (1953) states with regard to the fall in eclampsia 
"it is Significant that the greatly accelerated improvement in the last five 
years has corresponded with a more general acceptance of the View that salt 
and water retention is a feature of the utmost importance and that it is 
largely controllable, particularly by prompt action in the early stages. fI • 

This idea of salt reduction is not new. Bland and Bernstein (1927) 
advocated salt-free diets. Harding and Van ;Tyck (1932) advocated low salt 
diets. They showed the addition of 15 g. of NaCI to the diet produced a 
large positive salt and H20 balance; the blood becomes hydrated, serum proteins 
fall, and chlorides rise. They ag~ravated the symptoms of toxaemia b,y giving 
300 ccs. of 10% NaCl, and state "The dietetic factor in the production of a 
late toxaemia is neither protein nor fat, but salt.". They stress Zangemeister's 
theory and recommend accurate weight records in pregnancy. 

At the same time, a similar experiment was being conducted in Dunedin 
by ~ predecessor, Sir Bernard Dawson (1953). He states that he has yet to 
see a case of eclampsia which did not give warning signs - II\V' own experience 
is the same - which is another way of saying that there is no such thing as 
fulminating eclampsia. Personally, I would regard the occurrence of eclampsia 
,.n one of II\V' own patients as a distinct failure of supervision and antenatal 
care. 

These efforts have been continued during t.he years 1951-1957, and in 
approximately 4000 booked cases there has been only one case of eclampsia. 
This concerned a young primigravida with tWins, admitted at the 36th week with 
evidence of excessive weight gain, but who after one week in hospital, signed 
her way out against medical advice. She continued to place herself under our 
care for delivery, and was admitted at tenm when she delivered norma~ of 
twins but had several post-partum fits. 

The other ststement is that while I haVq treated over 300 cases of mild 
to severe toxaemia, not one of these patients has progressed from non-convulsive 
to convulsive toxaemia, whilst in hospital under II\V' care, and. the Caesarean rate 
has been 6% for the series. 

This suggests that : 

,(1) Eclampsia can be prevented. 

(2) Toxaemia ,.ill respond adequately under hospital conditions. 
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(3) Conservative methods of treatment and delivery are not outmoded. 

The overall foetal r,;orta~ty of l~ includes all bcol-:ed and non-booked cases, 
whether intra-uterine death had occurred before adlolission or not, and congenital 
or other defects incompatible with life. 

The simple prophylaxis of toxaemia consists of 

(1) Special watch on over-weight group. 

(2) Detection of essential hypertensio~ group. 

(3) General salt restriction in all pregnant women. 

(4) Specific salt restriction in group gaining too much 
weight (see special 3000 regm. diet sheet). 

(5) Use of diamox and mildly hypotensive drugs such as reserpine. 

Dosage 250 mgms. diat".ox daily for 3 days; 
serpasil 0.25 mgms. b.i.d. or t.d.s. 

(6) Use of chlorothiazide. 

Frequently such simple measures check excessive weight gain, oedema is 
lessened or disappears, and weight is even lost. Cases where weight gain is 
excessive (without even evidence of hypertension or albuminuria) are admitted 
for closer supervision and instruction in diet and rest. If improvement is 
satisfactory, they may be sent home after one week; failure to improve means a 
longer or pennanent stay in hospital. In this regime we are aided by a generous 
provision of antenatal beds • 

A few facts about salt 

An average diet in New Zealand contains up to 10 g. of salt dai~. If salt 
is not added to the rlate, this drops to about 6 r,. 

The average daily adult requirement is 4 g. He attempt to lower salt 
intake to about 3 g. a day in our potentially toxae:nic group at the antenatal 
clinic. 

If the patient is admitted, our "salt-free" diet yields about 1.5 g. daily -
this means no salt in cooking, none on the plate, and salt-free bread and butter. 
It is difficult to lower the intake much belOW this figure. Of this, 200 mg. are 
lost in the faeces, and a small amount in the sweat. 

Each litre of extra-~lular fluid requires 3.3 g. of NaCl to keep it 
isotonic. It does not therefore require much excess of sodium intake to allow 
a big increase in extra-(;~llular fluid. 
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4. THE TREA'lNENT OF TOXAEUlA 

Provided that the foetus is viable, in general terms the best management 
is induction of labour. This is usuall.Y feasible after the 36th week. If the 
patient is improving under treatment, or the disease is mild, naturall.Y the 
pregnancy can be prolonged. It is never permissible to allow a toxaemic patient 
to become overdue. 

Treatment can be considered under the following headings 

(1) the mild case. 

the severe case - pre-eclampsia and eclampsia. 

(3) when to induce. 

(4) how to induce. 

(1) The mild case 

Treatment here is rerel.Y an intensification of that advocated under pro
phylaxis. 

Undoubtedl.Y bed rest, with low salt diet, is still one of the most potent 
weapons we have. Renal output increas~oedema decreases, the blood pressure falls. 

To this can be added the effect of sedative and hypotensive drugs. Pheno
barbitone or sodium amy tal are useful, and often small doses of serpasil. 

. ..... 
~ __ .' I 

Often a marked improvement is shown. Rarel.Y is a patient improved enough_._ 
to return home and continue under strict antenatal supervision, and this remark 
refers to the potential toxaemic and not to an established case. 

Recent~, a potent weapon has been available in chlorothiazide (diuril, 
salurin, or chlotide). 

this substance is a potent oral diuretiC, promoting diuresis by the excre
tion of chloride, which is accompanied by an equi-molar loss of sodium. It also 
increases potassium excretion. Dosage of 50D mgms. b.i.d. seems effective, and 
it may be wise to give it 5 days out of 7, and some advise potassium chloride 
enteric-coated tablets 2-6 g, dail.Y as a suppleJOOnt. Pregnant women, hOlrever, 
are notorious~ resistant to all diuretics (e.g. ammonium chloride, mercurial 
diuretics), as compared with other cases and they seem less liable to hypokalemia 
also. 
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Oral~ chlorothiazide acts in 2 hours and its effect lasts far 12 hours. 
It may be combined with diarnox on alternate days. The potentiation of diamox by 
chlorothiazide seems to indicate it is not a carbonic-anQydrase inhibitor and it 
presumab~ has a direct effect on the renal tubular mechanism. 

Also it does not produce an acidosis like diamox but rather a mild alkalosis. 
In hospital patients under combined dosage of diamox and diuril, weeklr 
estimations of C02 c~~bining power, chlorides, sodium and potassium levels should 
be made. 

Chlorothiazide alse potentiates the effect of nypotensive drugs, especial~ 
the ganglion-blocking group. This effect is noted on~ in nypertensive but not 
normotensive patients. Dosage of these drugs must be reduced when diuril is given 
to nypertenslves. It also potentiates the action of reserpine, veratrum, and 
apresoline. Excess salt intake may destroy its anti-nypertensive effect,ag&in 

~ pointing to the close relation between salt metabolism and high blood pressure. 

" The advantages of chlorothiazide are : 

(1) its lack of toxici~. 

(2) it does not produce acidosis. 

(3) its anti-~pertensive effect. 

(4) non-toxic and minimal side effects. 

(5) tolerance does not develop. 

(6) easy oral dosage and schedule. 

(7) potentiation of other nypotensive drugs. 

Finnerty et al (1958) report favourab~ on its use in pregnant patients. 
It can be given to out-patients at the earliest sign of increased weight gain or 
transient ~pertension, and may abort or reverse the toxaemic process. In more 
established disease it has a definite place in in-patient treatment, either alone 
or in combination with ~potensive drugs. It should also prove a useful drug 
in pure ~pertension of pregnancy, and do much to lower the incidence of super
imposed toxaemia. 

Renal function studies indicate decreased ability of the kidney to con
centrate salt in pregnancy, and less so in toxaemia. Dieckmann et al (1952) 
found the normal lddney can concentrate NaCl to 1.3%; in pregnancy to 0.9% with 
an average of 0.5%; in eclampsia and pre-eclampsia to 0.18% on~. 

The place of chlorothiazide in treatment seems assured. 
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(2) The severe case - pre-eclampsia and eclampsia 

Along with consideration of this ~pe of case,I would like to group the 
eclamptic patient. I do this chiefly because the treatment of both is similar, 
apart from the special precautions to be taken with the unconscious patient. 
I believe also that in many cases acute pre-eclampsia is a more severe disease 
than eclampsia, with often higher blood pressures and more albuminuria. The 
eclamptic who fits is often mild in comparison, and as has been said alreaqy, 
is predisposed to fitting under conditions of stress. Eclampsia as an event is 
startling and forces itself under the notice of the clinician, whereas it is 
only one possible end-product of the acute toxaemic process. In our experience, 
our three fatal cases have been non-convulsive, one qying of cortical necrosis 
after A.P.H., and two qying from cerebral haemorrhage without a histor,y of fitting. 
This parallels the general New Zealand experience alreaqy quoted, where the death 
rate from non-convulsive toxaemia is five times higher than the eclamptic rate, 
while 1,n England and Wales it is only equal to the eclamptic rate. 

There are certain older drugs which are essential in management and whose 
use should be thoroughly understood. These are : 

(a) morphine 
{b~ paraldehyde 
{c} magnesium sulphate 

(a) Morphine has had many critics but is still without equal for rapid 
sedation (only pentothal is quicker in the control of an actual or impending fit). 
Dosage of gr. 1/4 initially, which may be intravenous, followed by gr. 1/6 if there 
is no marked effect in half an hour is the usual dose to begin with. Our use of 
morphine has been liberalized by the introduction of lethidrone and daptazole. 
liorphine is often stated to be anti-diuretic, but de Alvarez and Richards (1952) 
showed that although 28% showed a slight decrease in urinary output, the remaining 
cases of toxaemia had an average 115.6% increase in urinar,y excretion. 

(b) Paraldehyde. This is recommended by many in paSSing, but few appear 
to have studied it intensely. Bramethol {avertin} is preferred by many, e.g. 
Kellar (1955), Horris (1954), Stern and Burnett (1954). But paraldehyde is 
superior for ease of administration, as it does not require the elaborate estima
tion of dose, the rectal instillation, or careful preparation of avertin and use 
of the Congo red test. Paraldehyde is safely and simply given by deep intra
muscular injection and doses of 10-20 ccs. are recommended. We alternately use 
morphine with paraldehyde, as this avoids the respiratory depression associated 
with repeated morphine, and it appears to have little effect on the foetus. An 
average schedule is gr. 1/4 morphine initially, perhaps gr. 1/6 in an hour or so, 
then 6-8 ccs. paraldehyde 2-3 hours later; depending on the patient's reaction 
and drowsiness,further morphine and paraldehyde is given ever,y 2-3 hours, small 
frequent doses being preferred to large infrequent ones. 

, ' 
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(c) l'iagnesium sulpha~. The astonishing thing to me is the small place 
given to this drug in the British literature and the extensive references to its 
successful use in the United States of Anerica. 

Magnesium sulphate is widely used in New Zealand, rather empirically, and 
probably in minimal doses. It is impossible to assess just how many cases are 
given magnesium sulphate, but I would think a large number - perhaps 75%. 
Admittedly, de Alvarez and Richards found ragnesium sulphate anti-diuretic, 
6 out of g patients showing a depression of urine output of 38%. But this 
minor disadvantage is counteracted by the fact that it is usually given with 
morphine, and also dismoy. or chlorothiazice. 

There is evidence (Hall, 1957) that the serum magnesium is depressed both 
in normal and toxaemic pregnancy, in both instances to about the same levels. 
The maximum depression is b9~~een the 34th and 38th weeks. There are certain 
disease syndromes associated with neuromuscular excitability and convulsions, 
both in flnimals and man, which are related to low levels of serum magnesium. 
Possibly this may be associated with the eclamptic convulsion - it may be the 
trigger - and so the beneficial effects of ~gnesium therapy may be partly due 
to correction of serum imbalance. 

The use of magneSium sulphate in eclaMpSia goes back a long way to 1926. 
Formerly its value as an anti-spasmodic was made use of in tetanus, etc. 

Our practice is to give an initial dOGe of 4 g. L~tra-venous (20 ccs. of 20% 
solution) and to follow this with 4-hourly ooses of the same strength intra
muscularly for 24 hours, then decreasing to 6 hours. Recent liork has suggested 
these ~oses m~ be too low (Chesley and Tepper, 1957). 

The graphs from their paper sh0w the following effects 

(1) 2 g. intra-venous: A high peak and rapid fall, but no sustained 
effect. 

(2) 10 g. intra-m1.:scular: A seI"JJ:l leyel of not over 6 mgm.% is noted. 
The maximum level is reached in 90-120 minutes. 

(3) 10 g. intra-mu3cular plus 5 g. in 4 hours: This shows safe levels 
and a slow ~ut well-sustained effect. ---

(4) 3 g. intra-venous plus 10 g. intra-muscular is best, as initial 
intra-venous dose avoids the lag ph9se of intra-muscular injection 
yet does not go above safe levels. There is rapid therapeutic 
level and depot effect for 3-4 hours, with levels up to 7.5 mgmso% 

Pritchard (1955) records excellerrt results in treatment with magnesium 
sulphate used solely. His initial dose is 4 g. intra-venous and 10 g. intra
muscular with 5 g. intra-muscular every 4 hours. 39 g. are therefore given in 
24 hours. The serum levels were between 4.2 - 8.4 mgms.%. 
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This is somewhat above the safe limit of 24 g. in 24 hours laid down by 
Stroganoff and Davidovitch (1937). 

Eastman and steptoe (1945) give 10 g. initial~ and 5 g. eve~ 4 hours. 

The normal serum magnesium is 1.5 - 2.4 mgms.%. Therapeutic levels in 
eclampsia are between 6-8 mgms.%, though fits usually cease at 3-4 mgms. %. 
The patellar reflex disappears between 8.4 - 12 mgms. % and this is an indica
tion to suspend doses until it returns. These higher concentrations do not 
depress respiration. Levels of 16 mgms. in man have been recorded without iU
effect. Above these levels respirato~ depression develops, the fatal serum 
level in the cat and dog being 21-54 mgms %. 

One vital precaution is to discontinue therapy if the urina~ output 
should fall below 100 ccs. in any 4-hourly period. An indwelling catheter is 
inserted and the output measured before any subsequent dose. 

Calcium gluconate 10 ccs. of 10% solution is an immediate antidote. 

If spinals, caudals, or possibly ganglion-blocking drugs are used, then 
marked falls of blood pressure may be produced with magnesium sulphate. 

l-fagnesium sulphate does not reduce the blood pressure markedly of itself; 
it does not cause diuresis; it does not produce a peripheral neuro-~~cular 
block. Nor is its effect due to depression of central nervous system excitability_ 
Where then does it exert its beneficial effect? 

(3) When to induce 

This is probably one of the most difficult questions in obstetrics to 
answer, especialJ.y before 36 weeks when the foetal maturity has also to be 
considered. In the severely toxaemic patient, the answer is easy - as soon as .-
the patient is c1inical~ under control, or in an eclamptic 24-48 hours after 
the last fit. The intermediate groups'are the problem, for if you continue too 
long the risk ofintr~terine death has to be conSidered. 

Unfortunately there is little to guide us in the way of specific laborator,y 
tests. Clinical assessment of fundi, blood pressure, oedema, albuminuria, etc. 
with blood urea and electrolyte studies may give a guide to the mother I s condition. 
But we have no method of assessing the foetal condition. What we want to know 
is the placental reserve - we badly need a test of placental efficiency. There 
is some reason to hope that studies on lI\Yometrial or placental clearance rates 
may provide an adequate guide, but a study of decidual blood flow 1s not neces
sarily an indication of placental function. 

Clayton et al (1956) using a SCintillation-counter, traced the uptake of 
Na24 by the foetus, in an endeavour to assess placental function. Dimin1shi~ 
uptake by the foetus, as assessed at 'tfeekly intervals, irdicated failing placen
tal function and the need to induce labour. Further development is required 
but the possibilities are most encouraging. 
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Russell et al (1957) have studied pregnanediol excretion in normal and 
toxaemic pregnancy. They observe that the weight of the baby and pregnan~diol 
excretion show a linear relationship. This suggests that pregnan~diol excre
tion is related to at least one aspect of placental function. Assay can be 
helpful in cases of toxaemia, hypertension, chronic nephritis, and accidental 
haemorrhage. Low values, which are often found in these conditions, suggest 
impaired placental function, while normal values in these cases would encourage 
the obstetrician to continue the pregnancy. In severe pre-eclampsia the values 
were well below normal. In milder cases they were within normal limits (normal 
figure is 36 mgms. per 24 hours at 30 weeks). 

This work may be the answer to the problem of an adequate test of 
placental function. 

The intra-uterine death rate is more closely related to the time of onset 
of the toxaemia than to either the degree of hypertension or albuminuria • 

Gibson (1954) feels that conservative treatment is of benefit to the baby 
up to the 35th week, and. induction should be perfomed only if toxaemia endangers 
the mother. After 35 weeks, induction gives the foetus a better chance. After 
37 weeks, conservative treatment doubles foetal mortality. He also noted conser
vative treatment did not increase the maternal risk, provided she was in hospital 
under constant supervision. In 1956 he investigated a 5-year follow-up of the 
same group, and concluded that neither the duration nor severity of the toxaemia 
had any effect on residual b,ypertension, the age of the patient being the only 
factor of importance. 

Thus we have at our disposal: 

(a) clinical acumen - a rather inaccurate method. 

(b) statistical ana6rsis - rule of thumb methods. 

(c) placental function - induction based on the individual result 
of placental function tests seems the only logical method. 

(4) How to Induce 

The methods at our disposal are medical induction; pitocin drip; artificial 
rupture of membranes; and. Caesarean section. Frequently they are used in combina
tion. 

Medical induction: castor oil enema and bath followed by units 2-1/2 of 
pitocin at hourly intervals far up to 4 doses, provided contractions do not 
supervene with a preceding dose, is a time-honoured method. Its success rate 
is not high, but it avoids interference. Intramuscular pi tocin is not ideal, 
and may raise the basic level of uterine tonus, with alterations in foetal 
heart rate. Induction may be repeated once after a day's interval, and is good 
eliminative treatment. 
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Surgical induction: this is the commonest method in our cases, being used 
in about 5Q.t;. It rareJ..y fails, although the induction-delivezy interval may be 
prolonged. Six Caesareans were done because labour did not develop satisfactori~ 
in about 150 inductions (4%). 

The disadvantages are sepsis (not seen in our cases), prolapse of cord 
(1 case), and delay. Frequent~, however, the clinical condition improves 
temporarily after arti!icial rupture of the membranes - is this due to a relief 
of uterine tension and lessened ischaemia? We give routine antibiotics after 
48 hours of ruptured membranes. 

Puncture of the fore-waters has been used more often than. the Drew-S~he 
catheter. The latter is reserved for primigravidae with an unfixed head where 
trial of labour is also a consideration. Those with engaged heads, all multi
graVidae, and the breech with extended legs, all respond to low rupture. 

Our impression is that low rupture is more effective, though this may be 
due to the stretching of the cervix and stripping of the membranes in a low rupture 
which is not necessary with the Drew-Smrthe catheter. 

Caesarean section follOWing artificial rupture of the membranes has been 
without inCident, although routine antibiotics are given. 

Pitocin drip: we have not made as much use of this technique to date as 
we should have. If so, we might have had fewer Caesareans for failed onset ot 
labour. We use it as an adjunct to artificial rupture of the membranes after 
24-48 hours delay, depending on the urgency. No attention is paid to the state 
of the cervix. In fact, it is a matter for regret that the term lIunripe cervix" 
was ever introduced into obstetrics. Just how maqy panic~ decisions to perform 
Caesarean section it has been responsible for we shall never know. OUr attitude 
is to forget the cervix and give the uterine powers a chance to see what they 

.can do. Do not condemn them untried because of the feel of the cervix. 

Pitocin drip is particularJ..y effective in cases of intra-uterine deaths, 
probabJ..y so because all other methods are so ineffective. We do not perform 
artificial rupture of the membranes in these cases. 

Constant supervision and preferabJ..y tocographic control are advisable. 

Caesarean section: although our rate is 6% in the series studied, J1Ial\Y 
of these were not primariJ..y for toxaemia. 4% would be a truer figure. 

There are few primary indications for Caesarean section in pre-eclampsia 
or eclampsia. Caesarean section is mainly dictated by a failure of induction, 
a cord accident, foetal or maternal distress etc. There is a small place for 
it in a severe accidental haemorrhage where the foetal heart is still heard. 
Even with a collapsed mother one occaSionally and incredibJ..y hears a foetal 
heart. In the :3 cases recorded, we have had :3 surviving babies - o~ of the few 
bright spots in an otherwise high foetal mortality in accidental haemorrhage. 

The collected New Zealand figures and our own material show little place 
for Caesarean section in eclampsia. Caesarean section has done nothing to 
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reduce either maternal or foetal mortality in eclampsia. Arising from this, there 
is very little place for Caesarean section in severe pre-eclampsia also. In fact, 
Caesarean section may precipitate convulsions, as probab~ happened in one of our 
cases, who should have been sedated instead of attacked surgical~. I am not 
against Caesarean section - I regard it as a very time~ help in trouble - but 
it offers ver,y little to the mother. 

It has a place in the ear~ severe case where one suspects the placental 
reserve is low. Such a case is seen as follOlvs: a primigravida of 37, with 
~pertension and toxaemia, 35 weeks pregnant but the baby not getting larger -
Caesarean section was done, with a live baby (2 lbs, l40zs.) and a placenta 
grossly infarcted and weighing 12 ozs. The extra strain and anoxia imposed by 
labour in this case would surely have caused intra-uterine death. Here the 
indication for the operation is primarily foetal. 

In reviewing our uncorrected perina tal mortali tv of 10%, undoubted~ some 
of these babies could have been saved if our anticipation had been better and 
if we had picked the correct cases to operate upon. This is where a test far 
placental function will help us in the future and the sooner we get it the better. 

Bastlaanse (1956) has compiled a graph to show that the toxaemic baby 
weighs less than its non-toxaemic fellow for any given maturity. \o1Ben the 
unfavourable effects of placental infarction, maternal age in some cases, and 
reduced oxygenation are also weighed in, then Caesarean section for the elderly 
toxaemic primigravida can readily be justified. 

Earlier diagnosis, prompt admission to antenatal beds, and efficient treat
ment will do much to reduce the overall severity of toxaemia. This in itself 
means fewer cases in the early and difficult group, less prematurity, easier 
induction, and less recourse to Caesarean section. 



REFERENCES 

1. Acosta-Sison, H. (1956) Amer. J. Obstet. Gynec., 71, 1279 

Wffi/MCH/12 

Appendix A 
Page 1 

2. Bartter, F .C., Liddme, G.W., Duncan, L.E., Barber, J .K. and Delea,C. 
(1956) J. Clin. Invest., 35,1306 

3. Bastiaanse, M.A. van B. (1956) Triangle, ~, 138 

4. Bastiaanse, M.A. van B. (1949) Gynaecologia, 127, 1 

5. Bland, P.B. and Berstein, M. (1927) Amer. J. Med. ScL, !12., 844 

6. Browne, F.J. (1946) J. Obstet. Gynaec. Brit. Emp., 53, 511 

7. Browne, F.J. (1958) Lancet,!" 115. 

8. Browne, J.C. McC. (1957) Proc. Roy. Soc. Med., 50, 787 

9. Browne, J .C. McC. and Veail, N. (1953) J. Obstet. Gynaec. Brit. Ernp. 
~ :141 

10. Chesley, L.C. am Chesley, E.R. (1940)J. Clin. Invest., 12, 475 

11. Chesley, L.C. and Tepper, I. (1957) Surge Clin. N. Amer., lJ.., 353 

12. Chesley, L.C. ani Uichanco, L. (1958) Amer. J. Obstet. Gynec., 76, 467 

13. Clayton, C.G., Farmer, F.T. and Johnson, T. (1956) Lancet, ~, 539. 

14. Corkill, T.F. (1948) N.Z. Hed. J., 47, 309 
. -

15. Corkill, T.F. (1952) N.Z. Mad. J., ~ 291 

16. Corkill, T.F. (1953) N.Z. Med. J., 52, 198 

17. Corkill, T.F. (1957) J. Obstet. Glnaec. Brit. ErnE', 64, 67 

18. Dawson. J.B. (1953) J. Obstet. Gynaec. Brit. ErnE., 60, 80 

19. de Alvarez, R.R. and Richards, D.F. (1952) Amer. J. Obstet. Gynec. 
63, 1263 

20. Dieckmann, W.J. (1952) The Toxaemias of Pregnancv 2nd ed. 
Mosby (St. Louis) 

21. Dieckmann, W. J., Sinitter, R.C. and Rynkiewicz, L. (1952) Amer. 
J. Obstet. Gynec., 64, 850 



'II[PR/NCH/12 
Appendix A 
Page 2 

22. Eastman, N.J. and Steptoe, P.P., (1945) Can. Med. Jl.ssn. J., 52, 562 

23. Finnerty, F.A., Buchholz, J.H. and Tuekman, J. (1958) J. Amer. Med. 
~., 166, 141 

24. Gardiner, J. and Herdan, G. (1957) J. Obstet. Gynaee. Brit. Emp. 64, 691 

25. Gibson, G.B. (1954) J. Obstet Gynaee. Brit. Ernp., 61, 602 

26. Gibson, G.B. (1956) J. Obstet. Qrnaec. Brit. Ernp., ~ 833 

27. Goldblatt, H. (1948) Arner. J. Med., ~, 100 

28. Gordon, E.S., Chart, J.J., Hagedorn, D. and Shipley, E.G., (1954) 
Obstet. & Gynec., ~, 39 

29. Hall, D.G. (1957) Obstet Gynec., 2, 158 

30. Hamlin, R.H.J. (1952) Lancet, !, 64 

31. Hamlin, R.H.J. (1953) Proe. Roy. Soe. Med., 46, 393 

32.' Harding, V.J. and Van Wyek, H.B. (1932) llrner. J. Obstet. Gynec., ~ 820 

33. Hughes, T.D., (1951) Med. J. Austr., 2, 871 - . 

34. Ke1lar,R. (1955) J. Obstet. Gynaee. Brit. Ernp., 62, 683. 

35. Kistner, R.W. (1954) J. Obstet. Gynaec. Brit. Ernp., 61, 463 

36. Lennon, G. (1957) Pree. Roy. Soc. Med., 50, 793 

37. Lennon, G.C. and Gardiner, J. (1958) J. Obstet. Gynaec. Brit. Ernp. 65, 371 

38. Lennox, W.G., Gibbs, Erna L. and Gibbs, F.A. (1939) J • .'uner. Med. ,l\.ssn. 
113, 1002 

39. Loraine, J.:~. and Matthew, G.D. (1953) J. Obstet. Gynaec. Brit. Ernp., 
W, 64D 

40. MacGi11ivrqy, I. (1958) J. Obstet. Qrnaec. Brit. Ernp., 65, 536 

41. Macintosh, R.R. (1952) J. Obstet. Oynaee. Brit. Ernp., 59, 197 

42. MacKay, R.B. (1957) J. Obstet. Gynaec. Brit. Ernp., 64, 185 

43. MacKay, R.B. (1958) J. Obstet. Gynaec. Brit. Ernp., 65, 791 

.. 



... - .~ .. 

WPR/MCH/12 
Appendix A 
Page 3 

44. Moore, P.T. and MYerscough, P.R. (1957) J. Obstet. Gynaec. Brit. Ernp., 
§0 207 

45. Morris, N. Osborn, S.B. and vlright, H.P. (1955) Lancet, !, 323 

46. Morris, W.I.C. (1954) J. Obstet. Gynaec. Brit. Emp., 61, 239 

47. Poidevin, L.O.S. (1955) J. Obstet. Gynaec. Brit. Emp., 62, 417 

48. Pritchard, J ~'I.. (1955) Surge Gynec. Obstet., 100, 131 

49. Raab,W. (1957) Amer. J. Obstet. Gynec., 74, 1048 

50. Raab, ~v., Humphreys, R.J. and Lepeschkin, E. (1950) J. Clin. Invest., 
29, 1397 

51. Rinsler, M.G. and Rigby, B. (1957) Brit. Med. J., ~, 966 

52. Robinson, M. (1958) Lancet, 1, 178 

53. Rosenbeim, M.L. (1951) Lancet, ~, 505 

54. Russell, C.S., Paine, C.G., Coyle, l'I.G. and Dewhurst, C.J. (1957) 
J. Obstet. Gynaec. Brit. Emp., 64, 649 

55. Scott, J. (1958) J. Obstet. gynaec. Brit. Emp., 65, 689 

56. Shorr, E. (1948) Amer. J. Med., ~, 120 

~; 57. Smith, G. van S. and Smith, O.W. (1948) P~siol. Rev., 28, 1. 

58. Stern, D.M. and Burnett, C.W.F., (1954) J. Obstet. Gynaec. Brit. Emp., 
61, 590 

59. stroganoff, W. and Davidovitch, O. (1937) J. Obstet. Gynaec. Brit. Emp., 
44, 289 

60. Thompson, R.H.S. and Tickner, A. (1949) Biochem. J., 45, 125 

61. Thomson, A.M. and Billewicz, W.Z, (1957) Brit. Med. J., 1, 243 

62. Thorn, G.W., Ross, E.J" Crabb.6, J. and Van1t Hoff, W. (1957) 
Brit. Med. J" ~, 955 

63. Vartan, C.K. (1957) Proc, R. Soc, Med., 50, 795 ...... 



wm/MCH/12 
Appendix A 
Page 4 

64. Walker, J. (1954) J. Obstet. Gynaec. Brit. Ernp., 61, 162 

65. Williams, c. (1957) Brit. Med. J., 3" 1338 

66. Willson, J .R., Williams, J.M. Jr. and Hayashi, T.T. (1957) 
Amer. J. Obstet. Gynec., 73, 30 



- -..-.-'---. 

WORLD HEALTH 
ORGANIZATION • 

ORGANISA nON MONDIALE 
DE LA SANTi 

REGIONAL OFRCE FOR THE WESTERN PAOFIC 
BUREAU REGIONAL DU PAOAQUE OCCIDENTAL 

CONFERENCE ON 
MATERNITY CARE 

Manila, Philippines 
9-20 March 1959 

WPR/HCH/13 
12 !'larch 1959 

ORIGINAL: ENGLISH 

THE PREPARATION OF THE PUBLIC HEALTH NURSE FOR 
HER ROrE IN THE MATERNITY CARE PROGRAMME: 

by 

Miss Esther Lipton1 

~ursing Adviser, WHO Pan-Agerican Sanitary Bureau Zone Office, Mexico 



.. 
WPR/I1CH/13 
Page 1 

A brief review of the developments in maternity care programmes 
with special reference to nursing and midwifery personnel and their 
preparation may be of value in determining what types of educational 
experiences which might be designed to prepare the future public-health 
nurse to function effectively in materniW care activities. 

Increased interest in recent years in the expansion of maternity 
care services ani availability of funds for their extension accelerated 
their development in all countries. As a result, new maternal and child 
health programmes in several areas have been superimposed on those 
existing or entirely new programmes initiated without careful analysis 
as to their value for the specific country. 

The maternal and child health administrator, in a sincere attempt 
to improve services, was, in many countries, successful in obtaining the 
establishment of positions for public health nurses with the expectation 
that maternal and child health services would increase and expand both 
in quantity and quality. 

This recognition that nursing could be expected to make a contri
bution to materniW care services did not take into account that, 
except in very few areas, public health nurses did not exist. 

Nurses, or more accurately, tha t group of women who performed nursing 
tasks, were for the most part war king in hospitals. Since in many areas 
all deliveries were (and still are) taking place in the home with a 
traditional birth attendant or private midwife in attendance, there had 
not yet emerged, except in a very few places, nurses who were prepared 
for maternity care activities. 

In order to appoint a nurse to a staff position, the maternal and 
child health administrator was obliged in many instances to abolish 
long-established positions for trained midwives. The trained midwife 
available at that time had often been in practice for many years and, 
in contrast to the nurse, she came from a more favourable socio-economic 
group in the communiW, had opportunity for a higher level of basic 
education and had been trained for midwifery over a long period (often 
3 to 4 years), usually within the medic al school and a teaching hospital. 

As schools of nursing developed, they gradually attracted young 
women with basic education comparable to that of the midwife. At the 
same time, the recognition and the role that social science plays in 
mediCine, and soc ial concepts of health and disease were gradually 
introduced into the basic nursing curriculum. Health services and 
particularly maternal ani child health services were being reorganized 
and upgraded so that in some areas, these had developed to the stage 
where they could be used in a limited way far field practice in public
heal th nursing. 
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Where births continued to take place at home, governments organized 
domiciliary midwifery services and set up courses for midwives. Attention 
in these services was focused on the delivery since reduction of maternal 
mortali"tlf was the goal. Where hospital was beginning to take precedence 
over home delivery, experience in caring for mothers and infants began 
to be included in the basic nursing course. And as hospital deliveries 
began to outnumber deliveries at home, courses for maternity or obstetric 
nurses or nurse-midwives were especially organized as post-basic or 
post-graduate nursing programmes. 

When it was recognized that additional preparation was necessary 
for the nurse to function as a teacher, supervisor or administrator in 
maternal and child health services, courses at the university level were 
established for public health nurses or public health nurse-midwives to 
prepare these groups for teaching, supervisory or administrative posts, 
in schools of nursing and midwifery and for hospital and maternal and 
child health services. 

ltfuere nursing has developed to the stage where it is recognized as 
an integral and basic part of health services, public-health nurses and 
public health nurse -midwi ves have become members of the health team 
participating in the overall planning not only for maternity but for all 
health services. 

If it is agreed that maternity care programmes must be structured 
to local needs and resources, thousht must be given as to what category 
of nursing or midwifery personnel can best be utilized in an economically 
and technically effective way, and the training of such persons will 
then be planned accordingly. 

In a given country, at a given time, all categories of midwifery 
or nursing personnel - the traditional birth attendant, the auxiliary 
midwife, the nurse-midVlife, the public health nurse or the public health 
nurse-midwife will in some way be utilized in the development of 
maternity care services. 

Ifwe envision the public health nurse to be the basic worker 
at the local level, her functions in the maternity care programme will 
vary in accordance with the existence or absen:e of the groups mentioned 
above, the number and type of other personnel such as the auxiliary or 
assistant nurses, phySicians, hospitals and other communi"tlf facilities 
for maternal and child health. This would also be true if the public 
health nurse is in a supervisory, teaching or administrative or 
consultant post. 

However, at whatever level she does function" it is expected that 
she will come to her job from a school which provides experience in 

-. 
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general nursing as well as in maternity and paediatric nursing. It is 
to be hoped that all activities in the basic program.'lIG will have 
considered not only the curative aspects but also the social and health 
aspects of nursing service. 

The public health nurse will ne ad as well to have an appreciation 
of the principles of public health, its scope and responsibilities and 
its limitations. She will need to understand human bEohaviour and moti
vation, and have developed considerable skill in teaching. She will 
need to be prepared to interpret public health nursing functions to those 
with whom she is associated in both professional as well as lay groups. 

Since schools of nursing cannot provide all these experiences, 
post-basic or post-graduate courses will need to be planned and field 
practice in these areas under supervision provided. Where attendance at 
delivery is primarily the responsibility of a midwife, then the public 
health nurse will need also to have had midwifery training and experience. 
Her preparation will also need to be planned to include epidemiology, 
vital statistics and community health organization. 

The theoretical content and the practical experience which should 
be included in whatever training prograrrme is devised should be based 
then not only on the functions she l'1ill be expected to carry out, but 
also on available teaching and practice resources. 

Finally, it must be remembered that the public health nurse does 
not work in a vacuum. If the most effective use is to Qake use of her 
training and experience, the team with which she works, administrators, 
engineers, health educators and others, will also need be aware of 
public heal th. 

Supporting consultative and advisory services will need to be 
planned for so that all public health workers in whatever country at a 
given time, considering local needs and resources, will function as a 
team to better serve the communi~. 
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2. THE TEACflliR'S PART IN HEALTH EDUCATION 

Today school administrators and teachers are confronted with a most diffi
cult task. The adequate teaching of basic subjects (reading, writing and arith
metic) remains a vital necessity. Knowledge of other subjects is expanding 
rapidly, and in consequence a greater demand is made by them upon school time. 
Cultural changes, closer relationships among the peoples of the world, the rapid 
development of the sciences, and other conditions are constantly increasing the 
bod,y of knowledge which society would like to impart to its children and youth • 
There are limits to the work load which can be carried by pupils and teachers. 
Effective health education seeks to help them carry this load, not to add to it. 

Appropriate knowledge in the health field is vital to the individual, but 
it is knowledge with Which the basic subjects may be readily associated and Which, 
in part at least, may be readily corrf1lated with learlli.lg experieooes in the 
social sciences, natural science and other subjects. 

The development of the bod¥ and the personality of the pupil cannot be 
disregarded in education. The place of health eduoation in the curriculWll should 
be determined by its value to the individual and to society. In the primary 
school, teachers are especially coooerned with the growth ~ health attitudes 
and practioes among children and less so with imparting health knowledge. At all 
grade levels the prograDlllle has become so heavy that healthful llving and health 
maintenaooe are vital considerations. These cannot be achieved without encourag
ing intelligent health behaviour on the part of individuals. 

Health needs and interests of children and youth 

Health education in schools should be based on the health needs and interests 
of children and youth, which are to be met by the home, the eonrnunity aad the 
sohool working co-operatively. These may be divided into two oategories: 
(a) physioal needs, and (b) mental and emotional needs. 

Physical needs include adequate nutrition, a healthful environment, rest 
and sleep, suitable p~sical activi~, protection from disease, appropriate 
medioal and dental care. A healthful. regimen involves a proper sequence of 
activities, balance between aotivities and rest, and a SUitable dai~ schedule. 

In order to meet his mental and emotional needs the child or youth should 
feel that he is wanted, understood, accepted and respected as a person a%ld as 
a member of his £amil,y, school and eol1lll1Wl1ty. He should have the assurance that 
the challenges he is expected to meet are realistic and consistent with his 
capacity, 

/ ... 



Teacher attitudes towards health and health eduoation 

The health education p1'()vided for the children and youth by the school will. 
Qe08ssariJ.y depend upon (a) the preseot poliCies of the oountry, (b) the att.i.tude 
of the teacher towards and his interest in the health of his pupils, aOO (c) the 
sld.ll of the teacher in utilizing opportWlities for education in health. The 
nature of his attitude will depend upon the attitudes of his f~ &ad immediate 
associates, his own health status and practices over the years, aOO his experiences 
throughout his school life, including teacher preparation. 

Teaoher opportunities for health eduoation 

Teachers, 111 varying degrees, have always been COQCeroed about the health 
and well-being of their pupils. While the first duty of the teaoher is to pl'OVide 
sOWld and interesting 1nstruotion, he also concerDS h.1maelf with the health of h1a 
pupils, and with the hygiene, order atld attractiveness of the school eadroDIIIBnt. 

The teacher knows that good health (pb,ysloal, men.tal and social well-being) 
contributes to happy l1v1Dg and effective learning. He knows that the basic 
health habits and attitudes are formed during the period of ohildhood and youth. 
Such oonditions as poor vision and hearing, fatigue, illness and JIIllnutrit10Q 
iAterfere with leuDing, lower the general vitali t,y of students, aQd l1II&Y cause 
absenteeism fro. sohool. 

The teacher in b1s dail,y cootacts with hie pupils baa opportWlit.i.es to 
not.i.ce early changes in their health and vivac1t,y. 

Many orgaD1zatlons outside the school seek the co-operation of teachers 1n 
carrying out certain phases of their progralllllle8. Even though such requests reveal 
a groWing appreoiation of the teacher's role in health education., the teacher 
8hould not be expected to discharge duties beyoQd his t1me l1m1tstioDS. Never
theless, when time permits, voluntary- teacher co-operation ill comnmn't,y health 
activities can help to bridge the gap Which may exist between wbat i8 taught 1n 
the sohool and the conditions which face the children and youth at home aQd in 
the coJmmnit,y. Effective school-home-coJllll1W1iv co-operatlon. will help to preveat 
the problems created. by conflicting attitudes an.d practioes. The teacher 1s 
most l.1.keJ.y to partic1pate 1n those voluntaq connun1ty activities which are 
related to the health aM work of his pupils. 

Examples will serve to illustrate this poiQt: 

(a) Ma'W instances are known in which the teacher in a remote village 
without health services or medical leadership bas aroused the cOllllll1ll1ty's 1aterest, 
aQd there bave resulted such improvemellts iQ school health as the iotroduotion 
of a school meal, or a safe suppJ..y of drinking water, or bathing facilitieS, or 
aaldtary tOilets, or better lighting. Such a teacher oan provide 1n.valuable 
leadership iQ sanitation, nutrition, reoreation. and other such fields. 

I ... 
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(b) In a crowded urban area a t.eacher, through his work with Children 
in physical education, was able to bring about a change in the attitude of 
parents regarding the cleanliness of clothing worn by the boys and girls. 
This led to greater parental interest in the general health of their children. 

The teacher's opportunities for health education are determined by many 
factors, some of which lie within the teacher's own control aoo some of which 
lie outside. Much depends upon the philosophy and policies of the school 
administration and upon the availability and quality of public health services 
in the region. 

Teachers are most likely to make good use of opportunities for health 
education when (a) they teach in a school environment which itself is healthful 
and conducive to good health practices; (b) they relate health teaching to the 
needs and illterests of the childreo and to the lUe of the cOl1lMUllity; and (c) 
they utilize the help of available health resources. 

Where sohool health education takes place 

School health learning experiences for the school-age child or youth occur 
through healthful living, through contact with health services, alld through 
integrated alld direct teaching in health. 

Responsible planning for healthful living in the school is primarily in 
the hands of the school administration. But the teacher is concerned with the 
implementation of these plans, involving school sanitation, work programmes, 
recreation, and many other matters. He is also concerned with the use of 
desirable school situations as health-learning experiences for his pupils. 

School health services provide varied opportunities for education in 
health. Health services are carried out by health persolUl8l, but the teacher 
has an important role. The Committee agrees with the following views expressed 
in the report of the Expert Committee 00 School Health Services: 

"The role ••• for the teacher is obviously important aod fundamental in 
any health service. In areas with extremely limited health facilities, the 
teacher may be one of the few persons io the community, besides the parents, 
interested in the child's health. while a programme which depe!¥is on the teacher 
to carry the whole burden cannot be as productive as one with a nurse and 
phySician, there is obviousl,y much that can be done. Conversely, in a highly 
developed service the role of the teacher, while no longer unique, is still as 
important to the child's welfare as ever, and there 1s no substitute for the 
knowledge gained from the teacher's continued classroom observation."l 

Direct and integrated health teachiog is most effective in the hands of 
the teacher. However, he ~ find it advantageous to seek the help of others. 
Among the persons who can make valuable contributions to the health education 

lwld Hlth arg. techno Rep. ~er., 1951, 30, 20 
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of his pupils are p~sicians, dentists, nurses, sanitarians, health education 
specialists, and other health workers: speciaUst teachers of such subjects 
as biology, the sooial sCiences, home economics, agriculture, and p~sical 
education; and community reoreation workers. 

The teacher who is trained in the practical aspects of nutrition can 
encourage pupils to develop good food habits and to understand the relationship 
of food to growth and health. Nutrition education can be made especially 
practical when it is related to such activities as the school feeding programme, 
school gardening, poultry and small animal raising, and school and community 
flsh poQds. Such practical education can arouse community interest at¥! help to 
influence agricultural practices and food production, and encourage a greater 
variaty in fami.1y diets. 

Classes in home economios can also provide practical experience in health 
education. Pupils oan learn about the preparation of meals, the wiae purchase 
of foods, child care and feeding, home improvement and home sanitation, and 
familY relationships. 

Accident prevention should also be emphasized in health education because 
of the great number of serious accidents sustained by children. Teachers should 
reooga1se that prevention is a consciously planned aotivitq'. The aial of safety 
eduoatioJl. is to help pupils to understaQd what accidents mean, how they oan be 
prevented, aDd to discr1JD1nate between adventure and mere foolbardiDess. Speciel 
consideration needs to be given, in accordance with looal needs, to home and 
tntt1c accidents and, 1n workshops, to industrial accidents. The best wq to 
deal with an aooident 1s to prevent it from happening. 

* * * * * 

• 
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3. WHAT CAN BE DONE Fill THE HEALTH OF' THE SCHOOLCHIID 

3.2 Promotion of health in the schoolchild 

3.2.9 Conduct of health education. One important reason for supporting a 
school health programme lies in the opportunities to help children, during their 
formative years, to gain an understanding of what health means and how it is 
achieved and maintained. That education for health is an integral part of all 
schooll1fe has been pOinted out repeatedly. Not on~ the teacher but also the 
ph¥sician, nurse, and other school staff members are contributing to the way 
.each child looks at his own health and what he will do about it. Their influence 
may be fa~reaching. Because of this, professional health workers as well as 
teachers need constantJ.y to review their approaches to children since what .y 
appear as a cursory contact or routine procedure to the adult nay leave a lasting 
impression, positive or negative, on the mind and emotions of the child. It 
cannot be emphasized too often that school health workers must consider every 
contact they have with pupils as a situation in which learning is taking place. 

Health teaching needs to be linked with the everyday liVi, needs and 
experiences of children, related to their changing interests and to he social, 
cuI tural, and economic environment in which they are living and growing. The 
emphasis should be on the simple and practical throughout both incidental and 
planned health instruction. Attention may be given to personal, home, school, 
and village cleanliness; the most effective use of available foodstuffs; develop
ment of school and home gardens; provision of drinking and hand-washing facilities; 
erection of suitable latrines; drainage of mosquito-breeding places; rodent and 
insect control; effect of ph¥sical disease and defect on the boqy and On abili~ 
to learn; mothercraft and child care. 

Development of selected visual aids and teaching materials of a very 
practical nature is to be encouraged and should be related to indigenous problems, 
resources, and culture. In developing school and village projects, active parti
cipation of students, parents, and community leaders should be encouraged b,y the 
teacher. These activities may lead to the development of school and village health 
cOlII/IIUnities, guilds, and councils in which adults and students alike take a real 
part in planning and organizing various practical health projects. 

In the more-developed areas the opportunities for providing learning 
experiences in health are enriched. through the greater availability of well
balanced school health services, qualified ph¥sicians, nurses, other health 
specialists, and teaching personnel. Yet the availability of these resources in 
a~ given area does not in and of itself ensure provision of adequate health 
education. Joint planning of every phase of the health programme for children 
is necessary in order to exploit all educational opportunities. Moreover, as 
stated before, ph¥sician and nurse must appreciate the function of their contacts 
with individual children as educational experiences and understand how to make 
the most of them. 

/ ... 
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P~sician and nurse can also be used to great advantage in the curri
culum of formal health instruction - through providing teachers with educational 
information based, where appropriate, on actual findings among children in the 
sohool (Without, of course, identifying a~ child), and through participation 
in classroom disoussions, where such participation is an integral part of the 
subject matter or project with which the students are engaged. 

Health teaohing will also reach the pupil through his courses in such 
subjeots as biologioal sOienoe, domestic sOienoe, p~sical eduoation, chemlstr,y, 
p~sios, and even the humanities. In addition, formal courses in health instruo
tion, though all too often dry reoitals of faots, can be dynami~ and meaningful. 
A great deal obviously depends on the person in oharge of the course. In some 
oountries health teaohing is the direct responsibility of the pb.ysioian aod nurse. 
Those ohargod with this duty should have special preparation in teaching teohni
ques. If the teaoher must be trained as a health worker, conversely pb,ysioian, 
nurse, and sanitary engineer JlII1St be trained as educators. In fundamental educa
tion training oentres, pb¥sicians and other health workers ~hould go through 
coursos of training along with teachers, agrioultural speCialists, and other 
social workers in the educational approach to the probloms of improving health 
conditions. They need experienoe, too, in using educational media (film strips, 
films, radio programmes, textbooks). Health workers must go still further, 
however, and seek to help teachers by providing technicall,y sound material on 
health matters to writers of the textbooks and producers of the f1lJns which 
teachers use. 

In other countries pedagogical speCialists have been trained in 
essentials ot health aod ~giene and have also had speCial experience in methods 
of transmitting these facts to both children and adults. They are employed as 
"health educators". Their work ma.v inolude classroom teaching, but the greater 
part of their time is devoted to developing health curricula for various grade 
levels, and inservioe oourses and inctitutos of health for teachers; oo-ordinating 
the health servioes and health instruction in the sohool; and in helping school 
health councils to functioJ;J. effectively. Man,y cOllJllW1ities make extensive use of 
health educators in publio and private health agencies. 

In all areas health education of schoolchildren should be a part of a 
programme of general community health education so that parents may learn along 
with their children. 

* * * * * 

Place of the teaoher in health appraisal 

••••••••• 

The role of the teaoher is obviously important and fundamental in an,r 
health servico. In areas with extremely limited health facilities, the teacher 
may be one of the few persons in the community, besides the parents, interested 
in the child's health. While a prograJMle Which depends on the teacher to carry 
the whole burden cannot be as produotive as one with a nurse aDd pqysician, there 
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is obviously much that can be done. Conversely, in a highly developed service 
the role of the teacher, while no longer unique, is still as important to the 
child' 5 welfare as ever, and there 1s no substitute for the knowledge gained 
from the teacher's cont~nued classroom observation. Reports of deviations noted 
through such observation and the record of the s~reening tests performed by the 
teaoher form an essential part of tha health history. They provide information 
to p~sician and nurse which is often essential in understanding the ~hild's 
problem, and which would not be available to the medioal staff from any other 
source. It appears that teachers can perform prelimioary tests and screening 
most advantageousl,y, permitting tho nurse to use her timo in following up through 
home visits and conferences with children and parents. 

* * * * * 
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2. SAlUTATION IN RlJB.AL A.R.EAS AND SIii.LL COlvrt-ruNITIES 

2.1 Relationship of sanitatiou to health 

2.1.1 It is well established that there is a relationship between the provi-
sion of adequate envirorunental sanitation and the state of health of the population. 
It is shown by the example of the reduced incideuce of those diseases which are 
conunonl,y acquired or transmitted from excreta, or conveyed to man by contaminated 
water-supplies, or transmitted by living vectors of disease. 

Further evidence of this direct relationship ~ be seen in the death
rates -- particularly those of children -- published in the United Nations Demo
graphiC yearbook. Examination of the 1952 editionl shows that the death-rate of 
the age~group 1-4 years in inadequately sanitated countries may be from 30 to 40 
times as high as that in well-sanitated countries. 

2.1.2 There are other important relationships, albeit of a more indirect 
character, which the Expert Committee on Environmental Sanitation feels merit 
consideration : 

(a) The general improvement of nygienic conditions promotes a state of 
well-being in the population which is conducive to its social development. 

(b) The resulting improvement in health and the consequent rise in llving 
conditions influences for good the attitude of the people towards other improve
ments in their pattern of life. 

(c) The provision of organized sanitary facilities, such as a water-suppl,y, 
leads to a considerable saving of time and labour, which should become available 
for productive work in the rural econo~. 

(d) There is considerable evidence that the diminished incidence of excre
mental and water-borne diseases which resulted from improvements in envirOnmental 
sanitation is accompanied by a marked decrease in morbidity from other diseases 
the etiology of which is not directly related to either excreta or contaminated 
water-supplies. 

lunited Nations, Department of Economic Affairs (1952) Demographic yearbook 
1952, New York 
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3. NEiIDS AND OBJJl:CTlVES 

).2 General objectives 

••••• 

3.2.1 The basic sanitary need of a community is the elimination of the gross 
causes of communicable disease, which are usual~ an insanitary water-supp~, 
contamination from human excreta, and insect vectors of disease. The provision 
of facilities to take care of these basic needs does not however offer a complete 
answer to the problem. There must, in addition, be a concomitant understanding 
of the .importance of health and an effort to practise its elementary rules. In 
some areas, conditions such as gross overcrowding prevent improvement in health 
standards, and in others inadequate levels of nutrition do so. To serve Ws 
ultimate plU'pose sanitation must be part (albeit one of the essential parts) of 
a general plan of cOJlUl1Wl1ty improvement which has, as its objective, the provi
sion of an .improved standard of well-being and living conditions. 

).2.2 As health standards are raised, the comfort, attention to coavenience, 
and efi'iciency of the population become increaslng~ iJIlportant, and will require 
flU'ther improvements in water-supply, more-effective excreta d1s~al, and a 
consideration of such factors as refuse disposal, hOUSing, and food and milk 
control. 

• •••• 

4. TECHNICAL AND ADNINISTRATIVE ASPECTS OF IiiPROVEll1:NT 

4.1 Health education of the public 

4.1.1 Health education, adjusted to local conditions, is of the utmost 
importance in improving the health practices of a people, and the application 
of its techniques is especial~ important in the less developed areas of the 
world. It should be one of the earliest approaches, and should be closely 
iategrated with action programmes Which will prOVide visusl demonstration for 
health education and which will in tlU'n be stimulated by it. 

4.1.2 The committee emphasizes the value of teaching through demonstration 
and actual participation, since people learn more rapi~ by dOing than by 
listening to theoretical instruction. Wherever possible, use should therefore 
be made of local resolU'ces, the mobilization of which should be one of the main 
objectives of a health education programme, involvi~ the local population to 
the greatest possible extent in the sanitation programme. 

/ ... 

• 

-



.. 

• 

I'lPR/MJH/lb 
Page 11/12 

customs, habits, religion, and sociolo~ical factors have a marked 
influence and must therefore all be carefully we5ghed both in .the programme of 
health education and in the development of the sanitation programme itself. 
For these reasons, educational work should be done by persons who are thoroughl,y 
familiar with the sociology, habits, and customs of the people • 

• • • • • 

4.1.4 To be effective a health education programme must reach all segments 
of the population from the highest to the lowest in the land. In particlIllar, it 
is essential that leaders of the people, including teachers, veterinarians, 
agriculturists, religious leaders, and members of voluntary organizations, should 
both be given the fullest information and be fully utilized for its further 
dissemination. 

It is also important that every effort should be made so that Children 
during their school life should have inculcated into them the proper appreciation 
of sanitary standards both by teaching in the classrooms and by the day-to-da,r 
famB ;Lad.ty with good sanitary practice and habits through the provision of the 
best possible installation for their use. 

* * * * * 
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JOINT FAO/l'IHO EXPERT COMMITTEE 
ON NUTRITION 

IUd Hlth Clrg. techno ii-ep. 
Ser., 1958, 149, 14 

8. S UPPLEi·El'JTARY FEEDING 

31. A significant trend is the increasing recognition and application of 
the principle that school feeding can form a focus for the education in nutrition 
not onl,v of the child but also of parents and the community as a whole. It can 
also help to convince government authorities of the need to support measures to 
improve nutrition. The association of school gardens 1"lith supplementary feed
ing can promote effective practical teaching. School gardens have been encouraged 
in some countries in which UNICEF school feeding programmes are operating with 
technical advice from FAO • 

..... 
34. If children are to be taught some elementary facts about nutrition in 
schools, teachers must learn something about CJUtrition during their training. 
The Joint Committee welcomed the steps FAO has taken to explore this question 
with UNESCO as well as that of making suitable proviSion in the school curriculum 
for CJUtrition teaching. 

35. With respect to school feeding in general, in many countries financial 
stringency prevents the large-scale development of government-supported programmes. 
Community interest in and support for school feeding are therefore needed, so that 
programmes can be conducted on a local b£.sis without substantial help from the 
government. The community-development programmes on which some countries are now 
embarking offer possibilities for developing school feeding programmes along such 
lines in rural areas where malnutrition among children is often prevalent. 

20. EDUCA TION AND TRAIlilIOO IN NUTRITIOO 

Future trends and develOpments 

••••• 

137. Education in nutrition can reach the people through various channels 
of which the following are probabl,y the most important: 

(a) schools; 

(b) maternal and child health and public health centres; 

(c) community-development and related programmes; 

(d) agricultural and home-economics extension services. 
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.138. The most effective channels will vary from country to country. It 
should be emphasized that any method of approach costs money • 

• • • • • 

Education and training in nutrition in schools 

140. Education and training in nutrition in schools are now becoming more 

~. -. 

practical. They are often associated with health education, school feeding 
programmes and other activities referred to in the preceding paragraph. The 
introduction of practical home economics into school curricula provides an 
opportunity for teaching nutrition, especially to girls. Through these approaches, 
the skills and habits needed to improve the diet of children and the cOlllllUn1ty can 
be promoted. The collaboration of UNESCO in revising curricula in teacher train
iag colleges and schools, so that these include nutrition, will contribute sub
stantially to these developments • 

••••• 

People to be taught 

153. Methods aod materials for education in nutrition must be highlT 
variable and be constantly adjusted to increase their efficiency. Teaehillg bas 
to be adapted to different age levels and also to the variations in dietary 
habits, cultural patterns and economic resources which are found even within 
the borders of a Single country. Moreover, cha~es are to be expected in a 
oommunity which is being influenced by an effeetive educational prograDlll8. 
Continued investigation and study of these variables arid the adjustments of the 
educational approach accordingly are needed to assure harmony between teaohing 
and the needs of the people to be taught. 

* * * * * 
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W1d H1th O~g. teohn. Rep. 
Ser., U3T.; ? __ ~, "19 

Public-health practices vary widely in the e~ent of -:'he1r responsl.blli
ties for the health of schoolchildren. All too often the:i.r respo:lsibility is 
confined to periodic physical examination; even t.hese exac.'!.nations provide oppor
tunities for the practice of mental hygiene principleu. If sufficient time is 
allowed for the examination, its value can be extended in various ways. To make 
the best of these opportunities the school medical officer mast make an effective 
contact with the teacher and the parents to discuss problems which concern the 
ohildren's mental health. The examination itself should be conducted with due 
eonsideration for the sensitivity of the child. This applies not only to examina
tioD,8 of new entrants to school, but especiall,y also to children who are under
goiog the psychological effects of puberty. The school nurse with her more 
frequent visits to the school has even better opportunities for aiding teachers 
and parents in the unravelling of the psychological problems of Childhood. Both 
the doctor and the nurse, however, must realize their need for specialist 
assistallCe with certain cases. The public-health services can take the lead in 
drawing attention to the need for child-guidance clinics. When such clinics are 
established, school health workers need, in the interests of the child, to 
develop as close a relationship l-lith them as they should develop with the teacher. 

Even more important, however, than the school medical examination is the 
opportunity offered to the public-health worker to collaborate with the teacher 
in creating a school milieu which is favourable to the present and future mental 
health of the child • 

• • • • • 

7.3 The learning process 

The potential limit of an individual's learning capacity is an innate 
inherited characteristic which varies widely, even among children within the same 
family. The extent to which this potential is reached, however, is much influenced 
by the child's nature, which of course has derived much from his upbringing. Too 
often it is assumed that failure to learn is caused by laziness, stubbornness, 
perversity, or negativeness on the one hand, or stupidity on the other. Far too 
infrequent~ is an objective stuqy made to determine the psychological, pqysical, 
and emotional causes for the failure to learn. And in many instances, since 
health services have been tarqy in recognizing this as a matter in which they can 
provide much technical assistance for the teacher, it has been left to educational 
authorities to take the initiative in establishir~ specialist child-guidance 
clinics. 

/ .' .. 
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Certain factors towards which the health worker should be alert include 
the follOWing: 

(1) Motivation. The average child understands that he is cOming to 
school to do things and to learn things. His active participation in school 
,Iork can be expected, but his reasons for participating may vary widely. ,Us 
motives may be either healt.b.y or wmealt.b.y. Among the latter one might include 
the impulse to learning derived from an abnormally anxious desire to please the 
parent or the teacher. Such a child is dependent upon aptlroval to an unhealt.b.y 
extent. The motivation may also be derived from fear - a motive that is often 
stimulated by compet~tive situations with other pupils or by the record of a 
previous sibling. Ideally, the motivation, which must be stimulated by the 
combined efforts of parents and teacher, should be the gainiog of persoO$l satis
faction in achievement and growth, as well as the approval of elders. 

(2) The aim of education. To many the aim of education is simply to 
supply information, vocational skills, and during the process of increase the 
child1s capacity to think, reason, and make jUdgements. To other educators the 
aim of education is not merely the preparation to make a living, but, more 
important, to make a life which, it should be remembered, is very much in the 
present as well as in the future. This implies an educational lIethod which 
fosters the capacity to make happy and satisfying sceial relationships, aai the 
acquisition of the social skills llecessary to make a home and to become a contri
butiag member of the community. The mental .b.ygienlst unbesltat1ngly supports 
the second point of view which makes a valuable contribution to the mentally 
bealtb¥ development of the child • 

• •• • • 

7.7 Adolescence 

Major psychological developments inevitably take place between the ages 
of 11 and lS years, many of which can produce serious emotional problems. If 
they are sufficientl.r aware of the nature of the potential probl~, the teacher, 
the health worker, and the parent can, in co-operation, be of great help in ..--, 
assisting the child to face the stresses of this period, of which some are listed / 
below: 

(1) Emancipation from childhood and, in varying degrees, from the home, 
characterized by increasing independence, negativism,toward parents, doubting, 
controverting, minor or even major rebellion, and defiance. 

(2) Changiog of emotional interest from members of the same sex to those 
of the opposite sex. 

(3) The p.b.ysiological maturation of puberty, often made difficult by 
ignorance, fears and. a sense of insecurity. 

/ ... 



(4) Awakened sexual interests and activity. 

vIPR/I£H/ 16 
Page 17 

(5) Inclusion, on leaving school, into the productive activity of the 
fami~ and society. Too abrupt n transition from social and economic passivity 
or dependence to a responsible and participant social role places on the adoles
cent a severe strain. 

* * '* * '* 
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SUPERSTITIOUS BELIEFS IN THE PHILIPPINES 
ON PREGNANCyl 

1. Avoid sleeping at night with open windows. 

2. Avoid eating fresh fruits early in the morning for it will cause 
stomach ache and thus induce abortion. 

3. After delivery and sometimes during pregnancy, avoid eating lltalongll 
(eggplant) for it will cause IIalpersiall or convulsion to the child, 
and also it will cause the parturient to acquire beri-beri. 

4. 

5. 

6. 

7. 

8. 

A nursing mother should not eat food with ginger in it for it will 
stop her milk. 

Citrus fruits are not given to lactating mothers far this will stop 
lactation. 

Avoid eating small round frUits, it causes abscesses to the child. 

Use binder or "tali" around the waistline because the foetus might 
become very big and thus crowd the mother's heart. 

Nobody is allowed to stay in the doorstep, when someone in the house 
is in labour. This will mean prolonged labour pains. 

9. A pregnant woman should not sit on the stairs or doorstep for she will 
have a difficult time delivering. . 

]D. House repairs done by the husband of a pregnant woman is prohibited 
because this will enhance abnormal delivery. 

11. Mothlrs during 'pregnancy are not allowed to wear necklaces or scarves 
around the neck for these will induce coiling of the cord around 
the foetus' neck. 

12. When the baby is separated immediately from the mother, the placenta 
will not COOl6 out. (This we do not discourage - "hilots" do not tie 
the cord until after the placenta is delivered. F.F.) 

13. When round things are placed on the bed of the mother just after deli
very1 the baby will have skin disease. 

14. Leaning to the husband of a conceiving mother in waking up will lessen 
her morning sickness. 

lObtained from the Bureau of Hospital supervisors. 

1/ 
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15. Bathing at night and walking at night lvithout covering the head of a 
pregnant mother will cause the baby to have a cold when it comes out. 

16. During labour, an egg must be mashed on the stomach, the dresser and 
doors must be open so as to have an easy delivery. 

17. After delivery, the mother must not sleep because she will become blind. 
(The Spanish speaking "parteras II in New Nexico believed that the mother 
might die if she slept immediately after delivery. Probably a mother 
had been left to sleep and had suffered a fatal haemorrhage because 

18. 

the "partera" did not pay an,y attention to the condition of the uilerus. 
We always discussed th:Ls possibility and the "parteras" agreed that it 
could have been the reason tha t the mother died - F.F.) 

That when the person lies down md the head is towards the west, death 
may come soon. 

19. If the mother is in labour and someone .lith menstruation happened to 
step on the mat, the mother will have a difficult labour. 

20. When a woman in labour lies down on the floor crosswise, in the absence 
of a bed, her baby will not come out. 

21. Cutting the cord as high as the head of the baby to have a longer life 
and also to be wise. The cord is burned with oilcloth until it becomes 
short about 3 inches - motive is to avoid prolapse (baynot). 
Dimples are secured by poking the long cord in each cheek. 
Baby will walk soon if the cord :Ls measured to the knee. 
(We emphasize that proper food will help build good bones for walking. F.F.) 

22. When the woman tas a prolonged labour, the husband is asked to crawl down 
the staircase with head first to hasten the coming out of the foetus 
(still corrrnon). He may also be asked to turn the fence posts around to ..,.. 
hasten delivery. ' 
It is much better to have him walking downstairs than pushing on the 
mother's abdomen. It also gives the mother some emotional comfort to 
think the husband is helping her - may help her relax. 
The father is supposed to do the linens (washing after delivery - F.F.) 

The godparents are very imp or t <>n t in the child's life. If the baby dies, 
the godmother or godfather will provide the coffin and the band for the 
funeral procession. The godparents can be persuaded now to take an 
interest in the baby's health and to be responsible for seeing that the 
mother brings the baby to the health centre for care. 

The dressing of the cord with ashes, burning it with a piece of flaming 
cloth and cutting it with a piece of bamboo or buri is s till done. 
A razor blade is sometimes used. § 
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This is the first of a series of bulletins which will be issued within 
the next few weeks to inform participants of arrangements for the Conference. 
The technical papers are being issued as separate documents with serial reference 
number WPR/l1CH/l, etc. 

~ The letter of acceptance which has been sent to each participant outlines 
~~, the Organization's responsibilities regarding your attendance. Please study 

this carefully. 

.-. 

1. Place of meeting 

The Conference will be held in the new buildings of the WHO Regional Office, 
situated at the corner of Isaac peral Street and Taft Avenue, Manila. 

2. Duration 

The duration of the Conference is from 9-20 March inclusive. 

J. Travel 

Our travel agents have been requested to arrange participants' travel in 
accordance with the tentative itineraries indicated in Annex I. 

The authorized itinera~ is via the shortest and most direct route from 
the participant's home country to Manila and return. In case of any deviation 
from the authorized route, the additional costs thus incurred will have to be 
borne by the traveller. 

Please note that partiCipants should arrive in Manila not later than 
8 March 1959. It is therefore requested that you procure all the necessary 
travel documents, i.e. passport, visas, health certificate, etc. in good time, 
to ensure that your arrival at the meeting is not de~ed. The airline issuing 
your air tickets will be asked to assist you in obtaining these documents. 
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Participants are responsible for the cost of passports, visas, porterage 
and gratuities and for the cost of aqr excess baggage over the 20 kilos carried 
free (tourist service) by the airline. 

Arrangements will be made to meet you at the airport in Manila. It is 
therefore requested that this Office be notified if there is aqr change in the 
expected date or time of your arrival in Manila from that shown in the attached 
itinerary. 

4. Allowances 

These will be paid to participants after their arrival in Manila as 
follows : 

(1) For the period of authorized travel (equivalent to US$l6 per day) at 
the option of the participant, either in the currency of his place of reSidence, 
or in Philippine pesos. 

(2) For the period of attendance at the Conference in Manila (equivalent 
to US~l6 per day) in Philippine pesos. The financial rules of the Organization 
do not permit it to take back and change aqr UIlspent Philippine currency, or to 
make advances to participants (additional to the entitlements mentioned) against 
repayment at a later date. 

In accordance with WHO regulations, the participants who live in the place 
where the meeting is held will be entitled to one-half of the per diem allowance 
of other partiCipants for the duration of their attendance at the meeting. 

5. Hotel accommodation 

Reservations will be made for all participants (except those resident in 
Manila) at the Bay View Hotel, which is not far from the new WHO buildings. 
'!be accol.llllodation provided includes single air-conditioned bedrooms and a lounge 
reserved exclusively for the use of conference partiCipants. If you prefer to 
share a room or to have a room without air-conditioning, please notify this 
Office as soon as possible. 

6. Postal address 

While in Manila, correspondence to participants may be addressed 
as follows : 

Conference on Maternity Care 
c/o Regional Office for the Western Pacific 
World Health Organization 
P.O. Box 2932 
Manila, Philippines 

The cable address is : UNISANTE MANIlA 

.. . 
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7. Participants 
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The names and addresses of nominated participants (as of 13 January 1959) 
are listed in Annex I, together with their tentative itineraries. The names of 

-WHO field staff who are expected to attend will be issued in a later bulletin. 

8. Start 

Five consultants have been invited by WHO to assist the technical staff 
of the Regional Office before and during the Conference. The first staff 
planning meeting, which the consultants are expected to attend, will take place 
from 26-30 January 1959. Following this, it is hoped that some of the consultants 
will visit a number of countries and territories in the Region to obtain addi
tional first-hand information on maternity care problems and programmes and, 
if pOSSible, to meet with participants who will be coming to the Conference. 
The second staff planning meeting will take place from 2-6 March, the week before 
the Conference itself starts. 

9. Questionnaire 

It would be much appreciated if the questionnaire sent to each participant 
recentl,y could be completed and returned here not later than 23 February as this 
information is needed before the second staff planning meeting. 
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AUSTRALIA 

REGIONAL CONFERENCE ON MA.TERNITY CARE 
MA.NIIA, PHILIPPIN&S 

9-20 Ml\.RCH 1959 

LIST OF PARTICIPANTS AND 
THEm PROPOOED rI'INERARIES 

1. Dr. Hugh Cl.ement Murphy 
Director, Maternal and Child Weli'are 
Maternal and Child Welfare Service 
184 St. Paull s Terrace 

--. Brisbane 

Lv Brisbane 1200 Fri., 6 March TN 407 
Ar Sydney 1405 " " II 

Lv Sydney 1530 Fri., 6 M:lrch EM 240 
Ar ManilB. 0112 Sat.~ 1 

II 

Lv Manila 2130 Sat., 21 March EM 241 
Ar Sydney 1800 Sun., 22 " 

Lv Sydney 2010 Sun., 22 March TN 408 
Ar Brisbane 2210 " " II 

2. Dt'. Winifred Barbara Meredith 
Director, Maternal, Infant and Pre-school Welfare 
Ml.ternal and Child Hygiene Branch 
Department of Health 

~ 538 Swanston Street 
.... :'...:. Melbourne, B.3 

Lv Melbourne 1245 Fri., 6 Mu"ch TN 404 
Ar Sydney 1435 II " II 

Lv Sydney 1530 Fri., 6 March EM 240 
Ar lv:Bnila 0115 Sat.~ 1 " 
Lv ManilB. 2130 Sat., 21 Mu"ch EM 241 
Ar Sydney 1800 Sun., 22 II 

Lv Sydney 2000 Sun., 22 March TN 453 
Ar Melbourne 2205 " II II 

Annex I 
pagel 

Air tickets 
available at 

- Qantas Empire 
Airways, Brisbane 

- Qantas Empire 
Airways, 
Melbourne 
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CHINA 

1. Dr. Jui-Yun Peng 
Na.tional Leader, MCH Project 
P.O. Box 112 
To.ichung, Taiw.n 

2. Miss Tsa.i-Yun Huang 
Mtdwif'e, MCH Project 
P.O. Box l!2 
Taichung, Taiw.n 

3. Dr. Ten Shiang Su 
Chief, Department of Obstetrics and Gyne.eco1ogy 
Provincial Taichung Hospital 
100, San-Min Road 
Taichung, Taiw.n 

Lv Taichung 1800 Thu., 5 March 
Ar Taipei 1845 " " " 
Lv 'I'aipei 1625 Fri., 6 *rch 
Ar Manila. 1242 " " " 

Lv Manila 0815 Sat., 21 *rch 
Ar Taipei 1125 " " " 

Lv Taipei 0800 Sun., 22 March 
Ar Taichung 0845 " " " 

FEDERATION OF MWYA 

1. Dr. Por Peng Teil!: 
Obstetrical and Gynaecological SpeCialist 
Maternity Hospital 
Penang 

Lv Penang 1515 Sat., 7 Mil.rch 
Ar Singapore 1920 " " It 

Lv Singapore 0800 Sun., 8 March 
Ar Manila 1700 " " " 

Lv Manila 0800 Sat., 21 M!.rch 
Ar Singapore 1610 " It " 

Lv Singapore 0725 Sun., 22~rch 
Ar Peneng 1120 " " " 

Air tickets 
availa.b1e at 

CT 300 - Civil Air Trans-
port, Taichung 

NW 865 

NW 864 

CT 301 

ML 149 - ~la.yan Air'Ways, 
Pene-ng 

PA 8)4 

PA 831 

ML 136 

. ' 

, , 

.-
,,r 
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FEIERATION OF MAlAYA (cont I d. ) Air tickets 
available at 

2. Miss Fat1mah Bt, HajLSulaiman 
Acting Matron 
General Hospital 
Kuala Lumpur, Selangor 

Lv K'Uala Iwnpur 1725 Sat., 7 M:!.rch ML 149 - M:!.layan Airways, 
Ar Singapore 1920 " " " Kuala IJ.lmpur 

Lv Singapore 0800 Sun., 8 March PA 834-
Ar Manila 1700 " " " 
Lv Manila 0800 Sat., 21 M:!.rch PA 831 
Ar Singapore 1610 " " " ~ 

~ ~' Lv Singapore 0725 Sun., 22 M:!.rch ML 136 
Ar Kuala Lumpur 0900 " " " 

FIJI 

1- Miss Valerie F. McKenzie 
District Health Sister 
c/o Director o~ Medical Services 
Medical Depe.rtment 
Govertllllel'It Buildings 
Suva 

Lv Suva 0745 Wed., 4 March FA 101 - Fiji Airways, 
Ar Nandi 0840 " " " Suva 

Lv Nandi 1000 Wed., 4 March EM 733 
Ar Sydney 1600 " " " .--"' ..... Lv Sydney 1530 Fri., 6 March EM 240 
Ar Manila 0115 Sat.~ 1 " 

Lv Manila 2130 Sat., 21 March EM 241 
Ar Sydney 1800 Sun., 22 " 

Lv Sydney 2115 Sun., 22 Mil.rch PA 846 
Ar Nandi 0545 Mon., 23 " 

Lv Nandi 0915 Mon., 23 Mu-ch FA 101 
Ar Suva 1005 " " " 
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nlENCH PO~IA Air tickets 
available at 

1- Dr. Pierre Georges IlI.gneau 
Medecin de 10 Maternite et 
du Service de Pediatrie 
de Papeete 
Tahiti 

Lv Papeete 1500 Wed., 4 March R.A.I. 
Ar Bora Bora 16;0 " " " 

Lv Bora Bora 20;0 Thu., 5 March TI 601/65 (via Noumea) 
Ar Saigon 0655 Sun., 8 " 
Lv Saigon ll45 Sun., 8 M:l.rch PA 834 
Ar Manila 1100 " " " ,-

/ , 
Lv Manila 21;0 Sat., 21 March EM 241 "'". 
Ar Darwin 0825 Sun., 22 " 

Lv ])!.rwin 23;0 Tue., 24 March TI 66/602 (via Noumea) 
Ar Bora Bora 0800 Thu., 26 It 

Lv Bora Bora 1000 Wed., 31 March R.A.I. 
Ar Papeete ll;o 

HONG KONG 

1. Dr. !Au-Ting Au 
Woman Medical Officer in charge 
Gynaecology and Obstetrical Unit 
KOwloon Hospital 
142, Des Voeux Road W 
Hong Kong -. 

,/' 

2. Dr. Cheuk-Kee Ng 
Medical Officer in charge 
Maternal and Child Health Service 
Harcourt Health Centre 
Harrison Hill Road 
Hong Kong 

Lv Hong Kong 1045 Sun., 8 March HK 003 - Hong Kong Airways, 
Ar Manila 1330 " " " Hong Kong 

Lv Manila 14;0 sat., 21 March HK 004 
Ar Hong Kong 1715 " " It 



JAPAN 

1. Miss Koto Koyaoagi 
Director, Tokyo-to Public Health Nursing 
and Midwifery School 
c/o Chief Liaison Officer 
Ministry of Health and Welfare 
Kasumigaseki, Chiyoda-ku 
Tokyo 

2. Dr. FUm.:ihiko Munakata 
Technical Officer 
Assistant Chief 
Maternal and Child Health Section 
c/o Chief Liaison Officer 
Ministry of Health and Welfare 
Kasum1g&.seki, Chi.yoda-ku 

~ Tokyo 

3. Dr. Kiyoo Tsuno 

Annex I 
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Air tickets 
available at 

Chief Doctor, Obstetrical and Gyns.ecology Department, A11ku HQspital, and 
Chief, Maternity Health Department, Aiiku Research Institute 
c/o Chief Liaison Officer 
Ministry of Health and Welfare 
Kasumigaseki, Chiyoda-ku 
Tokyo 

Lv Tokyo 
Ar Manila 

Lv Manila 
Ar Tokyo 

KOREA 

1. Miss Chung Hi Kim 
Obstetrical Supervisor 
Severance Hospital 
115-5Ka Namdaimoon Ro 
Seoul. 

2 • Dr. Chan Moo Park 

0910 
1540 

0815 
1740 

Sun., 
" 

Sat., 
" 

8 March SK 971 
" " 
21 March NW 864 
" " 

Senior Doctor, Department of Obstetrics and Gynaecology 
National Medical Centre 
Seoul 

Lv Seoul 1310 Sat., 7 March CT 005 
Ar Tokyo 1650 " " " 

Lv Tokyo 0910 Sun., 8 March SK 971 
Ar Manila 1540 " " 11 

Lv M3.nila 0815 Sat., 21 March NW 864 
Ar Tokyo 1740 " " " 

Lv Tokyo 08.x> Mon., 23 March NW 871 
Ax Seoul 1135 " " " 

- Scandinavian 
Airlines System, 
Tokyo 

- Civil Air Trans-
port, Seoul 



. . .. 
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NETHERIANm NEW GUINEA Air tickets 
available at 

1. Dr. Klaas Biersteker 
Government Physician 
Department of Health 
Ho1landia 

Lv Ho1landia 1000 vied. , 4 ~rch KD 728 - Netherlands New 
Ar Biak 1205 " " " Guinea Airlines, 

De Kroonduif Ltd. 
Lv Biak 0730 Thu., 5 March KL 844 
Ar ~nila 1130 " " " 

Lv M3.nila 1520 Mon. , 2, M3.rch KL 84, 
Ar Biak 2255 " " " 

Lv Biak 0530 Tue., 24 M3.rch KD 727 
Ar Hollandia 0745 " " " ..-

; , 
~ 

NEW ZEAlAND • -
../ 

1. Miss Barbara. J .E. Hough 
Nurse Inspector of Hcapitals 
15 Hautana Square 
Lower Hutt 

Lv Wellington 1605 Thu., 5 M3.rch NZ 107 - New Zealand 
Ar Christchurch 1740 " " " National Airways 

Corp., Wellington 
Lv Christchurch 1945 Thu., 5 March TE 979 
Ar Sydney 2340 " " " 
Lv Sydney 1530 Fri. , 6 ~rch EM 240 
Ar Ml-nila 0715 Sat., 7 " 
Lv Manila 2130 Sat., 21 March EM 241 ..-
Ar Sydney 1800 Sun. , 22 " 

./ 

Lv Sydney 0800 Mon., 2, ~rch TE 934- ./ 

Ar Christchurch 1450 " " " 
Lv Christchurch 1615 Mon., 2, M:l.rch NZ 108 
Ar Wellington 1750 " " " 
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NEW ZEAIAND (cont I d. ) Air tickets 
available at 

2. Dr. Alexander D. Warren 
Medical Officer of Health 
41 Hamb1yn street 
New Plymouth 

Lv New Plymouth 1505 Thu., 5 March NZ 302 - New Zealand 
Ar Auckland 1615 " " " National Airways 

6 March TE 639 
Corp., New Plymouth 

Lv Auckland 0930 Fri., 
Ar Sydney 1315 " " " 

Lv Sydney 1530 Fri., 6 March EM 240 
Ar Manila 011:2 Sa.t. & 1 " 

Lv Manila 2130 Sat., 21 M3.rch EM 241 
1""'\ Ar Sydney 1800 Sun., 22 " 
); 4-

Lv Sydney 2300 Sun., 22 March TE 696 
Ar Auckl.a:nd 0620 Mon., 23 " 

Lv Auckland 0920 Mon., 23 March NZ 301 
Ar New Plymouth 1030 " " " 

3. Professor James L. Wright 
Professor of Obstetrics and Gynaecology 
otago University Medical School 
Box 913 
Dunedin 

Lv Dunedin 1425 Thu., 5 March NZ 108 - New Zealand 
Ar Christchurch 1555 " " " National Airways 

Corp., Dunedin 
Lv Christchurch 1945 Thu., 5 March TE 979 ,...... Ar Sydney 2340 " " " 

':-- Lv Sydney 1530 Fri., 6 March EM 240 
Ar Manila 0115 Sat. & 7 " 

Lv M:l.nila 2130 Sat., 21 March EM 241 
Ar Sydney 1800 Sun., 22 " 
Lv Sydney 0800 Mon., 23 March TE 934 
Ar Christchurch 1450 " " " 

Lv Christchurch 1810 Mon., 23 March NZ 107 
Ar Dunedin 1940 " " " 
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PHn.IPPINES 

1. Mrs, Soledad A, Buena:f'e 
Chief, Section of Nursing Supervision 
Bureau of Health 
M9.nila 

2, Dr, Artemio P. Jongco 
Head, Department of Paediatrics 
Maternity and Children'S Hospital 
lw8nila 

3. Dr. Florencia J. Zarate 
Head, Department of Obstetrics 
l-Bternityand Children's Hospital 
l-Bnila 

SARAWAK 

1. Miss Judy Chung 
Chief staff Nurse 
General Hospital 
KUching 

Lv Kuching 0955 Sat " 
Ar Singapore 1235 " 

Lv Singapore 0800 Sun" 
Ar M9.nila 1700 " 
Lv M9.nila 0800 Sat" 
Ar Singapore 1610 " 

Lv Singapore 06:;0 Sun., 
Ar Kuching 1005 " 

SINGAPORE 

1. Miss Yew Peck Ng 
Health Visitor 
44, Siang Kuang Avenue 
Singapore 13 

2. Dr. Chiew Seng Oon 
Senior Registrar 
Kandang Kerbau Hospital 
Singapore, 8 

Lv Singapore 0800 Sun., 
Ar Manila 1700 " 

Lv M9.nila 0800 Sat., 
Ar Singapore 1610 " 

7 z..Brch 
" " 
8 z..Brch 
" " 

21 M9.rch 
" " 
22 l-Brch 
" " 

8 M9.rch 
" II 

21 M9.rch 
" " 

Air tickets 
available at 

ML 401 - M9.J.a.yan Airways, 
Kuching 

PA 831 

ML 406 

PA 834 - Pan American 

... ... 

.-
/ , 

Airways, Singapore 

PA 831 
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TERRrrORY OF PAPUA AND NEW GUINEA 

1. Dr. Joan J.B. Ref'shauge 
A/Assistant Director 
lni'ant Child and Maternal. Health 
Department of' Health 
Port M:>resby 

Lv Port M:>resby 1130 Wed., 
Ar Sydney 1930 " 
Lv Sydney 1530 Fri., 
Ar Manila 0715 Sat., 

Lv Manila 2130 Sat., 
Ar Sydney 1800 Sun., 

Lv Sydney 2115 Sun., 
Ar Port Moresby 06)J Mon., 

VIET HAM 

1. Dr Tran-Dinh De 
Professeur Agrege d'Obstetrique 
Maternite TU-DU 
284 - Rue cong Quynh 
Saigon 

2. Ml1e Tran-Thi Phong 
Sage-femme en charge de la 
Consultation Prenata1e 
leternite TU-DU 
284 - Rue Cong Quynh 
Saigon 

Lv Saigon 
Ar Ma.nila 

Lv Manila 
Ar Saigon 

1145 
1700 

0800 
1610 

Sun., 
II 

Sat., 
" 

4 March 
" " 

6 March 
7 " 

21 March 
22 II 

22 March 
23 " 

8 March 
" " 

21 March 
II " 
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Air tickets 
available at 

EM 335 - Qantas Empire 

EM 240 

EM 241 

EM 342 

PA 834 

PA 831 

Airways 1 Port 
Moresby 

- Pan American 
Airways, Saigon 
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WORLD HEALTH 
ORGANIZATION • 

ORGANISATION MONDIALE 
DE LA SANTE 

CONFERENCE ON 
MATERNITY CAllE 

REGIONAL OFFICE FOR THE WESTERN PACIAC WPR/MCH/113/2 
BUREAU REGIONAL DU PACIAQUE OCCIDENTAL 10 February 1959 

Manila, Philippines 
9-20 March 1959 ORIGINAL : ENGLISH 

INFCRMATION BULIETIN NQ. 2 

This bulletin gives further informatioJ! about the people expected to 
attend the Conference and some notes which it is hoped will ~ useful in preparing 
for your viSit to the Philippines. 

Two pamphlets, "Travel tips for the Philippines" and the Ba,r View Hotel 
brochure, are also attached. 

~. Participants 

(1) Amendments to the list of participants issued with Information Bulletin 
No.1 are given in Annex I of this bullettn. 

(2) The Conference staff will consist of the follow WHO consultants and staff 
members of the WHO Western Pacific Regional Office : 

Professor Dugald Baird 
(Obstetric Consultant) 

Miss Esther Lipton 
(Public-Health ,Nursing and 
Midwifery Consultant) 

Dr. Renato Ma. Guerrero 
(Paediatric Consultant) 

Dr. Victoria vJinnicka 
(MOH Administration Consultant) 

Mr. V~o William Wilson 
(Education Consultant and 
Conference Director) 

Dr. Edith M. Alexander 

Miss LiJ.r M. Turnbull 

Mr. Iqnford L. Keyes 

Professor of 111dwifery, Aberdeen 
Uni versi ty, Scotland 

Nursing Adviser, WHO/PASB 
Zone Office, Mexico 

Head, Depa~~ent of Paediatrics 
University of Santo Tomas 
Manila, Philippines 

Chief, MOH Section, WHO Headquarters 
Geneva, SWitzerland 

Psychologist, Ministr,y or Health 
Singapore 

Regional MeH Adviser, WHO/WPRO 

Regional Nursing Adviser, l,Il1l0,tt.1PRO 

Regional Adviser, Health Education 
of the PubliC, WHOjwPaO 
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(3) Invitations have also been extended to the South Pacific Commission, 
UNICEF, and the United States International Co-operation Administration to be 
represented at the Conference. 

2. Climate 

In Manila, the 24-hour temperature range in March is likeJ..v to be 
between 75

0
F. and 92

o
F. Humidity is high, but the rainfall during March is 

usualJ..v very low. 

3. Clothes 

For men, suits of white or tropical light-weight material, preferably 
washable, are advised. Formal evening dress will not be required. For ladies, 
dresses of cotton or other washable materials are recommended. Dr,y cleaning 
1s expensive. Laundry service is available at the hotel and charges are 
reasonable. 

4. Foreign currency 

(1) On arrival at Manila airport you will be asked to deolare all foreigp 
currency in your possession. Do not fail to retain the duplicate currency 
declaration form which will be handed back to you, as you will have to surrerder 
this to Central Bank agents at the airport when you leave the country. 

(2) U.s. dollar travellers cheques can be cashed for Philippine pesos. 

(3) Sterling travellers cheques are valid in the Philippines if they are so 
endorsed on the back of the cheques, otherwise there may be difficulty in 
cashillg them. Sterling travellers cheques issued on or after the date on which 
Sterling Pounds were declared convertible .are valid 1n all countries, including 
the Philippines. 

(4) Any foreign currencies should onJ..v be exchanged at an authorized agency 
of the Central Bank. 

5. Philippine currency 

100 centavos = 1 peso (100 evs. = ;1.00) 

2 pesos • 1 U.S. dollar 

6. Bay View Hotel 

The use of some of the amenities of the Manila Hotel, including the 
swinIIling pool, is parmi tted to Bay View Hotel guests upon request. Particulars 
of the alTangements should be obtained from the Bay View Hotel management. 

. ... 

'" ' 
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7. Correction 

WPR/w:,H/IB/2 
page :3 

Please refer to \iiPR/KJH/IB/l issued on 15 January 1959 - on page 2, 
under Item 4. IIAllowances", the second paragraph should read; 

11(1) For the period of authorized travel (equivalent to US~lO per day) 
at the option of the participant, either in the currency of his place of 
residence, or in Philippine pesos. II 

The next Information Bulletin, to be issued vd thin a few days, will deal 
with the plans and arrangements made so far for the Oonference itself. 

ENCL.: 2 pamphlets. 
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REGICNAL CONFERENCE ON MATERNITY CARE 
MANIIA, PHILIPPINES 

9-20 MARCH 1959 

SUPPLEMENTARY LIST OF PARTICIPANTS 
AND THEIR PROPOSED ITINERARIES 

1. ADDITIONS 

HONG KONG 

Miss Maisie Wong 
Health Sister 
Harcourt Health Centre 
Morrison Hill Road 
Hong Kong 

Lv Hong Kong 1045 Sun., 8 March 
Ar Manila 1330" " " 

Lv Manila 1430 Sat., 21 March 
Ar Hong Kong 1~15 ft .. ft 

WHO FIELD STAFF. : 

MLss M. Farland 
Nurse Educator (Midwifery) 
P.O. Box ll2 
Taichwlg, Taiwan. 
Republic of <lhina 

Lv Taipei 
Ar ftl.nila 

Lv ftI.nila 
Ar Taipei 

Miss M. Lange 

1625 Fri., 6 March 
1945 II II " 

0815 Sat., 21 March 
1125 II " " 

Nurse Educator (Clinical Paediatric Nursing) 
40-A Ridout Road 
Singapore 

Lv Singapore 0800 Fri., 6 March 
Ar Manila 1700 " ft ft 

Lv Manila 0800 Sat., 21 March 
Ar Singapore 1610 " " II 

Air tickets 
available at 

HK 00:3 Hong Kong Airways, 
Hong Kong 

HK 004 

NW 865 North-West Airlines 
Taipei, Taiwan 

NW 864 

PA S34 Pan-American 
Airways, Singapore 

PA 8.31 
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Dr H. Humann 
~dical Officer (l-CH Administration) 
Bureau de l' OMS 
Boite postale 242 
Saigon 
Republique du Vietnam 

Lv Saigon 1145 Sun., 8 March 
Ar Manila 1700 It II II 

Lv Manila 0800 Sat.,2l March 
Ar Saigon 1610 It II .. 

2. AMENDMENT 

FRENCH POLYNESIA 

Air tickets 
available at 

PA 834 Pan-American 
AirWays, Saigon 

PA 831 

Dr. Pierre Georges Lagneau wU.l be unable to attend. It is expected 
that he will be replaced by 

Dr. Tauzin Air tickets 
c/o Service de Sant6 available at 
Papeete 

Lv Papeete 1500 Wed., 4 March R.A.I. R.A.I., Papeete 
Ar Bora Bora 1630 It It " 
Lv Bora Bora 2030 Thu., 5 March TI 601/65 (via Noumea) 
Ar Saigon 0655 Sun., 8 II 

Lv Saigon U45 Sun., 8 March PA 834 
Ar Manila 1700 " It " 
Lv Manila 2130 Sat., 21 March EM 241 
Ar Dazwin 0825 Sun., 22 II 

Lv Darwin 2330 Tue., 24 March TI 66/602 (via NOUlllea) 
Ar Bora Bora 0800 Thu., 26 " 
Lv Bora Bora 1000 Wed., 31 March R.A.I. 
Ar Papeete 1130 II " II 

.~ 

" " . 
.>' 

~ 
, 

.-. 
/ 
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WORLD HEALTH 

• 
ORGANISA nON MONDIALE 

DE LA SANTi ORGANIZATION 

COO'ERENCE ON 
MA TERNITY CARE 

REGIONAL OFRCE FOR THE WESTERN 'AORe 
BUREAU REGIONAL DU PAOFlQUE OCCIDENTAL WPR/1!fJH/rB/3 

17 February 1959 

Manila, Philippines 
9-20 March 1959 ORIGINAL: ENGLISH 

INFORMATION BULLETIN NO. 3 

The consultants invited by WHO and the technical staff of the Regional 
Ot'fice met in Manila from 26-30 January to plan for the Conference. '!bis 
buJ.1etin is issued to inform partiCipants of the arrangements made so far. 

1. General Aims of the Conference 

The definition of maternity care fol'Tfllllated in 1951 by the WHO Expert 
Committee on Maternity Care was adopted as the guiding principle of the 
Conference: 1 

aThe object of maternity care is to ensure that every 
expectant and nursing mother lIIlintains good health, learns 
the art of child care, has a normal delivery, and bears 
healthy children. Maternity care in the naITower sense 
consists in the care of the pregnant woman, her safe delivery, 
her postnatal examifl8tion, the care of her newl,r born infant, 
and the maintefl8nce of lactation. In the wider sense it begins 
II1UCh earlier in measures aimed to promote the health and well
being of the young people who are potential parents, and to 
help them to develop the right approach to famil,r lite and UI 
the place of the fam1l,y in the collllllWlity. It should also 
include guidance in parent-craft and in problems assooiated 
with infertility and .(amil,y planning.1t 

Immediate Objectives 

(1) To identify and discuss current maternity care problems and needs 
in countries and territories in the l-lestern Pacific Region. 

(2) To exchange information, experiences and ideas on methods of 
dealing with these problems and needs. 

(3) To discuss the role and preparation of professional and other 
health personnel engaged in maternity care. 

1 Wld Hlth arg. techn ReP. Sere g, 3 
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(4) To promote better understanding and closer co-operation among 
those concerned with maternity care. 

(5) To stimulate action to improve existing maternity care services 
and to promote their more effective use. 

(6) To promote the more effective integration of maternity care services 
into the overall health programme. 

3. Design of the Conference 

In order to achieve the objectives, the Conference is provisiooal~ 
planned to consider four main topic areas. The choice of these topics cannot, 
however, be finalized until the questionnaires completed by the participants 
have been studied and the consultants have returned from their visits to partici
pating countries.. Suggested sub-topics of the major areas will be used for the 
guidance of partiCipants. 

The progressive development of the work of the Conference requires the 
use of various met;lods which will be introduced as appropriate. Sessions will 
be plenary or group and in order to build up optimal participation qy Conference 
members, such techniques as group discussion, panel meetings, Situation case
studies and study groups for special interest topics will be used. A reference 
and resource library will be available and field visits of professional interest 
have been arranged. In order that participants may gain full advantage from 
the various methods used, briefiq: on the techniques will be given where necessary. 

For the group discUSSions, participants and staff will be formed into four 
groups each of about ten members. Each group will have as wide a professional 
and cultural representation as possible and will be permanent throughout the 
Conference. The groups will also elect their own chairman and reporter. 

4. General Working Schedule 

'!he Conference will be formaJJ.y opened at 9:00 a.m. on M:>nday, 9 March. 
The rest of that morning will be devoted to briefing participants on the plan of 
the Conference, general arrangements and particular methods) to forming the 
groups; and to introduction into a group discussion. The work of the Conference 
will begin with a plenar" session in the afternoon followed by group discussion. 

The usual working day will be fran 13:00 a.m. to 12:00 noon and from 
2:00 to 4:30 p.m. with suitable free intervals in the morning and afternoon. 
On certain days, however. the afternoon sessions will be from 4:30 to 6:00 p.m. 
leaving the period 12:00 noon to 4:30 p.m. free. On~ afternoon of each week is 
to be devoted to visits of professional interest. On Saturday, 14 March, the 
working hours will be from 8:00 a.m. to 12:00 noon leaving that afternoon and 
Sunday, 15 March, entire~ free. Suggestions will be made for trips and 
excursions which participants may like to arrange during the weekend. 

The Conference closes on the afternoon of Friday, 20 March. 

/ \. 
, \ .. 



5. Conference Accommodation 
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The Conference will be held in the new buildings of the WHO Regional 
Office •. The opening will take place in the Conference Room. '!he rest of the 
work of the Conference will be conducted on the fourth floor of the main 
building in roams especial~ set apart for the meeting. 

The arrangements described are subject to amendment at the second. 
planning meeting of the consultants and WHO staff early in March. Partici
pants will, on arrival, be given full information of the programme which will 
be kept flexible so that the Steering Committee, composed of staff and parti
cipants, can modify arrangements to meet the .needs of the Conference as it 
develops. 
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WORLD HEALTH 
ORGANIZA TlON • 

ORGANISATION MONDIALE 
DE LA SANTi 

CONFERENCE ON 
MATERNITY CARE 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 
BUREAU REGIONAL DU PACIFIOUE OCCIDENTAL 

Manila, Philippines 
9-20 I'larch 1959 

INFOWJATION BULLETIN NO.4 

REVISED LIST OF PARTICIPANl'S AND 

THEm PROPOSED ITINERARIES 

AUSTRALIA 

1. Dr. Hugh Clement Murphy 

2. 

Director, Maternal and Child Helfare 
Maternal and Child v/elfare Service 
1M St. Paul's Terrace 
Brisbane 

Lv Brisbane .1200 Fri., 
Ar Sydney 140~ " 
Lv Sydney 1530 Fri., 
Ar Manila Cfl15 Sat., 

Lv Manila 2130 Sat., 
Ar Sydney 1800 Sun" 

Lv Sydney 2010 Sun., 
Ar Brisbane 2210 II 

Dr. Winifred Barbara Ueredith 

6 March 

" " 
6 March 
7 .. 
21 March 
22 II 

22 ~larch 

" II 

Director, Maternal, Infant and Pre-school 1-1elfare 
Maternal and Child H,ygiene Branch 
Department of Health 
538 Swanston Street 
Melbourne, N.3 

Lv l1elbourne 1245 Fri., 6 harch 
Ar Sydney 1435 II " " 
Lv Sydney 1530 Fri., 6 l'1arch 
Ar Hanlla C17l5 Sat.~ 7 " 
Lv Manila 2130 Sat., 21 l"Jarch 
Ar Sydney 1800 Sun., 22 It 

Lv Sydney 2000 Sun., 22 ilarch 
Ar Helbourne 2205 II II " 

TN 4Cfl 

EM 240 

EM 241 

TN 408 

TN 404 

EM 240 

El1 241 

TN 453 

WPR/MCH/IB/4 
5 March 1959 

ORIGJNAL : ENGLISH 

Air tickets 
available at 

Qantas Empire 
AirWays, Brisbane 

Qantas Empire 
Airways, 
Melbourne 
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CA14BODIA 

1. Dr. Hean Tong Yea 
c/o Monsieur 1e Ministre de 
la Sante publique du 
Royaume du Cambodge 
Phnom-Penh 

2. Mme. Koy Hinthar 
cf 0 i'lonsieur 1e r'iinistre de 
la Sante publique du 
Royaume du Cambodge 
Phnom-Penh 

Lv Phnom-Penh 1000 
Ar Saigon 1100 

Lv Saigon 1145 
Ar Hanila 1700 

Lv Manila 0800 
Ar Saigon 1130 

Lv Saigon 1330 
Ar Phnom-Penh 1430 

CHINA 

1. Dr. Jui-Yun Peng 
National Leader, MCH Project 
P.O. Box 112 
Taichung, Taiwan 

2. lass Tsai-Yun Huang 
lUdwif'e, MCH Project 
P.O. Box 112 
Taichung, Taiwan 

3. Dr. Ten Shiang Su 

Sat., 7 l'larch 

" " " 
Sun., 8 Harch 

" " " 
Sat., 21 Harch 

" " " 
Sat., 21 March 

" " " 

Chief, Department of Obstetrics and Gynaeco1ogy 
Provincial Taichung Hospital 
100, San-Min Road 
Taichung, Taiwan 

Lv Taichung 1800 Thu., 5 l!arch 
Ar Taipei 1845 " " " 
Lv Taipei 1625 Fri., 6 rAarch 
Ar Manila 1945 n n " 
Lv Manila 0815 Sat., 21 I'1arch 
Ar Taipei ill5 'I " " 
Lv Taipei 0300 Sun., 22 11arch 
Ar Taichung OB45 " " " 

RC 104 

PA 834 

PA 831 

RC 105 

CT )00 

K NW B65 

NW 864 

CT 301 

Air tickets 
available at 

Royal Air 
Oambodia 

Civil Air Trans-
port, Taichung 

--
/' \ , 
.f 

/ 
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FEDERATION OF MAlJ\YA Air tiokets 
available at 

1. Dr. Por Peng Teik 
Obstetrical and Gynaecological Specialist 
Maternity Hospital 
Penang 

Lv Penang 1515 Thu., 5 Haroh 1:1 149 Halayan Airways, 
Ar Singapore 1920 II II " Penang 

Lv Singapore 0800 Frio , 6 Harch PA 834 
Ar Hanila 1700 II " " 
Lv 11an1la 0800 Sat., 21 Maroh PA 831 
Ar Singapore 1610 II " II 

.-. 
,/ ""- Lv Singapore Cfl25 Sun., 22 11aroh liL 136 

Ar Penang 1120 " " II 

2. Miss Fatimah at Haji Sulaiman 
Aoting ~1atron 
General Hospital 
Kuala Lumpur, Selangor 

Lv Kuala Lumpur 1725 Sat., 7 I'1arch ML149 Malayan Ai.rwa,vS, 
Ar Singapore 1920 " " " Kua la Lumpur 

Lv Singapore 0800 Sun., 8 Harch PA 834 
Ar Manila 1700 " " " 
Lv Banila 0800 Sat., 21 March PA 831 
AT Singapore 1610 " " " 

.-. Lv 3ingapore Cfl25 Sun., 22 Haroh !'iL 136 

~ 
Ar Kuala Lumpur 0900 " " " 

FIJI 

1. Miss Valerie F. EoKenzie 
Distriot Health Sister 
0/0 Director of I'!edical Services 
HOOical Department 
Government Buildings 
Suva 

Lv Suva Cfl45 vIed. , 4 :Haroh FA 101 Fiji Airways, 
Ar Nandi 0840 " " " Suva 

Lv Nandi 1000 Hed., 4liarch EH 733 
Ar Sydney 1600 " " " 
Lv Sydney 15.30 Fri., 6 March Ell 240 
Ar Hanila Cfl15 Sat· z 7 " 
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Miss Valerie F. IicKenzie (cont.) 

Lv Hanila 2130 
Ax Sydney 1800 

Lv Sydney 2115 
Ax Nandi 0545 

Lv Nandi C915 
Ar Suva 1005 

FRENCH POLYNESIA 

1. Dr. Tauzin 
c/o Service de Sante 
PapeeM 

Lv Papeete 1500 
Ar Bora Bora 1630 

Lv Bora Bora 20)0 
Ar Saigon 0655 

Lv Saigon 1145 
Ar i!anila 1700 

Lv HanUa 2130 
Ar Dazwin 0825 

Lv Darwin 2330 
Ar Bora Bora 0800 

Lv Bora Bora 1000 
Ar Papeete 1130 

HONG KONG 

1. Dr. Lau-Ting Au 

sat., 
Sun., 

Sun. , 
Non" 

rIon. , 

" 

vied. , 

" 
Thu., 
.sun., 

Sun., 

" 
Sat. , 
Sun., 

Tue., 
Thu., 

\ied. , 
II 

Homan l1edical Officer in Charge 
Gynaecology and Obstetrical Unit 
Kowloon Hospital 
142, Des Voeux Road W 
Hong Kong 

2. Dr. Cheuk-Kee Ng 
Hedical Officer in Charge 
liaterna1 and Child Health Service 
Harcourt Health Centre 
Harrison Hill Road 
Hong Kong 

21 YJarch 
22 " 
22 Harch 
23 " 
23 Harch 

" " 

4 l'1arch 

" II 

5 Harch 
8 " 
8 Harch 

" " 
211"iarch 
22 " 
24 Harch 
26 " 
31 j!(arch 

" " 

EtT 241 

PA 846 

FA 101 

RA1 

Air tickets 
available at 

RAI, Papeete 

T1 601/65 (via Noumea) 

PA 834 

!iIi 241 

T1 66/602 (via Noumea) 

. . - '.. 

/\ , 

-/ 
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HCNG KONG (cant.) 

3. Miss Maisie Wong 
Health Sister 
Harcourt Health Centre 
Morrison Hill Road 
Hong Kong 

Lv Hong Kong 1045 Sun., 8 tJlarch 
Ax l'[anila 133(- " " " 
Lv Manila 1430 Sat. , 21 11arch 
Ar Hong Kong 1715 " \I " 

JAPAN 

1. Miss Koto Koyanagi 
Director, Tokyo-to Public Health NurSing 
and i:1ich-rifery School 
c/o Chief Liaison Officer 
11in~stry of Health aoo ;;;elfare 
Kasumigaseki, Chiyoda-ku 
Tokyo 

2. Dr. Fumihiko I'1unakata 
Technical Officer 
Assistant Chief 
Maternal and Child Health Section 
c/o Chief Liaison Officer 
Ministry of Health and vielfare 
Kasumigaseki, Chiyoda-ku 
Tokyo 

HK 003 

HK 004 

" 3. Dr. Kiyoo Tsuno 
Chief Doctor, Obstetrical and Gynaecology Department 
Aiiku Hospital, and Chief Maternity Health Department 
Aiiku Research Institute 
c/o Chief Liaison Officer 
Ministry of Health and i"Jelfare 
Kasumigaseki, Ch~oda-ku 
Tokyo 

Lv Tokyo 2200 Sat., 7 11arch 
Ar rianila 0515 Sun., 8 " 
Lv 11anila 0815 Sat., 21 March 
Ar Tokyo 1740 " II " 

KL 864 

NVJ 864 

WPR/MCH/IB/4 
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Air tickets 
available at 

Hong Kong Airways, 
Hong Kong 

KIM, Tokyo 
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KOREA. 

1. Miss Chung Hi Kim 
Obstetrical Supervisor 
Severance Hospital 
l15-5Ka Namdaimoon Ro 
Seoul 

2. Dr. Chan lloo Park 
Senior Doctor, Department of 
Obstetries and Gynaecology 
National Medical Centre 
Seoul 

Lv Seoul 1310 
Ar Tokyo 1650 

Lv Tokyo 2200 
Ar Manila 0515 

Lv Hanila 0815 
Ar Tokyo 1740 

Lv Tokyo 0830 
iu' Seoul 1135 

NETHERLiINDS N»1 GUINEA 

1. Dr. Klaas Biersteker 
Government Pnysician 
Department of Health 
Hollandia 

Lv Hollandia 1000 
Ar Biak 1205 

Lv Biak 0730 
Ar Nanila 1130 

Lv Manila 1520 
Ar Biak 2255 

Lv Biak 0530 
Ar Hollandia 0745 

Sat., 7 Barch 

" " " 
Sat., 7 Iiiarch 
Sun.! 8 " 
Sat., 21 l';arch 

II " " 
Hon., 23 ll[arch 

" " " 

Vied. , 4 llarch 

" " " 
Thu., 5 Harch 

" " " 
Mon., 23 l'iarch 

" " " 
Tue., 24 March 

" " " 

CT 005 

KL864 

NW 864 

!'lW Fn1 

YJl 728 

KL 844 

~~L 843 

KD 727 

~. ... 

Air tickets 
available at 

Civil Air Trans-
port, Seoul 

/ 

-, 
/, 
~ .,... 

Netherlands New ..-
Guinea Airlines,,/ 

/ 

De Kroonduit Ltd;':" 
. 
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NEW ZEALAND Air tickets 
available at 

1. Hiss Barbara J.E. Hough 
Nurse Inspector of Hospitals 
15 Hautana Square 
Lower Hutt 

Lv FeUington 1605 Thu., 5 Ylarch NZ 1Cfl New Zealand 
Ar Christchurch 1740 " " II National AirWays 

Corp., Wellington 
Lv Christchurch 1945 Thu., 5 March TE 979 
Ar Sydney 2340 " II II 

Lv Sydney 1530 Fri., 6 Barch m'i 240 
Ar ,-. HanUa Cfl15 Sat., 7 " 

/' Lv HanUa 2130 Sat., 21 Earch EH 241 
-' Av Sydney 1800 Sun., 22 " 

Lv Sydney 0800 l-'1on. , 2311arch TE 934 
Ar Christchurch 1450 II " " 
Lv Christchurch 1615 l-'1on. , 23 March NZ 108 
Ar ilellington 1750 " " " 

2. Dr. Alexander D. l{arren 
Medical Officer of Health 
41 Harnbl,yn Street 
New Plymouth 

Lv New Pl,ymouth 1505 Thu., 5 l'iarch NZ 302 New Zealand 
Ar Auckland 1615 " II " National AirWays -, Corp., New Pl,ymoUthl 

-"" Lv Auckland 0930 Fri., 6 Harch TE 639 , 
Ar Sydney 1315 " " II 

Lv Sydney 1530 Fri., 6 Narch EM 240 
Ar Nanila 0715 Sat., 7 " 
Lv VJanila 2130 Sat., 21 IvIarch EM 241 
Ar Sydney 1800 Sun., 22 " 
Lv Sydney 2300 Sun. , 22 VJarch TE 696 
Ar Auckland 0620 Non., 23 " 
Lv Auckland 0920 Hon., 23 t-larch NZ 301 
Ar New Plymouth 1030 " " " 
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NEW ZEAIAND (cont.) 

3. Professor James L. Wright 
Professor of Obstetrics and Gynaecology 
otago University l'iedical School 
Box 913 
Dunedin 

Lv Dunedin 1425 Thu., 
Ar Christchurch 1555 " 
Lv Christchurch 1945 Thu., 
Ar Sydney 2340 " 
Lv Sydney 1530 Fri., 
Ar Hanila 0715 Sat· z 

Lv. 11an11a 2130 Sat., 
Ar Sydney 1800 Sun., 

Lv Sydney 0800 Mon., 
Ar Christchurch 1450 " 
Lv Christchurch 1810 }ion. , 
Ar Dunedin 1940 " 

PHILIPPINES 

1. Mrs. Soledad A. Buenafe 
Chief, Section of Nursing 3upervision 
Bureau of Health 
Manila 

2. Dr. Artemio P. Jongco 
Head, Department of Paediatrics 
Materni. ty am Childrem' s Hospital 
Manila 

3. Dr. F10rencia J. Zarate 
Head, Department of ObstetriCS 
Maternity and Children's Hospital 
Manila 

5 l'iarch 

" " 
5 Harch 

" It 

6 ilarch 
7 " 
21 JvIarch 
22 If 

23 March 

" " 
23 March 

" " 

NZ 108 

TE 979 

EI'1 240 

EH 241 

TE 934 

NZ 1(17 

Air tickets 
available at 

New Zeala~ 
National Airways 
Corp., Dunedin 

-./, , . 
. ./ 

--
;' 



SARAWAK 
: 

1. Miss Judy Chung 
Chief Staff Nurse 
General Hospital 
Kuching 

Lv Kuching 0955 Sat., 
Ar Singapore 1235 " 
Lv Singapore 0800 Sun., 
Ax Manila 1700 " 
Lv HanUa 0800 Sat., 
Ax Singapore 1610 " 
Lv Singapore 0630 Sun., 
Ar Kuching 100S " 

/, 
" SINGAPOOE 

-- .-
<-

1. Miss Yew Pec~ Ng 
Health Visitor 
44, Siang Kuang Avenue 
Singapore 13 

2. Dr. Chiew Seng Oon 
Senior Registrar 
Kanciang Kerbau Haterni"tif 'Hospital 
Singapore, 8 

Lv Singapore 0800 Sun., 
Ar lIfanila 1700 II 

Lv Manila 0800 Sat., 
Ar Singapore 1610 II 

TERRITORY CF PAPUA AND lID. GUINEA 

1. Dr. Joan J.B. Refshauge 
A/ASSistant Director 
Infant Child and Maternal Health 
Department of Health 
Port Horesby 

Lv Port l'ioresby 1130 ·wed., 
Ar Sydney 1930 " 
Lv Sydney 1530 Fri., 
Ar Nanila <7715 Sat' 2 

Lv 11anila 2130 Sat. , 
Ar Sydney 1800 Sun., 

Lv Sydney 2115 Sun., 
Ar Port Moresby 0630 110n. , 

? ¥J.arch 

" " 
8 Harch 

" " 
21 Harch 

" " 
22 ~1arch 
II II 

S March 

" " 
21 harch 

" " 

4 March 

" II 

6 t'iarch 
7 " 
21 Harch 
22 " 
22 llilrch 
23 " 

ML 401 

FA 834 

PA 831 

HL 406 

PA 834 

PA 831 

En 335 

EM: 240 

EM 241 

En 342 

';/PR/MCR/IBJ 4 
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Air tickets 
available at 

Na1ayan Airways 
Kuching 

Pan AmeIican 
Airways, Singapore 

Qantas Empire 
Airways, Port 
Moresby 
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VIE'INAM 

1. Dr Tran-Dinh De 
Professeur agrege d'obstettrique 
l"iaternite Tu-Du 
2M - Rue Cong Quynh 
Saigon 

2. M11e Tran-Thi Phong 
Sage-femme en charge de la 
Consultation prenata1e 
Maternite Tu-Du 
2B4 - Rue Cong Quynh 
Saigon 

Lv Saigon 
Ar Ylanila 

Lv Manila 
Ar Saigon 

1145 
1700 

0800 
1610 

Sun., 8 i'larch 

" " " 
Sat., 21 ["iarch 

" " " 

REPRESENTATIVES CF OTm:R INTERNATIONAL AGENCIES 

1. !-fiss Mary Mills 
USCM/Cambodia 
c/o American Embassy 
Phnom-Penh 
Cambodia 

2. Mr. Paul B. Edwards 
UNICEF Resident Representative 
for the Philippines 
UNICEF Country Office 
P.O. Box 883 
Manila 
Philippines 

PA 834 

PA 831 

Air tickets 
available at 

Pan American 
Airways, Saigon 

---r 

"" \, 

,-

-
/ 



""" -. 
~ 

"' 

WHO FIELD STAFF 

1. Miss H. Farland 
Nurse Educator (Midwifery) 
P.O. Box 112 
Taichung, Taiwan 
Republic of China 

Lv Taichung 1800 Thu., 5 I-iarch 
AI' Taipei 1845 " " II 

Lv Taipei 1625 Fri., 6 f.iarch 
Ar lianila 1945 II n II 

Lv Manila 0815 Sat., 21 March 
Ar Taipei 1125 n II II 

Lv Taipei 0800 Sun., 22 Ifarch 
Ax Taichung 0845 " II II 

2. Miss M. Lange 
Nurse Educator (Clinical Paediatric Nursing) 
4O-A Ridout Road 
Singapore 

Lv Singapore 
Ar Manila 

Lv Manila 
AI' Singapore 

3. Dr. H. Humann 

0800 Fri., 6 March 
1700 " " n 

0800 Sat., 21 Imrch 
1610 " " " 

Medical Officer (MCH Administration) 
Bureau de !l0MS 
Boite postale 242 
SaIgon 
Republique du Vietnam 

Lv Saigon 
Ar Manila 

Lv Nanila 
Ar ciaigon 

4. Miss H. Milton 

1145 Sun., B March 

1700 " " " 

0800 Sat., 21 March 
1610 " II II 

Public-Health Nurse/Midwife 
Organisation r10ndiale de 1a sante 
Bolte postale 111 
Phnom-Penh 
Cambodia 

CT 30e 

mT 865 

Nt:J 864 

CT 301 

PA 834 

PA 831 

PA 834 

PA 831 

vlPR/lfJH/IB/4 
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Air tickets 
available at 

Civil Air Trans-
port, Taichung 

Pan-American 
Airways, Binga pore 

Pan-American 
Airways, Saigon 
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WORLD HEALTH 
ORGANIZATION • 

ORGANISATION MONDIALE 
DE LA SANTi 

CCfiFERBNCE ON 
MIlTERNITI CARE 

Manila, Philippines 
9-20 March 1959 

REGIONAL OmCE FOR THE WESTERN PACIFIC 
BUREAU REGIONAL DU PAOAOUE OCCIDENTAL 

INFCE.MATION BULLETIN NO. 5 

WPR/KJH/IB/5 
6 March 1959 

OOGINAL : ENGLISH 

This information bulletin gives information about obtaining medical 
treatment and also has attachments on the following 

1. Embassies and legations in Manila 
2. Guide to shops and restaurants 
3. Sight-seeing tours aEd excursions 

Medical treatment 

Medical treatment may be obtained by Conference participants during 
office hours at the Medical Referee's Clinic, Elks Club, Dewey Boulevard. 
Consultation appointments can be arranged through Mr. J.T. Hargreaves, Personnel 
Officer, Room 11, WHO Office Building. In case of emergency, participants may 
contact the follOWing pq,sic1ans at their residences : 

Telephone No. 

1. Dr. L. Young · ........................ 7-45-66 

2. Dr. v. Potenciano · ............................... 6-73-29 

3. Dr. A. Francisco · ............................ 6-3026 

4. Dr. s. Gojoco · ............................. 5-41-48 



• • 

ENBASSIES AND LEGATIONS 

The folloWing is a list of embassies and legations relevant to 

vJestern Pacific cou"ntries 

Name of Embassy Telephone Address 
or Legatic"l 

American Embassy 5-37-01 Dewey Boulevard 

Australian Em1k~ssy 3-14-36 501-503 Ayala Building 
Juan Luna street 

{" 

,-. "British Embassy 3-95-71 Fifth Floor, Hong Kong and 
Shanghai Bank Building 

," "- 35 Juan Luna street 

Chinese Embassy 5-32-45 2038 Dewey Boulevard 

oF· F:::-ench Embassy 5-79-46 656 Vito Cruz 

Japanese Embassy 5-42-78 650 Dewey Boulevar.d 

Korean Legation 5-53-96 1730 Indiana Street, 1-1alate 

Netherlands Legation 5-45-63 1808 Dewey Boulevard 

Viet Nam Embassy 5-76-10 554 Vito Cruz, Ualata 

*r , r,epl"eSents 1'1:;.1.".)10 and I.",;; Zealand 
** Represents Cambodia 



... '" 
SHOPPING GUIDE 

The main shopping centres are in A. lliiabini Street, near the Bay View 
Hotel, and in Escolta and Rizal Avenue in IIdown town" Manila. 'The more expen
sive stores are on A. Habini and the Escolta but they offer a wide and attractive 
selection of souvenir items. A list of recommended stores is given below : 

PHILIPPINE HANDICRAFTS 

items. 
better. 

TESORO: 1351 A. Habini 

A ve~ popular store with tourists. It has a good collection of souvenir 
A little more expensive than other stores, but the quality of goods is 

FABRICS 

THE HIGHLAND SHOP: 1505 A. Mabini 

Distributor of Lepanto fabrics, a local product. Exclusive designs. 

-. JEWELLERY 

~ " VEIAYO: 292 Escolta 

REBULLlDA: 257 Escol ta 

Both of these stores deal in fine local jewellery. Old Spanish and 
American gold coins may also be bought here. 

MUSIC 
L.R. VILLAR: 264 Escolta 

Philippine music in single records or albums; recommended items are the 
local folk dances and songs. 

BOOKS 

PHILIPPINE EDUCATION: 1104 Castillejos 

Books of all kinds on the Philippines; recommended items are those on 
local dances. 

, , PHOT(X}RA.PHY 

JroDAK STORE: 400 Escolta 
F. BIANCO CAl'fERA SHOP: 563 Isaac Peral (Near WHO BuildiOO) 

Photographic supplies of all kinds. Colour slides of the Philippines 
may be obtained at the Kodak Store. 

PHARMACY 

METRO DRUG CCRPORATIW: Comer A. Mabini St. and Padre Faul11 St. 

MISCELLANEOUS 

AGUINALDO: 600 Echague 

This is one of the best (but more expensive) of Manila's department stores. 
Philippine candies are a speCialty. 

SUPERMARKETS 
UNI'lED: 1195 A. Mabini Street 
AC}£: Padre Faura Street 

For items such as food, stationery, soap, cigarettes, etc. 



A'mMI 
455 Padre Faura 

ALBA 
'j"j2J Florida 

CUCINA lTALIANA 
585 Padre Faura 

CAFE INDONESIA 
Miramar Apartme nts 
Dewey Blvd. 

Nl!.'W EUROPE 
2'Z7 Isaac Peral 

SWISS INN 
lliiramar Apartments 
Dewey Blvd. 

TAZA DE ORO 
421 Isaac Peral 

Ta'lN'S TAVERN 
213 Isaac Peral 

CAS}. MARCOS 
Dewey Blvd. 

OUERNlCA 
1326 M.H. del Pilar 

K\X'S INC. 
21 South F. 
Quezon City 

SKY ROOM & KEG ROOM 
JAI-ALAI Building 
Taft Avenue 

BULAKENA 
2M Dewey Blvd. 

BAYVIEW HOl'EL 
Dewey Boulevard 

MlNlLA HOTEL 
Dewey Boulevard 

EAS TERN HOUSE 
Montinola Building 
A. Mabin! 

TALK OF THE TCWN 
Isaac Peral 

FERINO'S 
Dewey Blvd. 
Near Manila Hotel 

RESrAURANTS 

Japanese cuisine. OnJ.y place where you can 
have "Sukiyaki-

Specialty is Spanish food. Nice atmosphere. 
Hoderate prices. 

Italian cuisine only. Prices a little high 

Hixed cuisine. Specialty is Indonesian food. 
Prices moderate 

International cuisine. Probably the best in 
Manila, but prices are high. 

European cuisine. Prices moderate. Wide 
choice and lunches. 

American cuisine. Meals or snacks. Prices 
moderate. 

American and Russian cuisine. Good food. 
Prices moderate. 

A supper club. Spanish cuisine. Steaks and 
barbeques a speCialty. Spanish music an added 
attraction. Fills up late in the evening. 

Spanish cuisine. Prices moderate. This is 
also a supper club. Spanish musio. 

Some way out of Manila. This restaurant and 
branches specializes in fried chicken. 

The former a supper club and the latter a 
cocktail lounge and grill. You can watch the 
thrilling basque game (Jai Alai) from the Sk;y 
Room. Dance music. Spanish cuisine. 

Philippine ouisine. 

( 
( 
( 
( 
( 
( 
( 
( 

Chinese cuisine. 

Prices are high. 

Almost opposite the WHO Conference Hall. 
refreshments and meals. Prices moderate. 

Light 

Specialty - Philip,Jlne rice cake (bibingka) 

.... 

-
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AttacblleJlt No. , 

SIGHT-sEEING TOURS AND EXCURSIONS 

'!'be Manila Tour Service which has a branch office in the Bay View Hotel 
lobby should be consulted by participants wishing to make arrangements for 
sight-seeing tours or excursions. Special reduced prices are offered for 
parties of 15 or more travelling by motor coach. 

1. Dail,y' tours around Manila (approximately 2-1/2 hours) 

Time: 9:00 a.m. and 2:00 p.m. 

The following points of interest are included : 

San Agustin Church, ManUa Cathedral, Fort Santiago, downtown 
business and shopping district, Universitq of Santo Tomas, Malaca1\ang 
Palace, Government Centre. 

Time is allowed for photograph.y. 

Price; Individuals,by car, with English-speaking guide n.oo per person. 

Party of 15 or more, by motor coach 15.00 per person. 

2. Daily tour to Tasa.yta,r Ridge (4-5 hours) 

Time: 11:00 a.m. 

Tour takes in Dewey Boulevard, Paraliaque with its view of fishing 
rafts, Las Piiias salt beds, past rice-fields, coconut groves and pa~a 
and banana plantations, climaxed by the magnificent view from Taga.rta.Y 
Ridge which is 2200 feet above sea level. Lunch at the Taal Vista Lodge. 

On return trip, the Las PiMS Bamboo Organ and Forbes Park will be 
seen. A programme of native folk dances can be arranged for parties in 
excess of 20 persons at no extra cost. 

Price: Individuals, by car : 120.00 per person. 

Party of 15 or more, by motor coach: 115.00 per person. 

N.B. - Lunch will be an additional 15.50 per person. 

/ ... 
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3. Pagsanjan tour 

A whole day excursion to Pagsanjan Falls. Beautiful. scenery en route. 
At Pagsanjan, transfer to dugout canoes manned by expert boatmen. The trip 
upstream, passes through Pagsanjan Gorge and jungle scenery to the famous 
Pagsanjan Falls. On the return trip, shooting the rapids is an exciting 
experience. 

Price 150.00 per person (by car). This includes picnic lunch, 
entrance fee to Pagsanjan Lodge and hire of canoe. 

-
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WORLD HEALTH 
ORGANIZAnON • 

ORGANISA nON MONDIALE 
DE LA SANTE 

C~CE ON 
MATERNITY CARE 

Manila, Philippines 
9-20 March 1959 

REGIONAL OFACE FOR THE WESTERN PACIFIC 
BUREAU REGIONAL DU PACIAOUE OCCIDENTAL 

PROORA.Mlo£ FOR THE OP.ENnlG SESSION 

Monday, 9 March 1959 
at 9:00 a.m. 

Wffi/l'CH/IB/6 
6 March 1959 

CRIGlNAL : ENGLISH 

Conference Hall, WHO Building, Isaac Peral st. 

1. Opening address by Dr. I.C. Fang, Regional Director 
World Health Organization, Western Pacific Region. 

2. Address by Dr. W. W1nnicka, Chief', Maternal and Child Health Section, 
WHO Headquarters, Geneva. 

3. Address by Mr. V.W. Wilson, WHO Education Consultant and 
Conference Director. 

4. Adjournment to Conference Hall Lounge. 
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WORLD HEALTH 
ORGANIZATION • 

ORGANISATION MONDIALE 
DE LA SANTE 

COO'ERENCE ON 
Mt\TERNITY CARE 

Manila, Philippines 
9-20 March 1959 

REGIONAL OFFICE FOR THE WESTERN PACIAC 
BUREAU REGIONAL DU PACIAQUE OCCIDENTAL 

INFORMATION BULLETDl NO.7 

WPR/1.'f.j HlIBh 
6 March 1959 

ORIGINAL ENGLISH 

For the group discussions, participants and staff have been assigned 
as fOllows: 

Group I Group II Group III Group IV 

Miss J. Chung Dr. E.M. Alexander Dr. L.T. Au Miss B.J.E. Hough 
Miss M. Farland Dr. K. Biersteker Prof. D. Baird Dr. H. Humann 
Dr. R. Me. Guerrero Mrs. S. Buenafe Prof. T.D. De Mrs. K. 1-finthar 
Mr. 1.L. Keyes Miss E. Lipton Mr. P.B. Edwards Dr. C.S. Oon 
Miss K. Koyanagi Miss H. Uil ton Miss T.Y. Huang Dr. J.Y. Peng 
Dr. B. Maredith Miss T. T. Phong Dr. A. Jongco Dr. J.J.B. Refshauge 
Miss M. Mills Dr. P.T. Por Miss C.H. Kim Miss F. Sulaiman 
Dr. C.K. Ng Dr. T.S. Su Miss M. Lange Dr. Tauzin 
Miss Y.P. Ng Dr. A.D. Warren Miss V. MCKenzie Dr. K. Tsuno 
Dr. C.M. Park Miss M. vlong Dr. F. Munakata Miss L.M. Turnbull 
Prof. J.1. Wright Dr. H.T. Yea Dr. H. C • Murph,y Dr. 1i. Winnicka 
Dr. F. Zarate Hr. V.vI. v/ilson 



TiIll9 

8:00 a.m. 

.. 

10rOO a.m. 

10:.30 a.m. 

12 noon 

2fOO p.m. 

3115 p.m. 

3s.30 p.m. 

4t30 p.m. 

Li' 
.-'..._.' J" ' .. 

Monday, 9th Tuesday, loth 

Group Sessioos 

Topic I 
Opening Session 

Plenary Session Group sess ioo s 
Orientation Topic I 

WM' .::a\.W~J!, u.~ ~'l'J!.dNITI CARE 
) Manila, Phllippines 

, /', . 9-20 March 19S9 
'y, ) 

PROGRAMME : FIRST WEEK 

lAfednesday, 11th Thursday, 12th 

Group Sessioos Plenary Sessioo 

Topic I Group process 

COFFEE BREAK 

Group Sessions Plenary Session 
Topic I Introduction 

Topic II 

(Group reports due 
12 noon) 

L U N C H 

1:30 p.m. Departure 
Plenary Session Group Sessions Bay View Hotel (rus) 
Introduction Topic I 

Topic I FREE FIELD VISITS 

-
COFFEE BREAK 

Group Sessions Group Sessions 
Topic I Topic I 4:00 p.rn. Group 

reports available FIELD VISITS 
in discu as ioo room s-

5:on - Gro~ . See lUI 

5:30-7:00 p.m. 
Plenary Se~ ion 
SUmmary TOfic I 

-
";1·t'd~,~{,+tfftta":f;'f-gr ," ')"d'Syi;' -ii' - ?--", - -. ~ • .-- Met!f 'xM 1m -..e * -mbf"~';- .. h6tt --..--,.;".;,.,;;,' ;04. fJI-.• ,~ \_-

Friday, 13th 

Group Sessions 

Topic n 

Group Sessions 
Topicn 

Group Sessions 
Topic II 

Group Sessions 
Topic II 

(Grout- report s due 
6130 p.m.) 

VPR/MCH/IS/8 
7 March 1959 

saturday, 14th 

Group Sess-ums 

Topic II 

Plenary Session 
Summary Topic II 

Evaluation 

F R E E 

FREE 

I 
: 

• 

1 

',-... ..L ..... /' ..... w' ="7' j 



WORLD HEALTH 
ORGANlZAnON • 

ORGANISATION MONDIALE 
DE LA SANTE 

CCtiFERENCE ON 
MA '.iERNITY CARE 

Manila, Philipp1nes 
9-20 March 1959 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 
BUREAU REGIONAL OU PAOAQUE OCOOENTAL 

INFORMATION BULLETIN NO. 9 

GUIDE FCR GROUP REPORTS 

lrlPR/MCH/IB/9 
7 March 1959 

ORIGINAL ENGLISH 

Each group should feel free to write the report of its discussions in 
whichever w~ suits it best. 

The following suggestions, however, have been found useful in helping 
a group to present a concise account of its work 

1. The topics discussed. 

2. The main points brought out under each topie. 

3. Conclusions reached and pOints of difference. 

4. Arv questions raised by the group which are thought to need 
further study. 



WORLD HEALTH 

• 
ORGAMISA nON NONDIALE 

DE LA SANTE ORGANIZAnON 

CONFERENCE ON 
MATERNITY CARE 

REGIONAL OFACE FOR THE WESTERN PAOFIC 
BUREAU REGIONAL DU PACIROUE OCODENTAL WPR/l'1CH/IB/IO 

B March 1959 

Manila, Philippines 
9-20 March 1959 ORIGINAL: ENGLISH 

1. 

INFORMATION BULLETIN NO. 10 

GUIDE FOR GROUP CHAIRMAN AND REPORTER 

The Group Chairman takes an active part in the discussion and also guides 
the group by : 

(a) seeing that the objectives are clear, 

(b) seeing that each group member contributes to the discussion, 

(c) interpreting the opinions of the group, 

(d) summarizing progress at suitable stages, 

(e) summing up the group's main findings and conclUsions at the end of 
the discussion. 

2. The Group Reporter takes part in the discuss.ion and also: 

(a) keeps notes of the main points of the diSCUSSion, 

(b) helps the Chairman in summarizing pOints during the discussion. 

(C) prepares the Group Report with the Chairman and a03' other group 
members nominated. 



Time I Mond~, 16th I 
i 

8,00 a.m. Plenary Session 

Introduction 

Topic III 

-,~.-

10:00 a.m. 

10:30 a.m. Group Sessions 

, 

12 noon 

2:00 p.m. Group Sessions 

, 
, ! 

3:15 p.m. 

3:30 p.m. Mutual Interest 
Sessions 

* 

, ...... ) 
. , CONFERENCE ON MATERNITY CARE 

Manila, Philippines 
9-20 March 1959 

PROGRAMME: SECOND WEEK 

Tue sd~, 17th Wedne sd~, 18th , 

Group Sessions Group Sessions 

, 
I 
l 

COFFEE BREAK 
I 

Group Sessions PlenaI}' Session 

Summary Topic III 

• 

I 

! 

. 
Steering Committee L U N C H 

lfutual Interest 

Sessions VISITS 

~ 

COFFEE BREAK 

FREE 

VISITS 

Reports in by : 

4:30 p.m •. 

, J 

\J 

Trru.rs~, 19th I 
Plenary Session 

Introduc tion 

Topic IV 

Group Sessions 

Group Sessions 

; 

Group Sessions 

Reports in by : 

6:30 p.m. 

I 

WPR/MCH/IB/12 
14 March 1959 

Frid~, 20th --
8-9:00 a.m. 
Group Sessions 

9-10:30 a.m. 
PlenaI}' Session 
S~~ Topic IV I .. 

I 
I 

--l 

I 

Report on Evaluation 

-. 

2:15 p.m. 

Closing Session 

., 

-~ 
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BIBLIOGRl.PHY & REFEP . .Ei'lCE NflTER.IAlS 

ORIGINj.L: ENGLISH 

A selected list of books, pe~phlets and articles available in the 

Conference Library and Reading Room, Room No. 54, 4th Floor, is attached. 

Subject 

General Reference 

Health Education 

School Henl th 

Nutrition 

Mental Health 

Nursing 

rublic Health Nursing, District Nursing 

Paediatric Nursing 

Obstetric Nursing 

Maternal and Child Health 

Obstetrics and Gynaecology 

Midwifery Education, Services, Legislation etC. 

Paediatrics 

Diseases in Children 

Infant and Naternal Mortality 

Child Growth and Development 

Infant Care and Nanagement 

Accidents in Childhood 

The Child in Hasp i tal 

Social Paediatrics 

2 

2 

3 

4 

6 

8 

9 

10 

II 

II 

13 

15 

17 

18 

19 

20 

21 

23 

23 

21. 
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Ref. 

GENERlI..L REFrnENCE 

AU: BlBkiston's New Gould Medical Dicti0naIY ' 
New York, Blakiston, 1953. 

UL.AL 

AK 

IX.AK 

IX.AL 

UT 

JOH 

1294p. 

Carter, G.B. and Dodds, G.H. 
A Dictionary of Hidwifery and Public Health 
London; Faber and Faber, 1953 
686p. 

Fowler, H.W. and Fowler, F. G. 
The Concise Oxford Dictionary of Current English 
London, Oxford University Press, 1951 
1563p. 

The American Nurses Dictionar,y 
Alice P. Price, ad. 
Philadelphia, Saunders, 1949 
656p. 

Young, H. et. ale 
Lippincott's quick Reference Book for Nurses 
Philadelphia, Lippincott, 1955, 7th ed. 
727p. 

HEALTH EDUCATION 

American Council on Education 
Helping Teachers Understand Children 
Washington, D.C., The Council, 1945 
469p. 

Barrett, R.E. 
Guide to Health Education in Tropical Primar,y Schools 
London, Longmans, Green & Co. Ltd., 1955 
Hlp. 

JQL Coops, Helen L. 
Health Education in Elementary Schools - activities, 
materials and methods 
New York, A.S. Barnes & Co., 1950 
279p. 
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JQL Gamlin, R. 
Education and Health 
London, James Nisbet, 1948 
372p. 

JQL Grout, Ruth E. 

JQL 

Health Teaching in Schools 
Philadelphia, Saunders, 1953, 2nd ed. 
353p. 

SCHOOL HE:LLTH 

American Association of School Administrators 
Health in Schools - 20th Yearbook 
Washington, D.C., the Association, 1951 
477p. 

JQL Anderson, C. 
School Health Practice 
st. Louis, C. V. Mosby, 1956 
560p. 

JQL Chenoweth, L.B. arrl Selkirk, T .K. 
School Health Problems (with an outline on school health administration) 
New York, Appleton Century Croffts, 1940, 3rd ed. 
4l9p. 

JQL Fulton, J.T. 
Experiment in Dental Care - results of New Zealand's use of 
school dental nurses 
WHO Monograph Series No. 4 
8']p. 

JQL Gamlin, R. 
Modern School Hygiene 
London, James Nisbet & Co. Ltd., 1950 
480p, 

JQL Hyswander, Dorothy E. 
Solving School Health Problems 
New York, The Commonwealth Fund, 1942 
277p. 

JQL Turner, C. 
School Health and Health Education - with special consideration of 
the teachers' part in the school health programme. 
St. Louis, I'losby, 1952, 2nd ed. 
472p. 
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JQL UNESCO. 
School Meals. and Clothing 
Paris, UNESCO, 1951 (based on infoI'!Tl2.tion supplied by Ministries 
of Education of 43 countries) 
USp. 

JQL United States, California State Department 
Vision Testing of School Children 

JQL 

San Francisco, California state Department of Public Health 
15p. 

United States Federal Security .~ency 
Priorities in Health Services for Children of School l~e 
Washington, D.C. Government Printing Office 
24p. 

JQL United States Health Education Council of New York and Minneapolis 
Suggested School Health Policies - a charter for school health 
1946, 45p. 

JQL United States National Conference for Cooperation in Health 
Education 
The School :.dministrator, Physician and Nurse in the School Health 
Programme 
Washington, D.C., Government Printing Office 
SOp. 

World Health Organization 
Expert Committee on School Health Services - Report of First Session 
Tech. Report Series No. 30 

World Health Organization 
School Health Services in Europe 
WHO Chronicle, 2, 269-280 

NUTRITION 

JFG Eckles, Clarence H. and Combs, W.B. 
Milk and Milk Products 
New York, McGraw Hill, 1951 
454p. 

BEXR Food and Agriculture Organization 
Rice and Rice Diets - a nutritional survey 
Rome, FAO, 1952 
72p. 
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BEXR Food and 1.gricu1:ture Organization 
Calorie Requirements 
Rome, FAO, 1950 
65p 

BEXR Food and Agriculture Organization 
Teaching Better Nutrition - a study of approaches and techniques 
Washington, D.C., 1950 
148p. 

BEXR Food and Agriculture 
Food Composition Tables (for international use) 
Washington, D.C., 1949, 56p. 

Foy, H. and Kondi, A. 
itJlaemias of the Tropics - relation to iron intake absorption 
and losses during growth, pregnancy and lactation 
Journal of Tropical Medicine and Hygiene, 1957, 60, 105-118 

BEXR Jelliffe, D. 
Infant Nutrition in the Tropics and Sub-Tropics 
Geneva, WHO, 1955, Monograph Series No. 29 
237p. 

Levine, S.Z • 
Seminars on Infant Hetabolism, Leyden and Stockholm 
WHO Chronicle, 1950, Vol. !z., 359-361 

BEXR Nicholls, Lucius 

uu 

Tropical Nutrition and Dietetics 
London, Bailliere, Tindall and Cox, 1951 
476p 

Nurgc, Ethel 
Infant Feeding - the suckling and "leanli 
GUinhangdan, Leyte, Philippines, 19 
14p. 

Paterson, D. and Smith, J.F. 
Modern Methods of Feeding in Infancy and Childhood 
London, Constable Publishers, 1947 
184p 

Ritchie, Jean A.s. and Kung-Wagner, Berta 
Education in Nutrition - a selected list of naterial (bibliography) 
Rome, FAO/5713/20?O 
74p. 
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BEXR 

UR.F 

World Health Organization 
Infu.'1t Metabolism - proceedings of seminars on 
L01Jden and Stockholm, October-November 1959 
New YDrk, MaclHllan, 1956 
435p 

World Health Organization 
Expert Committee on Nutrition (Joint F:. o/WH 0 ) 
First Report - Technical Report Series No. 16 
Second Report - Technical Report Series No. 44 
Third Report - Technical Report Series No. ?2 
Fourth Report - Technical Report Series No.9? 

World Health Organization 
study Group on Iron Deficiency Anaemia 
Geneva, 29 September to 4 October 1958 
MHO/AS/125.58 
18p. 

World Health Organization 
Manual on Nutrition 
Part I - Geneva, 1952, 5Sp. 
Part II -

~erud, K.T. et al 
Maternal Nutrition and Child Health 
Washington, Natiol'llll Research Council, 1950 
1?4p. 

MENTAL HEALTH 

Aldrich and Aldrich 
Babies are Human Beings 
New York, MacNilln.n, 1954 
122p 

Behrendt, H. 
Diagnostic Tests for Infants and Children 
New York, Intarscience Publishers, 1949 
529p. 

UR.F Bowlby, John 
Haternal Care and Nental Health 
WHO, Geneva, 1951, Nonogra.ph Series No.2 
194p. 
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UR.F Canada. Department of National Health ani Welfare 
Education for Expectant Parents - a manual for nurses 
ottawa, the DepartmEnt, 1956 
75p. 

UR.F Caplan, G. 

JQMC 

UTX 

Emotional Problems of Early Childhood 
New Yo"rk, Basic Books, 1956 
544p. 

Griffiths, R. 
The Abilities of Babies - a study in mental measurement 
New York, McGraw Hill, 1954 
229p. 

Irvine, E. E. 
Mental Health Aspects of Antenatal and Postnatal Care 
Mother and Child, London, 1957, 28, 118-120 

Materni~ Center Association 
The Roots of Hcntal Health in Maternal Care 
Haternity Center Briefs 
)p. 

Penrose, L.S. 
Hereditary Influences in relation to the Problem of Child Adoption 
~JHO Bulletin, 1953, 2, 417-422 

Ribble, Margaret A. 
The Personality of the Young Child 

-.' 

-
UR.F 

New York, Columbia University Press, 1955 
126p. 

The Righ ts of Infants, early psychological needs 
New York, Columbia University Press, 1953 

and their satisfaction ' .. oJ 

126p. 

UR.F Schwarz and Ruggieri 
Parent-Child Tensions 
Philadelphia, Lippincott, 1958 
238p. 

UT 

Wheeler, J. vlilson 
Human Relations in Maternal and Child Health Administration 
Geneva, WHO/HCH/58, 1955 
IBp. 

Whiting, J.W.M. and Child, I.L. 
Child Training and Personality 
New Haven, Yale Universi~ Press, 1953 
353p. 
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UR.F Witmer, H.L. ed. 
Pediatrics and the Emotional Needs of the Child 
New York, The Connnonwela.th Fund, 1948 
l80p. 

UT Witmer, Helen L. and Kotinsky, Ruth (ed) 
Personality in the Making 

PP.SJ 

IX.AS 

Midcentury White Conference on Children and Youth 
New York, Harpers, 1952 
454p. 

\<lorld Federction for Mental Health 
Mental Health and Infant Development 
london, RoutJ.edgc end Degan Paul Ltd. 1955 
Vol. I - papers and discussions, 30Bp. 
Vol. II - case histories, 289p. 

World Health Organization 
Joint Expert Committee on the MentalJ,y Subnormal Child 
First Report - Technical Report Series No. 58 

Mental Health and Child Development 
WHO Chronicle No.1, 31-41 

Mental Health in Childhood - Western Pacific Seminar 
WHO Chronicle No • .§., 266-269 

NURSING 

Japan, Ministry of Health and Welfare 
Report on Nursing and Hidwifery in Japan 
TOkyo, The ~iinis try, 1953 
35p. 

Natioml League for Nursing 
Nurses for a Growing Nation 
195'7, the League 
31p. 

New Zeala.rrl 
The Nurses nnd Midwives Regulations 
1947, 7?p. 
The Nurses and Midwives flc t 
1945, 24p. 

Philippines 
A Curriculum Guide for Philippine Schools of Nursing 
Manila, Filipino Nurses Association, 1956 
465p • 
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IX.UR 

UL 

IXUW 

United States California State Department of Health 
A Guide to Nursing Care for Materniw Patients and Newborn 
Infants in Hospitals 
San FranciSCO, The Dppartment, 1950 
36p. 

West, J. 
Congenital Malformations and Birth Injuries - A handbook 
Associa tion for the ,lid of C rippled Children, New York 
1954 

Wiedenbach, E. 
Family-centered Maternity Nursing 
New York, G.P. Putnam Sons, 1958 
345p. 

"\oJor)rl Hep.lth Organization 
Expert Committee on Nursing 
First Report - Technical Report Series No. 24 
Second Report - Technical Report Series No. 49 
Third Report - Technical Report Series No. 91 

of nursing 

Four Report - Technical Report Series No. _ (Public Health Nursing) 

Expert Committee on Nursing Education 
Report of the Working Conference - Technical Report Series No. 60 

Seminar on Categories and Functions of Nursi Personnel 
Delhi, .August 195 , "\olHO Regional Office for Southeast Asia 
39p. with annexes 

Nursing Education in Taiwan 
1.mO Chronicle, ~, 302-304 

Nurses - their Education and Role in Health Programmes 
WHO Chronicle, 10, 207-216 

Public Health Nursing, District Nursing 

IXK Merry, E.J. and Irven, I.D. 
District NurSing, 2nd cd 
London, Bailliere, Tin:l.all and Cox, 1955 
262p 

IXK National League for Nursing 
Public Health Nursing Manuals - a guide for their development 
New York, The League, 1955 
122p 

IXK A Guide for Public Health Nursing Services 
New York, The League, 1955 
55p. 

I \ •• 
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QUeen's Institute of District Nursing 
Outline of District Nursing 
London, The Queenls Institute, 1954 
55p. 

IXK Freeman, Ruth B. 

IXK 

Techniques of Supervision in Public Health Nursing 
Philadelphia, \V'.B. Saun:lers, 1949 
466p. 

Gardner, Mary Sewall 
Public Health Nursing 
Ne-.r York, MacMillan, 1949 
476p. 

IXK Gilbert, Ruth 
The Public Health Nurse and her Patient 
New York, The Commonwealth Fund, 1951 
34Bp. 

IXK National Organization for Public Health Nursing 
Manual of Public Health }Iursing 

IXU .UR 

!XU.UR 

IXU.UR 

IXU.UR 

New York, NacMillan, 1948 
529p. 

Paediatric Nursing 

Benz, Gladys S. 
Paediatric Nursing 
St. Louis, C.V. Mosby, 1948 
638p. 

Craig, '-1.5. 
Nursing Care of the Newlyborn Infant 
Edinburgh, E.S. Livingston, 1955 
4?2p. 

Crump, Nargaret 
Improverocnt in Paediatric nursing 
University of Wisconsin School of NurSing, 1957 
13p. 

Lovely, Evelyn M. 
The Nursing of Sick Children 
Edinburgh, E.S. Livingston, 1951 
120p, 
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IXU.UR 

nU.UA 

UL 

UL 

Sellew, Gladys et al 
N-ursing of Children, 6th ed. 
Philadelphia, W.B. Saunders, 1949 
486p. 

Obstetric Nursing 

Crossen, R.J. and Campbell, A.J. 
Gynaecological Nursing, 4th ed 
st. Louis, C.V. Mosby, 1951 
256p. 

Davies, M. and Carmon, Habel C. 
DeLee's Obstetrics for Nurses, 14th ed. 
Philadelphia, Saunders, 1947 
64Op. 

Ingram, Ruth 
Obstetrics for Nicronesian Nurses 
1956 
174p. 

UL Zabrieskie, L. and Eastman, N.J. 

UR.F 

Nurses Handbook of Obstetrics 
Philadelphia, J.B. Lippincott, 1952, 9th ed 
695p. 

MATERNAL AND CHIID HEi'..LTH 

Aubry, Jenny 
La carence de soins maternelles 
Paris, Centre International de llenfance, 1955 
18Sp. 

UR.F Austrnl;j.a, Department of Health 
Healthy Hotherhood -
Sydney, the Department, 1957 

4Sp. 

Bierman. J .M. 
Maternal and Child Health in the Developing Countries 
- progress, problems and promise 
American Journal of Public Health, 1958, 48, 888~897 

Boek, W.E. et 0.1 
Medical and Hospital Care during Pregnancy and Early Infancy 
Paediatrics, 1958, 22, 538-547 
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UL 

UR.F 

.-... UR.F 
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Browne, F.J. ani Brown, J.C .M. 
Ante-natal and postnatal Care, 8th ed 
London, Churchill, 1955 
6?2p. 

Bulletin il.Cademique National Medicin Paris 
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La Protection Hatern~lle et Infantile en Afrique Occ. Francaise 
Paris, Le Bulletin, 1957 

Canada, Division of Child and YJaternal Health, Departlnent of 
National Health and Welfare 
The Canadian Mother and Child (English and French) 
Ottawa, The Department, 1949 
232p. 

Caplan, G. 
Psychological Aspects of Maternity Care 
American Journal of Public Health, .1957, 47, 25-31 

Freedman, L.Z. and ThoMS, H. 
Observations on Training for Childbirth 
Journal of the iunericsn Medical Women's 1.ssociation 
1958, 13, 46-51 

MoLelland, M. and Clements, F .W. 
Maternal Understanding and the P 
Medical Journal of Australia, 195 

Myles, F .F. 
The Art of Teaching :t-1othercraft 
Nursing Mirror, 1958, 2758, iii-v; 2759, iv-vi; 2760, V-Vii; 2761, xi-xiii • 

New Zealand, Department of Health 
The Maori Nother and her Child 
Wellington, 1949, 
39p. 

Schlesing(;;r, E.R. and Allawan, N.C. 
Use of Child Loss Data in Evolving Priorities in Maternal 
Health Services 
iuncrican Journal of Public Health, 1957, ![l, 57J-577 

Segi, Mitsuo 
Statistical Study of l1aternal Health in Japan 
Sendai, Japan, 1949 
24p. 

Senecal, J. and Facet, N. 
Protection maternelle et infantile et nutrition - realisation pratiques 
Bulletin Ecole prep. Med. Pharm., Dakar 
1956, ~, 121-122 
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UR.F United states South Carolina State Board of Health 
The Expectant l>iother and Father 

UL 

UL 

UL 

1948, 52p. 

World Health Organization 
Development of Maternal and Child Welfare in Turkey 
WHO Chronicle, Vol. 11, No. 2 

E ert Committee on Maternal and Child Health 
irst Report - Official Records o. 1 , p. 35-48 

Second Report - Technical Report Series No. 115 

Bibliography - some suggestions for reference materials 
suitable for personnel in maternal and child health projects 
MH/AS/125-56 
5p. 

Expert Committee on Maternity Care 
First Report - A preliminar,y survey, Technical Report Series No. 51 

Review of Maternal and Child Health Activities and Related 
Trainin of professional and Auxiliary Health ,,/orkers 
JCIO CEF-WHO 2, 1957 
65p. (WHO/HCH/64) 

OBSTETRICS 1.ND GYN:.ECOIDGY 

Bowes, Kenneth, ed. 
Modern Trends in Obstetrics and Gynaecology 
London, Butterworth, 1955 
407p. 

Brew, Alan 
Eden and Hollandls Nanual of Obstetrics 
London, Churchill, 1948 
796p. 

Cunningham, John F. 
Textbook of obstetrics, 2nd ed. 
London, Heinemann, 1954 
499p. 

UL De Lee, J.B. and Greenhill, J.r. 
Principles and Practice of Obstetrics 
PhiladelPhia, Saurrlers, 1948 
lOllp. 

UL Greenhill, J.F. 
Analgesia and Anaesthesia in Obstetrics 
C.C. Thomas, 1952 
S5p. 
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UNO Joint Committee of the Royal College of Obstetricians and 
Gynaecologists and the Population Investigation Committee 
Materni'tiY" in Great Britain 
London, Oxford Universi'tiY" Press, 1948, 252p. 

UL Lull and Kimbrough 
Clinical Obstetrics 
Philadelphia, Lippincott, 1953 
?32p. 

UL Materni'tiY" Center Associa tion 

UL 

UL 

A Baby is Born (English am French) 
New York, the Center, 195? 

Birth Atlas 
New York, the Center, 1958 

Miller, ~vans and Haas. 
Human Parturition 
Bal t:iJnore, Williams and I'lilkins, 1958 
248p. 

UL Nixon, W.C.W. and Hickson, E.B. 

UL 

UL 

A Guide to Obstetrics in General Practice 
London, Staples Press, 1953 
301p. 

Rannels, H .1-1 • 
The Role of the Trained Obstetrician in a Rural Medical Center 
Obstetrics and Gynaecology, 1956, §!" 189-195 

Spcert and Guttmacher 
Obstetric Practice 
New York, McGraw-Hill, 1956 
4?Sp. 

Stapes, M.C. 
Contraception (birth control) 
A manual for medical and legal professions 
London, Putnam & Sons, 1952, 8th ed. 
5O?p. 

UL West, J.S. 
Congenital Malformations and Birth Injuries 
New York, Association for the Aid of Crippled Children, 1954 
l?8p. 

UL World Health Organization 
Manual on Obstetric Nursing (Chinese) 
Nursing Education Project, Taiwan 
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MIDWIFERY EDUGi,TION, SERVICES, LEGISU .. TION ETC 

UL Alaska, Department of' Health, Section of Nursing 

UL 

Midl.drery Teaching Guide and Manual for Public Health Nurses 
Juneau, the Department, 1955 
66p. 

Australia 
Regulations relating to the Training, Examimtion, Registration 
and Practice of Midwives 
Melbourne, W.M. Houston, Government l-'rinter, 1956 
2Sp. 

Berkeley, Sir So~ 
Pictorial Midwifery, 4th ed. 
London, Bailliere, Tindall and Cox, 1952, l63p. 

UL Brown, R.C. at al 
Midwifery 

l!L.AK 

UL 

London, E. Arnold, 1956 
892p. 

Carter, G.B., and Dodds, G.H. 
A Dictionary of Midwifery and PUblic Health 
London, Faber and Faber, 1953 
686p. 

Central Midwives Board 
Suggestions and Instructions Regarding the Conduct of the 
Course of Training of ?upil Midwives 
London, the Board 
4?P. 

UL Handbook Incorporating the Rules of the Central Midwives Board 
London, the Board, 1955 (Midwives Act 1951) 

ID2p. 

Federation of Malaya 
The Midwive$ Ordincnce, 1954 
Kuala Lumpur, 7p. 

Fell, Frances and Latorre, S. 
The Preparation of the Nurse Midwive as a Teacher and Supervisor 
of Midwives in the Philippines 
WHO/NURS/61 
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UL 

UL 

UL 

Johnstone, R.W. 
A Textbook of Midwifery for Students and Practitioners 
wndon, Adam and Charles Black, 1952, 15th ed. 
586p. 

International Confederation of Midwives 
Report of the International Congress, London 
September 4-ll, 1954 

Maternity Care Association 
Twen Years of Nurse~idwife 1933-1953 

ew York, the Associc·.tion, 1 55 
;!.24p. 

MB¥es, Mary and Gannon, M.A. 
Handbook for l'ti.dwives and l'1a.ternity Nurses 
London, Bailliere, Tindall and Cox, 1950 
496p. 

UL Myles, Margaret F. 

UL 

UL 

UL 

UL 

A Textbook for Midwives 
London, E & S LiVingstone Ltd., 1956 2nd ed 
?llp. 

Papua and New Guinea, Dopartment of Health 
Hints to Papuan and Haternal Welfare Trainees 
The Department, Infant and Maternal Welfare Section 

Philippines, Department of Health 
Maternity Service I-ianual for Nurses and Midwives 
Manila, the Department, 1956 
lllp. 

Philippines, Manila Health Department 
Manual for Hidwives by M.R. Ordonez, et al. 
Manila, the Department, 1955 
59p. 

Shaw, Wilfred 
Textbook of Midwifery, 3rd ed 
London, Churchill, 1949 
649p. 

UL United States Federal Security Agency 
Manual for Teaching Midwives 
Washington, D.C., The Children's Bureau, 1948 
13?P. 

World Health Organization 
Expert Committee on Hidwifery Training 
First Report - Technical Report Series No. 93 
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UL "Talker, Arnold 

OR.AR 

OR 

Berkeley IS Handbook of Nidwifer,y, 14th ed 
London, Cassell, 1953 
4l1p. 

PAEDL\TRICS 

The American Academy of Paediatrics 
Child Health Services and paediatric Education 
Report of the Committee for the study of Child Health Services 
New York, the Commonwealth Fund, 1949 

De Sanctis, Adolph G. and Varga, C. 
Handbook of raediatric Medical Emergencies 
St. Louis, Hosby, 1956 
389p. 

UBA Dunham, Ethel 
}remature Infants - a manual for physicians 
New York, Hoeber and Harper, 1955 
459p. 

OR Gairdner, Douglas 

UR 

OR 

OR 

Recent Advances in Paediatrics 
London, Churchill, 1954 
4?Op. 

Gaisford, W. and Lightwood, R. 
Paediatrics for the Practitioner (3 volumes and 3 supplements) 
London, Butte::-worth, 1953 

Hsing, C.T. 
Local Complications of BeG Vaccination in Pre-School ani Newborn 
Newborn Babies 
WHO Bulletin, 1954, g, 1023-1029 

Nelson, ':lalcb E., editor 
Textbook of Paediatrics 6th edition 
Philadelphia, J.B. Saunders, 1954, 15S1p. 

Paterson and McCreary 
Paediatrics 
Philadelphia, Lippincott, 1956 
654p. 

Shir ley, Hale F. 
Psychiatry for the l'aediatrician 
New York, the Commonwoith Fund, 1948 
442p. 
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FDP 

uw 

UR 

!XU.UR 

Uni ted States Public Health Service 
A Type Plan for a Paediatric Hospital Unit 
Pencil Points and Progressive iU'chitecture, August 1945 

Veeder, Borden S,' ed. 
Faediatric Profiles 
Journal of Paediatrics, Hovember 1954 to November 1957 
St. Louis, Mosby, 1947, 267p. 

Veeneklass, G.N.H. 
Paediatric Education in Europe 
Basel Stuttgart Benno Schwake & Co. 1957 
58p 

World Health Organization 
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New Developments in the ~rotection of Children by Vaccination 
WHO Chronicle, ~, 343-347 

study Group on Paediatric Education, stockholm 
30 July to 4 August 1956 
WHO/MCH/63 1956 
22p. (also as Technical Report Series No. 119) 

Teaching of P aadia trics in La. tin -1unerica 
WHO Chronicle, ~, 195-201 

DISEl.sES IN CHILDREN 

Davies, J.N.P., et al 
Kwashiorkor 
London, Edward Arnold, 1954, 
30Bp. 

Holt, L.N. and McIntosh, R. 
Holt's Diseases of Infancy and Childhood 
New York, Appleton, Century Crofts, 1954 
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