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A. Introduction
 

The Development and Evaluation of Integrated De­

livery Systems (DEIDS) contract is designed to assist countries to
 

demonstrate that within seven years a health delivery system
 

can be developed to provide services including, but not limit­

ed to, Maternal and Child Health, Family Planning and Nutrition,
 

which are accessible and acceptable to two-thirds of a target
 

population. The projects are to cover large population groups
 

in predominantly rural areas. They will utilize in-country
 

resources for the service-component, although external assistance
 

is available for planning, evaluation, training and limited
 

essential equipment. Successful health delivery systems are
 

subsequently expected to be replicated in the respective
 

countries and regions.
 

Since the contract does not specify a pattern to be
 

applied, DEIDS planning teams have great freedom in their nego­

tiations with host countries regarding the "what" (specific
 

objectives), the "who" (kinds of personnel to be utilized), and
 

the "how" (task assignment and procedures).
 

The American Public Health Association, as project
 

coordinator and manager, has worked with consultants to develop
 

these MCH guidelines to assist DEIDS planning teams and the
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host 	countries concerned. Consultants and staff were asked to
 

prepare background papers on priorities in several aspects of
 

maternal and child care in preparation for discussion with a
 

sniall group of consultants. 

The 	notes on pediatric and child health procedures
 

(including nutrition), were compiled by Dr. D.B. Jelliffe.
 

Maternal care procedures proposed for the Population Council
 

projects were supplied by Dr. Howard Taylor. Notes on priorities
 

in family planning were prepared by Dr. D.T. Rice. In addition
 

to these papers, the following materials were mailed to each
 

participant about two weeks before the meeting:
 

1. 	Summary of DEIDS oblectives and procedures -- by
 

the staff
 

2. 	Setting the Scene of DEIDS -- by Dr. D.T. Rice
 

3. 	Guidance Notes for Nurses in the "Under-fives"
 

Welfare Center -- by David Morley
 

4. 	Nutrition Programs for Preschool Children
 

(Z,.qreb Guidelines) - by Derrick B. Jelliffe
 

and 	E.F. Patrice Jelliffe
 

5. 	Excerpts from Feeding the Preschool Child -- PAG 

Ad Hoc Working Group 

6. 	A New Look at Multimixes for the Caribbean --

E.F. 	Patrice Jelliffe
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On April 12, 1973, a number of pediatricians, gyne­

cologists, public health administrators and nurse-midwives
 

drawn from schools of public health and medicine, state bureaus
 

of MCH, private practice, foundations, international agencies
 

and federal agencies, met with DEIDS staff to discuss these
 

papers on priorities in MCH services. The group was expected
 

to concentrate on adding and subtracting procedures and re­

ordering priorities. However, most of the time was devoted to
 

statements regarding pertinent philosophies, the need for more
 

specific objectives, the function and place of evaluation,
 

particular experiences of other similar projects, and the de­

sirability for integration of all health activities.
 

Preparation of the MCH Guidelines has been the re­

sponsibility of Dr. Donald T. Rice of the DEIDS staff. They
 

are based on the background papers for and statements made at
 

the April 12, 1973 meeting, although several other ideas have
 

also been developed. Appropriate suggestions generated at a
 

later meeting of foreign consultants are also incorporated.
 

Other staff of APHA and Dr. Thomas Hyslop have contributed to
 

their present content. This condensation of thinking on the
 

subject should assist planning teams in understanding the con­

cepts behind DEIDS and will promotc consistency among the
 

four projects.
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B. 	 Principles 

1. 	Ecology of Health.
 

'Each country project will be planned on the basis of
 

ecological conditions, defined very broadly, which exist
 

in that country. Important aspects of the ecology of
 

health services are:
 

a. Disease patterns.
 

An ecological diagnosis needs to be made from
 

available literature, from locally available
 

hospital and health center data and, if feasible,
 

from community assessment.
 

1) Common conditions expected to exist in
 

connection with pregnancy are anemia, mal­

nutrition, abortion, and difficult labor.
 

2) 	 For newborns, tetanus, birth trauma, septicemia, 

and monilia will be frequently fourd conditions. 

3) 	The general morbidity pattern in infants and
 

preschool children in the community will proba­

bly encompass the "Top Ten" common conditions:
 

malnutrition, pneumonia, diarrheal disease,
 

tuberculosis, malaria, intestinal parasites,
 

measles, whooping cough, accidents and anemia,
 

along with other less serious conditions, such
 



as conjunctivitis, skin infections, and
 

chronic otitis.
 

b. Health services structure.
 

The planning team will need to know the current
 

method of providing health care in the project area.
 

Such knowledge will include the staffing pattern
 

and distribution of facilities of the official
 

health program, as well as that of any voluntary
 

organizations active there. In addition, the po­

tential usefulness of indigenous practictioners in
 

the overall, integrated system should be considered.
 

c. Resources.
 

In addition to information about the existing
 

personnel and facilities, details are needed about
 

the financial resources available for use in the
 

project area and potential sources of additional
 

personnel, funds or supplies.
 

d. Cultural aspects.
 

These factors are so numerous and so important to
 

the success of a project that it is difficult to
 

know what to exclude. Continuous guidance should
 

be obtained from knowledgaazle nationals. Some
 

cultural constellations which need to be considered
 

are:
 



1) crop patterns and food preferences
 

2) beliefs about causation and cure of disease
 

3) faith in and use of indigenous healers
 

4) attitudes of the medical establishment towards
 

auxiliaries and indigenous healers 

5) 	child care and rearing practices, with possible
 

differences related to sex. 

.6) maternal care practices
 

7) status of women
 

8) modes of transportation
 

9) literacy rates
 

10) health sophistication level
 

11) value assigned to education, with possible
 

differences related to sex.
 

12) perceived needs of the population for health
 

and family planning services.
 

2. 	Community Involvement
 

Planning must include definite and adequate arrange­

ments for the involvement of the conmunity. Planners must 

take into consideration the perceived needs of the rural
 

people. A plan based on needs that are proposed by a
 

foreign group, or the elite in the health department, no
 

matter how technically correct, can be endangered because
 

it may miss the real needs as perceived by the people to
 

be served.
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One step in a community involvement is the selection
 

of volunteers and paid workers from, and possibly by, the
 

community. In addition, every attempt should be made to
 

have the community supply as many resources as possible,
 

such as housing, food for feeding programs, and labor for
 

health improvement projects.
 

A tendency in planning is to underestimate the role
 

that the community can play. However, in order to capital­

ize on community participation, the plan must allocate
 

sufficient resources to stimulating, organizing and main­

taining the functions of community participation and
 

action.
 

3. Integrated System
 

The degree of integration possible will differ in each coun­

try, but planning teams should negotiate for the maximum inte­

gration of MCH, family planning and nutrition programs. Inte­

gration of family planning may have to be discreetly approached
 

in Afican projects and in countries which have an autonomous,
 

vertical family planning program. Other vertical health programs
 



may resist integration, although they realize that their
 

only hope for long-term effectiveness is in the health
 

services delivery system.
 

Health education activities must be integrated into
 

the health services delivery system. Health education
 

components have to be carefully planned and coordinated
 

with the other health services, as care must be taken not to
 

develop expectations which are beyond the capability of
 

the communities or the health program to meet.
 

In addition to the official health structure, the
 

semi-voluntary health organizations, such as Red Cross,
 

Tuberculosis Association, and truly voluntary health and
 

medical activities of indigenous and foreign charitable
 

groups must be taken into consideration. In most situa­

tions. coordination can be increased and integration of
 

services may be possible in certain cases. 

Indigenous practitioners of various sorts are usually
 

found in any area and their cooperation should be elicited
 

and the possibility of their integration must be con­

sidered.
 

Beyond the health department there are usually other
 

closely related government activities which may possibly
 

be integrated, or at least become coordinated with the
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proposed health system. Agricultural extension, community
 

development, and home economics or mothercraft activities
 

are some of the obvious ones.
 

4. Innovations
 

Without innovation there would be no improvement in
 

the cvrrent delivery system. The planning team, in con­

cert with host country planners, should "brainstorm" the
 

innovative possibilities, discuss and weigh them carefully
 

and propose for trial those innovations that seem the most
 

feasible. However, innovations must not be too "far out"
 

to be eventually incorporated into the nation's system.
 

For instance, it will do little good to prove that a
 

system relying heavily on volunteers and community organi­

zation will work, if a feudal system or the political
 

climate make voluntarism unacceptable on a national basis.
 

Likewise, it would be futile to prove that indigenous
 

healers can be integrated into the system, or that an
 

auxiliary can do procedures usually reserved for physi­

cians, if there were solid opposition to these procedures
 

on the nart of the medical establishment. An innovation
 

is inappropriate if it proposes staffing levels in
 

numbers or competencies which exceed the host country's
 

norms or potential capacities.
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Innovations successfully developed in the proposed
 

delivery system may require special informational and
 

promotional efforts if they are ultimately to be accepted
 

in a nation-wide expansion of the delivery system.
 

5. Non-professional workers. 

Physicians, nurses, nutritionists, health educators,
 

engineers, biostatisticians and other professional staff
 

are not going to be available in rural areas in develop­

ing countries, except on an occasional or unusual basis.
 

Furthermore, it is highly probably that many of the tasks
 

usually reserved for these professionals can be done more 

happily and more successfully by well-trained auxiliaries, 

aides and volunteers. Therefore, the policy should be 

to assign almost all tasks to the appropriate category of
 

non-professional workers. This may require the develop­

ment of new types of workers, such as auxillary midwives,
 

"promotores de salud" or health education assistants.
 

However, the system must not train workers for tasks which
 

they cannot be expected to learn or to carry out satis­

factc3y, whether the reason be the complexity or an 

absurd number of those tasks. As it is difficult to re­

cruit workers at any level into positions from which 

there is no possibility of moving upward, there should 
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also be provisions for the promotion of exceptional workers,
 

with or without additional training.
 

6. Multipurpose Health ckers. 

Insofar as possible, promotive, preventive, and cura­

tive skills should be incorporated in the training of all 

health workers. Integrating these functions in a single 

worker increases the intimacy of contact between the health
 

system and village people. It capitalizes on the meet­

ing of felt needs for relief of illness which may serve as
 

a lever, moving people towards more effective health measures.
 

Through frequent contacts with the village people the
 

multipurpose health worker can develop better rapport.
 

Each worker becomes better known to the people he or she
 

is serving, gains greater credibility, and is better pre­

pared to speak to the preventive and curative relation­

ships of total health care. Workers also need to be con­

stantly reminded, through adequate supervisory visits and
 

refresher courses, of the importance of promotive and pre­

ventive work. It may be wise to apportion the use of time
 

of each worker to reinforce this concept.
 

in many situations it may not be possible or wise to
 

insist on only multipurpose workers. If the curative load
 

makes preventive work impossible, or if the level of edu­
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cation is low and training of more than two months is out
 

of the question, some division of labor may be essential.
 

In such cases, the team concept needs to be strongly de­

veloped and made evident to the public, so that the good­

will developed through medical care can be transferred to
 

those team members whose tasks are primarily promotive and
 

preventive. Another situation in which a multipurpose
 

worker may not be acceptable is when the medical politics
 

are such that entrenched opposition to assigning even the
 

simplest curative procedures to non-professionals is strong
 

enough to prevent the development of the demonstration
 

project or the implementation of such innovations on a
 

wider basis.
 

7. Representative Workers.
 

It has long been demonstrated in developing countries 

and among minority groups that behavior change can be more
 

easily stimulated by peers than by others. Therefore, it
 

is essential that every effort be made to recruit workers
 

from the class, religious, or ethnic groups in which they
 

will be working, although this may mean selecting and
 

training people with little formal education. Local
 

workers are more frequently willing to live among the
 

people whom they serve, they more completely understand
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the problems and attitudes of their peers, they are able
 

to communicate in the local idiom, and they are trusted
 

because they are not foreign to the group.
 

In addition, insofar as is possible, the supervisory,
 

auxiliary, and professional staff should also come from
 

the groups in which they work.
 

8. Training
 

In planning for the preparation of health workers
 

along the continuum from volunteer, to auxiliary, to
 

professional, it is necessary to keep in mind the con­

tinuum between training and education. Most simply, this
 

continuum might be said to range from the "how to" to the 

"why". Determination must be made for each category of 

worker and for each skill to show how far along this 

continuum the trainee must move. It is essential that
 

the worker know how to do certain things and it helps if
 

he understands, at least in part, why. But full develop­

ment of that kind of understanding can be a lengthy pro­

cedure, which may be impossible or impractical.
 

Preparation of health workers at all levels needs to
 

be task oriented. Although some classroom teaching ard
 

demonstration may be essential, the health center or
 

community should be the primary location of training sessions.
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Training for auxiliaries and volunteers should be done.
 

outside of institutions whenever possible.
 

.The initial course for peripheral workers should not
 

take more than four'to six weeks. On-the-job supervision
 

and refresher or add-on courses may increase the range
 

of skills, after the first set are well established and
 

demonstrated.
 

A method which has been used for small numbers, and
 

may be feasible for larger groups, is that of training
 

"in harness". In this method, practically all of the
 

learning by the trainee takes place at the side of a
 

skillful and proven worker of the same type.
 

Another point to emphasize is that good training in
 

a few skills is more useful than superficial training in
 

a wider range of skills. Tasks should be limited to
 

those for which the worker can master the-necessary skills
 

during training and to those which he or she has enough
 

time to do well.
 

9. Supervision
 

Adequate supervision is required at all levels of the
 

delivery system. Although this is a commonly voiced
 

precept, it is difficult to persuade cost conscious ad­

ministrators to budget for the salary and other costs of
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supervisors who actually produce no "work". 
Nevertheless,
 

planners must aim at designing a system that builds in
 

supervision at all levels and provides mobility and travel­

ling costs.
 

The adequacy of supervisory time is difficult to
 

determine in situations where it has not been'pradticed
 

before. The number of community health workers that an
 

auxiliary can supervise properly depends on a number of
 

factors, including the topography, transportation facilities,
 

and distances between workers. Where supervisees are
 

easily reached, a supervisor should generally work with
 

only six to ten subordinates. Where communications are
 

difficult, it may be even less.
 

Another aspect is quality of supervision. Supervisors
 

will need special instruction in functioning as trainers
 

and supporters, as well as evaluators. The tendency of
 

supervisors is to allow for only a short stop, check a
 

few items, and give a scolding. In contrast, it may be
 

more fruitful for the supervisor to spend a day or two at
 

each location, in order to allow sufficient time for
 

training and supporting functions.
 

Another principle of supervision that needs emphasis
 

is that the immediate supervisor should do the supervising.
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In other words, if the Regional or District Health 
Officer
 

and the supervising auxiliary visit a peripheral 
worker
 

at the same time, the supervision should be carried 
out
 

by the auxiliary. Normally the tendency will be for the
 

highest ranking officer to do all the talking.
 

10. Emphasis on Preventive Services
 

Because of their importance, preventive health services
 

are mentioned in this paper under several sections.
 

Constant attention must be directed to the fact that
 

modest investment in the prevention of disease produces
 

more health benefits than a similar investment in repeti­

tive curative services. The objective is to build pre­

ventive services into the system in such a way tha they 

continue to receive priority allocation of staff time and 

-other resources. 

11. Outreach
 

It is obvious that a clinic-centered system must
 

be augmented by community services in order to get popula­

tion coverage of the degree required by the DEIDS contract.
 

Therefore, the plan should probably provide for syste­

matic home visiting, including a certain amount of census
 

and survey work.
 

12. 	 Low Cost System
 

The over-riding constraint for planning will be the re­

sources which are likely to be available to the host country. 
a low cost system on
This 	will necessitate the desicning o 


the basis of stringent priorities. Costs and resources of 

eventual replication must also be taken into consideration.
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13. Evaluation
 

.The total system must be designed with evaluation in
 

mind. It will be necessary to gather and process data
 

which is valuable in program decision making, which builds
 

the morale of the various levels of workers, and which
 

satisfies the requirements of the funding sources.
 

Another consultant committee met with the DEIDS staff
 

concerning evaluation and is preparing a separate report.
 

This mechanism may provide some comparability betv'een
 

DEIDS projects, although program objectives and evaluation
 

capacity may not be the same in all countries.
 

C. Designing the System
 

The planning group, which includes nationals of the
 

country concerned, will design a health delivery system, keep­

ing the above "principles" in mind. Although numerous varia­

tions of facility and staffing patterns are possible, the
 

system should provide a network of personnel capable of pro­

viding coverage to the major portion of the mothers and child­

ren within the area. 

The concept of service modules of several sizes will
 

help in planning and in the eventual replication of the pro­

jects. Although the following pattern need not be followed
 

exactly, it is similar to the one which many countries have
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seen fit to adopt.
 

At the periphery of this chain of services would be
 

the community health worker (module I) who lives and functions
 

within a specific small community. Several of these individuals
 

could be supervised by and may refer problems to the health
 

post (module II), which should be staffed by auxiliaries with
 

somewhat broader training and greater skills. In turn, several
 

health posts would be accountable to and the responsibility of
 

the staff of a health center (module III). At health centers
 

some in-patient facilities would be available and full-time
 

professional staff (physicians and nurses) or senior auxiliaries
 

would function in curative, preventive and supervisory capaci­

ties. A headquarters unit (module IV) with a greater range of
 

backstop services and supervisory capacity could support a
 

number of health centers. The appropriate terminology for such
 

modules and the personnel to man them will vary from country to
 

country.
 

The above four modules would probably cover the demon­

stration area for the DEIDS project. Above this might be a
 

regional health office (module V) and/or a national health
 

directorate or ministry (module VI). Although our planning teams
 

are concerned with the ways in which modules V and VI function,
 

the frame of reference for our contract and agreement with
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governments does not include major replanning at these levels.
 

'The major portion of this section on design will be
 

devoted to discussion of staffing and function at the community 

level. Although auxiliaries and their functions are covered 

by many authors, it is seldom claimed that systems utilizing 

professionals and/or auxiliaries can provide any great degree 

of outreach into communities. The ways in which wide coverage 

of population groups can be attained are incompletely discuss­

ed in most treatises on rural health services. Since DEIDS 

projects must aim at delivering acceptable services to the 

majority of mothers and children in the demonstration area, 

this discussion will :on&6nttate'in one possible means of accom­

plishing this goal. 

1. Community Level - Module I.
 

The health facility at this level would probably be
 

the front room or porch of the community health workers
 

home, although some communities may set aside a small
 

room in a religious or neighborhood center.
 

In the interest of reducing costs and increasing
 

community participation, an attempt should be made to
 

select and train volunteer community health workers to do
 

as much of the work as possible. If prestige in itself
 

is not enough, it may be necessary to arrange for some
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remuneration, such as a small profit from drug sales, a
 

modest honorarium, or a token bonus for achieving certain
 

targets. If volunteers are utilized, the size of the
 

population that each can serve is likely to be rather
 

small--say 500 to 1,000. Experience has shown that the
 

recruitment and training of voluntary leaders for the
 

family planning program in India has to be carried on
 

continually, since there is a high attrition rate.
 

The community health worker should be representative
 

of the ethnic groups with whom he or she works and should
 

preferably be of the same locality. In most countries,
 

the educational level will not be very high, although the
 

ability to read simple instruction's and keep minimal re­

cords should be expected.
 

If a volunteer system is impractical, full-time
 

paid (community health) workers may be required at the
 

periphery. In this case, too, the worker should be of
 

the locality and ethnic group. He or she will probably
 

not have had much education,and training should be similar
 

in time, techniques and content to the one for voluntary
 

workers. It will probably he pb sible for one paid worker
 

to serve approximately 3,000 people, depending on dispersal
 

of the population and mobility of the worker.
 



-21-

If the system calls for community health workers to
 

do a great number and variety of tasks, it will probably
 

be necessary to limit the functions of any one person and
 

to have two or three persons, whose skills complement each
 

other, work in the same community. The kinds and numbers
 

of tasks which can be assigned to a community health
 

worker are also dependent on the kind and amount of super­

vision that can be provided. Generally, the supervisor
 

must 	be skilled in all of the tasks assigned to the one 

he or she supervises. Again it may be necessary to arrange
 

for supervision from more than one person, especially if
 

the range of tasks assigned is great.
 

There are several assumptions on which the suggested
 

activities for community health workers are based:
 

0 these workers will not have had more than
 

a month or two of training;
 

0 they may be volunteers, part-time workers,
 

or working full-time at a very low salary;
 

* 	 they will be living among the people with uhom
 

they work;
 

0 
 this may well be at a considerable distance
 



-22­

from 	health post or center, which, in any
 

case, 	may be staffed by auxiliaries and is
 

usually swamped with large numbersof
 

patients;
 

0 	 they would be mobile, would do home visiting
 

and conduct village sessions to which mothers
 

would bring their children at a suitable
 

collecting place;
 

* 	 equipment would be very limited;
 

* 	 .diagnosis would be based on a simple history,
 

a few characteristic clinical signs and serial
 

weighing;
 

* 	 a very limited number of non-toxic, inexpensive
 

and effective drugs are necessary, with train­

ing in their use and with-written instructions
 

in the vernacular; and
 

0 	 their basic education might well be below the
 

9th grade level.
 

(The problem becomes more complicated with illiterate
 

staff, but experience has shown that much can be done with
 

instructions taught by rote, bottles labelled with symbols,
 

and colored discs for sending information to the center.)
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Community h-alth workers would have six basic
 

functions:
 

* 	 kdvising villagers concerning the use of existing
 

resources, including health, agriculture and other
 

extension services;
 

" prevention of ill-health by education focused 
on
 

major local problems during home visits and at demon­

stration-group discussions. 
The topics for education
 

would include family planning, nutrition, and immuni­

zations, and the prevention of communicable diseases;
 

" 	 detection of ill health, probably early, by observa­

tion and serial weighing, during home visits and at
 

village sessions;
 

* 	 managing a selected list of common health problems
 

by dispensing contraceptives, nutritional and minor
 

therapy and appropriate referral;
 

* 	 collection of community health data, including
 

births and deaths, outbreaks of infectious disease,
 

and prevalence of malnutrition;
 

* 	 motivation and organization of the community to de­

fine its own problems, to develop its own resources,
 

and to participate in occasional district health
 

activitios, such as campaigns.
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Community health workers would necessarily be concerned 

only with the most common local health problems. Their 

functions can be categorized as prevention, sub-divided 

into health education and special procedures, and manaqe­

ment, separated into detection and action. 

Table I,"Common Health Problems, their Prevention and blanage-

It also assigns
mento, categorizes activities in this way. 


priority by underlining. Those functions not underlined
 

may be important, but pre-suppose an additional set of
 

skills for which it may not be feasible to train community
 

health workers,. at least not during the original training 

period. Short paragraphs under certain items give some
 

of the "pros and cons". The various procedures suggested 

are entirely practical and can be taught to village-level
 

volunteers by simple means. They cover the major problems
 

usually seen in developing countries and they include pre­

ventive emphasis and a curative approach.
 

In planning for a specific project, it will be neces­

sary to decide how many of these functions are going to
 

be within the capability of that area's community health
 

workers. It is possible that local priorities or
 

capacities will make it necessary and possible to
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add still other functions. However, planners must be 

careful not to over-burden community health workers of
 

this assumed level of education, training, and pay.
 

2. Health Post - Module 11. 

The facility for this module would be quite modest,
 

but might require several rooms. At least, there should
 

be a clinic room and a room for desks allotted to the
 

several staff members. Some countries expect to provide
 

staff quarters for full-time staff, especially single
 

women, and these may .be included in the compound.
 

This category of facility would probably be staffed by
 

paid, full-time auxiliaries. Auxiliary refers to a cate­

gory of health workers who have distinctly less than pro­

fessional competency. They usually will have had seven to
 

ten years of education and technical training of six to
 

twenty-four months. They may be expected to work as
 

subordinates to a physician or as a substitute for a
 

physician. They must have greater skills than the communi­

ty health workers, and one of the main functions of some
 

them will be supervision of community health workers.
 

Though the types and grades of auxiliaries will differ
 

from country to country, careful consideration must be
 

given to the duties and responsibilities they will assume,
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the skills they require, their status in the health 

hierarchy and their opportunities for promotion. 

Table II gives Dr. N.R.E. Fendall's classification of 

types of auxiliaries with functions often assigned them. 

Auxiliaries at the health post level should also be 

ethnically representative and be native to the general
 

geographic area. On the staff of the health post, but not 

necessarily residing in the same settlement, would be the 

supervisors who would regularly visit the community 

health workers. The number of supervisors needed would 

be governed by the number of community health workers and 

the mobility of the supervisors.
 

At the health post level there is need for several
 

multi-purpose workers, but it may be necessary to plan
 

for some specialized personnel. Curative skills might be
 

the specialty of a single auxiliary. Then, one especial­

ly trained in MCFI activities and one in sanitation and
 

community education might round out the team. These
 

"specialists" should also be involved in the supervision 

and on-the-site training of the community health workers.
 

In some countries, where the production of physicians
 

and nurses is high enough and where government regula­

tions require a year or two of rural service, some health 
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posts may have to utilize their services. Adequate in­

doctrination and supervision must be supplied to gain
 

maximum possible benefits from such workers.
 

The health post would be visited at regular inter­

vals by a physician, a public health nurse, a sanitarian,
 

a health educator, a record clerk, and possibly other
 

designated individuals, who will do the supervision. The
 

frequency of supervision would normally be greater over
 

newly trained workers and be more widely spaced over
 

those who had gained experience and demonstrated ability.
 

The population covered by such a health post and its
 

staff might range between 10 and 20 thousand.
 

3. Health Center - Module III.
 

The health center need not be pretentious, but should
 

include adequate out-patient facilities, some office
 

space and a few beds for emergency patients. Although
 

many buildings presently used as health centers may be in­

adequate and overcrowded, some countries have over-planned
 

for space. This has resulted in capital wastage, which
 

planning teams should work towards avoiding. The compound
 

may also include housing for certain categories of staff,
 

according to government rules.
 

Each health center facility might serve a population
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of 50,000 to 100,000. Under its control would be five to
 

ten health posts and the supervision of the workers in
 

those posts would be the major activities of health
 

center personnel. This staff should include one or two
 

physicians, a public health nurse-midwife or health
 

visitor and a senior sanitarian, in addition to a suitable
 

number of auxiliaries.
 

4. Headquarters - Module IV.
 

The direction, support and supervision of each DEIDS
 

Project will emanate from a headquarters unit. Hopefully
 

this can be located near the central communications point
 

for the area.
 

Its training, supervisory and back-stopping opera­

tions will be carried out by well-trained and experienced
 

public health staff.
 

Clinical facilities at this level will include a range
 

of medical specialists for in-patient and out-patient con­

sultation. X-ray and laboratory diagnostic work will be
 

available. Upward of 100 beds will probably be required.
 

5. Regional and/or National Facilities - 1odules V and VI.
 

At these levels, persons and institutions with great­

er sophistication and more speciaiizution will be avail­

able, in both the preventive and curative fields. They
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represent the ultimate that the country has to offer as
 

referral centers for unusual or difficult patients and as
 

training, supporting and supervision sources for the
 

problems of community medicine and public health.
 

D. Conclusion
 

The MCH Guidelines explains briefly some ct the concepts
 

and principles upon which DEIDS is based. It concentrates on
 

ways to provide optimal health services to mothers and children.
 

It suggests ways and reasons for advisable procedures.
 

The MCH Guidelines contains the essence of long ex­

perience of authorities in international health. Because of its
 

authoritative nature, it can be used as a basis for negotiations
 

with health professionals in the countries which will host DEIDS
 

projects.
 

Planning teams may find that one or more of the
 

principles do not apply in a particular country: Latitude is
 

allowable in their final application, providing they have been
 

thoroughly considered.
 

The health service structure briefly described is a
 

likely possibility for adaptation. Again, latitude in planning
 

is allowable, providing the system designed has a real chance
 

of making services accessible to and acceptable to a large
 

majority of the mothers and children in the project area.
 



TABLE I
 

CO:.1NON HEALTH PROBLEMS, THEIR PREVENTION AND MANAGEMENT * 

(a) Activities suggested for community health workers are underlined.
 
(b) Clinical picture is abbreviated to CP.
 
(c) Routine and emergency referrals should be distinguished during training.
 

Prevent ion Management 
Health Problems in Women Health Education Special Procedures Detection Acticn 

1. Z:alnutrition, especially Diet (Multimix) CP (weakness) Nutritional supplement or 
during pregnancy or refer if serious or in­
lactation tract,-hle 

The di t referred to as "multimix" is based on the concept 
that tU range of nutrients required in a normal diet in 
pregna:cy or at any other time can very frequently be ob­
tain Lc.) combinations of local foodstuffs, especially 
five iLL:!S - a staple (preferably a cereal), legumes, 
dark g.can leafy vegetables (DGLV), compact calories 
(oils ",nd fats), and small amounts of animal products. 

2. Anemia, especially Diet CP (pallor) Iron tablets or refer
 
during pregnancy or
 
lactation
 

3. 	 Antepartum care Prenatal Supervision CP (missed per- Refer' 
iods, morning 

The nu:'ber of visits will depend on how early in pregnancy sickness, enlarg­
the wo- an can be brought under observation. In general, ing uterus and
 
aim at three. At the first visit a history should be breasts)
 
taken, including nutrition and previous difficulty in
 
pregnancy or labor. Minimum height may be used as a screen­
ing d~vice. Each visit should include blood pressure, 
urinalv-is, and weight. Hemoglobin should be ostimated 
by color of the conjunctiva. Pelvic examination to anti­
cipate obstructed labor should be done if the local 
custo;:.:: will permit this and if a suitable trained person 
is avz.ilable. Papanicolaou tests would be useful, but 
are pr,.'ably impractical for a large scale program. Iron 
tablets should be prescribed routinely in the last tri- !
 
mester. 


*Adapted from table originally supplied by Dr. Jelliffe.
 
0 



Prevention Management 
health Problems in Women Health Education Special Procedures Detection Action 

4. Spontaneous or il- CP (cranmping, Refer 
legal abortion bleeding dur­

ing pregnancy) 

5. Malaria Malarial suppressant CP (fever with Suppressant therapy 

chills) 

It is important to maintain maternal health and the use of 
malarial s;uppressants during pregnancy may result in a 
more nor.:il birth weight, thereby improving the chances for 
better in,1ant health and development. 

6. Delivery Midwifery CP Indigenous or refer 
abnormo. 1 

In any arc.a there are recognizable three conditions of de­
livery: (1) in a hospital or health center, (2) at home 
with a tr,,ined midwife or auxiliary nurse - midwife pre­
sent and (J) at iome with an indigcnous midwife present, 
for cxa,:.:, a '"da" or Hdul;un.flow Lih: caseus are dis­
tr i ).ti~c d uider Litist: LUirce catpLorieL. will d.-pt nd on 
px.', . i ':;i~t'ctut rid cti:;LtOm:;, and oilu% a t. addi tional 
funds h:,vhe available fur construction, training, and 
salarie:. 

7. Postpartum care Postpartum checkup CP Refer 

In the first postparttu-m week, one home visit by a trained 
person to check on the weliare of mother and child is 
advisab2 . At the end of the first month, there shouild 
be a sLCIcud visit, preferably to the health clinic or 
center, tor family planning, as well as check-up for 
mother a:.i infant. 

t-j 



Prevention Management 
Health Problems in Women Health Education Special Procedures Detection Action 

S. I:provident Teach abouL the Rvsupply of con- CP (too many Distribute condoms, 
,-_crnity advantages of tract ptivcs or too fre- foam:;, etc., where avail­

family planning quent child- able 
and ciild spac- l)efau lter noti- ren) 
ing JZ1caL ion or 

Prescribe oral con­
traceptives after ask­
ing set questions 

or 

ilefer when requested by 

patient for injectible 
contraceptives, IUD 

in!;ertion, surgical con­
trac.ptlou or abortion 
(where legal) 

I 



Prevention 
1lhalth Problems in Newborn l1ealth Education Special Procedures 

1. Tetanus 	 Clean umbilical cord 


Th'o qucstiua of the feasibility of i-munizing the mother 
was discu>,-cd. Under some cirutvstances this might be 
pract.cal, iut cost and Lh, lo ,istics of giving women 
pacd in:--.:.;uscular injeutioi s on Lt:o or three occasions 

be di,, ;,ult to in developing:1 obstaclc.-- ovurco.;e riost 
countries. Et might be cost effective for young mothers, 
providing; it can be mcmonstratcd that in=,unity lasts 
10:1- L11LfOU Lo protect h;r and infants through several 
substequcr- ;-rcgnancio.s. The supply of sterile cord packets 
might als(. 'c considcrod. 

2. Septicemia 	 Clean umbilical cord 
CCnlinessg 

3. 	 Birth injury Prenatal and natal 
supuevision 

4. 	 -onilia Bruast fuc-d 
Clean] inss 

It is important to be able to treat some more obvious,
 
worrying :",nditions. In this way, rapport may be more
 
ea;ily built up with the parents.
 

5. Ophthalmia Routine eve treatment 

Cleanliness 


Management
 
Detection 


CP (hyper-


reactivity)
 

CP (redness 

and exudate) 


CP (abnor-

na lity)
 

CP (white 
spots and 


coreness in
 
mouth)
 

CP (redness 

and exudate) 


Action 

Refer
 

Refer when fever or 
inlawmadon persists
 

Refer 

Treat (gentian violet
 
'/)
 

Treat (silver nitrate
 
drops or penicillin
 

ointment)
 

Li 



C. Realth Problems in Prevention 

Young Children lHealth Education Special Procedures 

Child care and follow-up services encourage continuation of 

fa -il. planning. The proposed schedule is for visits by 

:motovr and child every three months during the first and 

visits would be schedulcd to coincidesecond: years. These 
with :'-,2 proper timing for child ir..iunizations and nutri­

tion ' :.'ess:ent. The availability of supplcmentary food 

for d! tribution by the clinic is an important point to 
falily planningconsi,!.>r. Child health supervision and 


Lollo.:-:p should be done at the same time and place,
 
perha - even by the same person. Thc availability of each
 

servi-e: will reinforce the other in women's minds.
 

out on a rmass basis byIim-:unization is frequently carried 

workcr:; other Lhan those concerned with MCII. Reintegra­

tion o, ii.x:uniLation into NCII will provide occasions for 
health and of tle. mother'sgeneri-A review of tIe ehild' 

f.-'ilv planning pcrfon-nce. 

contraceptivesCautL,;ii must be used in the use of oral 
to run the risk of sup­earl\ in lactation, so as not 

press i:, milk production. Other methods way be used, 
including the progcstogens, either orally or by in­

jectiun. The possibility of combining injections of 

vitamin A and iron with Depo-Provera might be investi­

gated.
 

Management
 
Detection Action
 



Health Problems in Prevention 
You,. Children Health Education Special Procedures 

1. PCI (Protein-calorie Breast feed Serial weighing
rialnutritioz.) (dangurs of bottle 

feeding)
 

Weaning diet (Mul-
timixes) 

The same principles regarding multimixes apply as have 

been mentioned earlier. 

Family planning (see above) 

Appropriate family planning advice is essential, both in 
rclation to the malnutrition in young children and in re­
lation cu the health of women. 

2. Pneumonia 

Penicillin, especially the long lasting varities, is a 
life s:oing drug when the chances of getting an infant with 
pneumonia to go to the referral clinic are minimal. There 
are at lcast t,.,o potential difficulties which ust be taken 
into c,::idcration. First is the "Pandora's box" which is 
opcned >, teachin-g peripheral workers to give injections. 
Second is the fact that a stock of penicillin will encourage 
its usu for non-life-threatening conditions, with the
 
possibility that stocks will be exhausted when the most
 
critical needs arise.
 

Management 
Detection 


Early (failure 
to gain weight) 

Moderate (loss 
of weight) 

Severe (loss 
of weight/or 

edema) 

CP 

CP (cough, 

fever, nasal 
flare) 

Action
 

Extra supervision and 
nutrition education 

Ditto and nutrient 
supp! .,ent 

Refer
 

Services (see above) 

Refer 

I 

Lnl 
I 



lHealih Problems in Prevention Management 
Youn. Children IkaltLi Education Special Procedures Detection Action 

3. 	 Diarrhea Breast feed CP (dehydration) Treat (oral rehydration 
Cleanlinl-ss tone/mild m:ixturc:) 
Boiled water 
Adequate water supply Moderate/severe Treat (oral) and refer
 
Early management
 

4. Tuberculosis 	 Inmmunization CP (prolonged Refer 
cough, fever,
 

plus contact)
 

Irnunizz:tion with BCG has proved particularly successful
 
in most j.Arts of the world. In addition, this inimuniza­
tion has the advantage of being able to be given to the
 
newborn !:-by and only needing one attendance.
 

The ref.-iral in these cases should automaLtically include
 
the uhOl family. Contact chicmoprophylaxis and patient
 
therapy would be supervised by the peripheral workc-r.
 

S. 	 M.lat-ia Mosquito nut Ch1oip i.e(twice a month, CP (fever with ireat (Chloruquine) 
wIaiing pl' eod) chills) 

It was n,,t ed Lhat noi: uvcryl)ody wutild a ruc-: uilh full scalc 
chcopru,1 ilaxis in childron. It would only bu iwecessary in 
areas w;..ce malaria is hypur-endemic. Under Liis circu stance,
 
chlorocj2U-e could be given every two weeks from the age of
 
six mont.,: Lo about tWo years. During this tLimu the child
 
would bC passing through a very difficult period from a nutri­
tional :;,'nt of view directly and also indirccLly from the
 
effects -the very large numibur of infections with various
 
microbi.,- organisms, parasites, etc. By protecting the child
 
during L:.iS "transitional period," it is felt thaLt at least
 
one of t..: cumulative burduns that the young child has to
 
undergo , this particular time in life could L postponed
 
until lar. Also, with a rather more spaced dosage of
 
chloroqu'ne than usually advised, there is some evidence
 
that thLrL would be less interference with the development of
 
natural z:ctive im-runity than if anti-mnalarials were given at
 
the more irequent time intervals. 



l th Problems in Prevention 

Youa. Children 
 1ealth Education Special Procedures 

6. Intestinal Worns Feces disposal 
Cleanliness 
SanhL Is 

Adequate Water Supply 

These infestations cannot be diagnosed in village circum­
stances by auxiliaries or volunteers, unless the adult 
worms ire actually passed in the stools and therefore 
visibl,. A visit might be made by a laboratory attendant 
at spaceLd intervals when stools could be examined, in­
tostiu_ I parasites diagnosed, and subsequent treatment 
undert:::un. oIIowvcr, in :ome circumstancus where round­
worms ,.re exceedingly coiatnon, it might be desirable and
cconow.:.1l to undertake regular dewonning at appropriate 
in LervI- l-:. 

7. v'lsles lmmunization 

8. Whooping Cough Immunization 

Most p'obably, the village-level auxiliary would not be 

trained LO undertake inmmunization procedures. However, 
inmuni: -- ions could be uadurtaken eithcr by referral of 
childr to health centers, or immunization might be 
undert.1u--n by means of a moblle team which could come 
throug-, the particular village at spaced intervals. 

9. nccidents Burns, scalds, fractures, 
drinking kerosene, wounds 

Management 
Detection Action 

CP 
Visible roundworns Treat (Piperazine) 
Pallor-hookworm Refur 

CP (rash, [ever, hlori' iursi,;.; nuLti­
cough, red tioua s h.LmL.en L 
eyes) -t'fI'u. , i Lh co:mplica-

Lions 

CP (peculiar Hioc nirsinv; nutriiona] 
cough) sUpPl!IhIen L 

cLliur (with coinpli­
cations 

CP First aid, refer 
-

!3 

http:cconow.:.1l


jIa:,' tl Problems 
yoiti.- Children 

in Prevention 

llealth Education Special Procedures 

Management 
Detection Action 

i.0. .:esia Diet CP (pallor) Refer 

'TedicLt to prevent anemia would be based on local foods, 

vith Lhb highest possible content of various i-uLatinic sub­

stances, particularly iron and folic acid. 'iThcimportance 

of d:tra' -,ren leafy vegetables in this context was noted, 

esPci 11y as being.low COSt, usually available sources 

of folio acid in village circumstances. 

II. :ain Diseases 
scabies Cleanliness and water supply CP Treat (ben2ylbenzoari 

and insecticidu for 
patitI-t :tlid C.i~t.ly) 

sores, xnpeiy, etc. Cleanliness and water suply CP reat (I'.uiiial violet 10' 

Wjhile tIh.se are not usually of serious or leIhal cozLnC­

que'ce, they are an extremt iiuLStfcc to 1it iaLt)tl t- and 

child, -:ctrenely obvious, and amenable to trtztinctt. I'hieir 

therap.. by simple means 

cellent -,.ay in which to 
colcern71.. d. 

is to be desired as this 

ensure acceptance by the 
is an ux­

patients 

12. L'C Infection 
conjunctivitis Cleanliness CP Treat (sulphacetanmidc 

ointment) 

aO 

I 



II.':i! 

Yot,, 
Problems 

Children 
in 

lealth 
Prevention 

Education Special Procedures 
Management 

Detection Action 

13. L.- Infection 
chronic discharge CP Treat (mop out; spirit) 

Chronic discharge is often a connon condition in many tropi­
cal re.:ions. Simple thurapy may be attempted by means of 
moppin, out the ear with cotton balls and a woodc-n applicator,
follow1'. by the use of spirit drops. The wholu procedure
has to b repeated several times each day. 

As - p: L'.Jcntive muas;ure, it might be wise to rovide 
sulfadi:.:idine at least for the more severe and long-last­
ing upp-: " respiratory infections. 

L.O 
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PRINCIPAL TYPES OF AUXILIARIES, BY WORK AREA* 

A,,:iMiary Medical Care 	 10. Home management and civics
 

11. Handling of social problems
 

-* Diagnosis, trt.atment, and prevention of common diseases 12. School health
 
.:. 'iementary nu :-ing and first aid 13. Records and biostatistics
 

dl~cittary cp~i .miology of health and disease, especially 14. Care of aged, infirm, and handicapped
 
contaCL-tat.c, 	 ..Lid follow-up methods 15. Family health and family planning
 

.! o-. and parasitology
 

-..-..i , .. - n ao1health 
.impe r:cdic: i administration, records and law, personnel 1. Normal midwifery with special empharis on 

domiciliary maternity 
iteraLlu. care (in relation to health and disease) 2. Antenatal and postnatal care 

. hazmucy and d'spensing 3. Infant care and: feeding, including special. 
,":utrition attention to common disorders 

I alLih educaL .1 4. Rlecognition of abnormilities or childbirch and 
C ivics prgnancy 

*., [I:i~ui c i'II 	 5 l r7.di'; 1II';tivsLadin,', Of (lIrgLincy 


. IzL.ti Cc;t 6. How, visi ting .tnd hygiunu­
li itl" sturg rjy ind zah.s tlhesia 7. Nutrition anid food hygi,1tAe
 

* Ilai,,[Jy pl:,iii-i and pupilaltiun dyn:mics 	 8. 1h;llLh L-duc: Lion 
9. Vaccination and prevenLive itensures Cor cormwOn 

"..:iliary Couumt,.i t:y Nursing, Midwifery, and Child C:irc- colniuljcabc diseases 
10. First aid 

i. Nur-igg care, including first aid and home nursing 11. Family health and family planning
 
:'."lidwifcry, inchuding domiciliary midwifery
 
,.'ru.al car. bD. Auxiliary Envirorunental licalh
 
.Lhild care 

-]n! iioie hygiene 1. Epidemiology and control of co municable diseasesvisiting, 
Applied nucritlun, dietetics including contact-tracing and follow-up pro-
Health cducatizoa cedures 

. Simple diapno::is and treatment of everyday childhood ills 2. Environmental sanitation 
.. Epidc,..iology :id control of communicable diseases, especial- a. Housing and latrines 

ly contact-rr:. ;tng and follow-up procedures b. Disposal of sewage and sewerage systeili 

A Iuiliaries in larath Care, N.R.E. Fendall, The Johns Hopkins Press, 1972 
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