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Note

This report has been prepared by the Regional Office for Europe of
the World Health Organization for distribution to the governments of Mem-
ber States in the Region and to all who participated in the Conference on
New Trends in Maternal and Child Health, Moscow, USSR, A lirmited
number of copies are available for persons officially or professionally cone
cerned with this field of study from the WHOQ Regional Office for Europe,
Copenhagen,

The views expressed are those of participants in the Conference and
do not necessarily reflect the policy of the World Health Organization.

The designations employed and the presentation of the material do
not imply the expression of any opinion whatsoever on the part of the
Director=General of the World Health Organization concerning the legal
status of any country or territory or of its authorities, ox concerning the
delimitation of its frontiers,

This report is also available in French and Russian,
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i. INTRODUCTION

Under the auspices of the WHO Regional Office for Europe, and in
collaboration with the Government of the USSR, a Conference on New Trends
im Maternal and Child Health was held from 11 to 15 November 1974 in
Moscow,

1.1 Purpose and scope

The purpose and scope of this Conference was to permit a broad ex-
change of informmation about the current situation and trends in maternal
and child health services, and emphasis was placed on modern technigues
and the application of new strategies to the solution of 2ll family health
problems. Within this framework the broader aspects of family health
were to be discussed, including longeterm prevention of illness through ed-
ucation, the identification of high-risk groups by screening, the use of epi-
demiological and sociological methods and the development of information
systems,

1.2 Previous WHO work gn MCH services

From an examination of the past annual programmes of the Regional
Office for Europe of WHO a considerable amount of commitment to the sub-
ject of family health ¢can be inferred,

Until a few years ago a predominantly traditional line was followed,
one which was preoccupied with the orthodox problerns of preventive and
curative medicine. In recent years, however, new perspectives have heen
acquired and the introduction of a social parameter into the consideration
of health problems of the mother and child has been indicative of this change,

All participants had been provided with inforrmation, particularly on
two recent conferences dealing with problems in this field.

The report of 2 working group concerngd with evaluation of MCH
services in certain countries of the Repion, * gave some important defini-
tions of basic concepts such as needs, demands, utilization, effectiveness,
cost-efficiency and outcome, while the role of MCH services in family
planning® was the subject of a conference, which revised and updated a

1 World Health Organization, Regional Office for Europe {1974)
Working Group on the Evaluation of MCH Sexviges in Certain Countries of
the European Region, Copenhagen, 25-28 September 1973, Report,
Copenhagen

2 World Health Organization, Regional Office for Europe (1973}
Conference on the Role of MCH Services in Family Planning, Ljubljana,
4-8 Decermnber 1972, Report, Copenhagen
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description of the current situation in maternal and child health care, in
particular with a view to family planning, and exarnined how these intcrests
could he c¢overed more efficiently by basic health services,

It was felt by the WHO Regional Office that this Conferénce had alw
ready revealed some important new developments, that the traditional con-
cept of maternal and child care was still too narrow, and that there was a
need for an even broader view of farnily health, Changes in our society,
together with rapid technical developments, affect not only medical care
in this particular field but also all aspects of the health of the family,

The Conference was attended by 38 representatives from 32 countries
{including 4 from the Eastern Mediterranean Region), 15 temporary ad=
visers, representatives of 4 international organizations, 9 observers from
the USSR, German Democratic Republic and Finland, consultants and staff
members of the WHO Regional Office for Europe and Headgquarters., In
this way it brought together public health planners, administrators in the
field of family health and maternal and child health, officers responsible
for maternal and child health at government level, leaders of MCH and
farnily planning programmes and workers reprgﬁentzng teaching and re-
gearch in these fields,

2. THE OPENING SESSION

The participants were welcomed by Dr D, D, Venediktov, Deputy
Minister of Health for the USSR, In his opening address he made clear
hiz personal commitment to the health of mother and child., He considered
efforts to improve the health of families a priority task for all Governments
of Member States, and also for international bodies., In particular, re-
cent demographic and medical changes were presenting new challenges to
thern, and all of these might be met if the spirit of the Rights of Man were
properly applied to the care of the nuclear family.

In his speech of welcome and gratitude on behalf of WHO,
Dr F.A, Bauhofer (Director of Health Scrvices) reviewed the world situa=-
tion with regard to the promotion of maternal and child health, Everys
where this appeared to be a complex and difficult matter, whether in the
developing or in the developed countries. Governments were trying to
remedy some of the difficulties through the United Nations and its special-
ized agencies, and child health services, inecluding family planning and nu-
trition, had received high priority within the UN Pevelopment FPlan,

A special UN Fund for Population Activities had been created and it
was that Fund, supported by all the governments of the UN family, which




had financed the present Conference, WHO was naturally collaborating
closely because of its concern with the most sensitive area in population
programmes, namely family health and family planning,

Dr Bauvhofer wondered, however, whether we were not becoming some~
what rigid in our approaches. Were we sufficiently responsive to changing
needs? Family health and family planning presented many new challenges
and some of them were the subject of the Conference. He referred to the
problems of abortion, to migration, to rapid urbanization and to new ways
of thinking about social and mental health, and ended by ermphasizing that
the Conference would not only review the present situation, but was re-
quested to consider where gaps in preventive and curative Services were
likely to emexge in future, and how they might be filled. "Health", he
reminded the Conference, '"begine at home',

Professor Elena €., Novikeva, Deputy Minister of Health of the USSR,
was then elected Chairman and it was decided that she should be assisted by:

Dr P, Sigurdsson from lceland;
Dr Alfreda Belhaj from Morocco; and
Professor L.5. Prod'hom from Switzerland as Vice~ Chairmen.

Dr Elisabeth Funke and Professor E. M, DBackett, consultants for the
Regional Office for Europe, acted as Rapporteurs,

Dr M, Postiglione (WHO) acted as Secretary. He explained that the
Conference would first examine the present situation, defining gaps in
services and other problems, and then review the technigues and approaches
now available which might assist our understanding and promote new strat-
egies for their solution, Finally it would glance at the future and seek
some consensus as to the nature of future problems and the role WHO
might play in attacking them,

3. REVIEW OF MATERNAL AND CHILD HEALTH
PROGRAMMES IN EUROPE

In opening this review, the Chairman pointed out the great and growing
precccupation of the Government of the USSR with services for mothers and
children, In particular Professor MNovikova drew the attention of the meet-
ing to a number of innovations in MCH services in the USSR, Among these
were & new focus on marriage hygiene, on genetic counselling, on the re-
lationship between work and successful pregnancy, the continuous creation
of new norms and, of special interest, a "sanatorium! type of care for




those with an abnormal pregpancy and the development of paediatric gyn-
secology for the early defection of gynaecological disturbances in childhood.

The Chairman was concerned that participants should see the legalized
abortions in the USSR not as part of a demographic control programme but
rather as a last way out when contraceptive family planning methods had
failed. Introducing this abortion programme had not affected the birth
rate in her country, a fear ¢xpressed by some other governrments c:ons:LderH
ing an alteration of their own abortion laws.

3.1 Diversity of services in the Repion

As a gulde to the general situation in Europe, two papers were pre-
sented, They were based partly on a survey recently carried out by the
WHO Regional Office for Europe, Though only 18 out of all the countries
in the Region submitted the information reguested, some general.conclusions
could safely be drawn and these were confirmed in the group discussions.

In almost all countries MCH services stem from a long-standing tra-
dition, This tradition has its origins in the simple health needs of mothers
who need training in baby care, in the avoidance of malnutrition, anaermia,
and rickets and in the control of infectious diseases. Considerable pro-
gress has been made and these achieverments have been consolidated with
the advent of chemotherapy and the antibiotics,

A rapidly changing society, however, with all the technlcal devclop--
ments of modern life, imposes new burdens and these appear to affect the
well-being of mother and child just as much as those of the past. The new
social and environmental conditions under which the fd,mlly exists affect the
health of all its members, These social-adaptation problems, reflected for
_example in the varied and increasing disturbances of children, call for a
certain reconsideration of traditional MCH approaches and emphas:l.ze the
need for preventive measures on a broader basis particularly in the f:r.eld

of psychology and social behaviour,

The very great diversity of MCH services and programmes in the
countries of the Region and the equally great range of maternal and peri-
natal mortality and morbidity were then reviewed.

3.1.1 Different historical developments and administrative structures

Obvious reasons for the different profiles were discussed. Some of
them are due to different historical developments and administrative strue-
tures. Firmly established and long-standing traditions can be more of a
handicap than a help, partic ula.rly when a new co-ordination and integration
of all parts of the MCH services is sought, . Countries with a strong hier-
archical and centralized administration of services must be distinguished
from those where a more decentralized pluralistic system with less well -
defined responsibilities prevails,




3.1.2 Different priorities

The survey demonstrated that every organizational pattern is com-
patible with a reasonable quality of care, but the centralization of reSpon-
sibilities - an organized service - offers a guarantee against low quality,
Priorities in developed and developing countries rmust necessarily be difw
ferent, In developing areas, health care is still mainly concentrated on
the delivery of curative care and the control of the environment and this
is easily understandable in areas where malnutrition, infectious diseases
and malaria are still the main problems, But even these conditions re-
flect disturbances in the huwman ecological and socio-economic balance -
a fact not always recognized.

In highly industrialized areas some MCH services present a different
picture of organization and of priorities more congruent with the new chal.
lenges, Others, however, in spite of the new health problems of modern
society, have remained unchanged,

High indices of illness and the increasing incidence of various neurotic
disturbances among children, for ingtance, have not it these areas lad to
any adjustment of the services,

3.1.3 Different attitudes to family planning

These differences have a definite sffect on the care extended to
mother and child. Though it has been proved and, of course, generally
accepted that fertility regulation will have a dramatic positive influence on
family health, the development of adequate counselling services is still
hesitant in some countries, This does not always reflect an overall low
level of MCH services and must be attributed more to the socio-cultural
and psychological background of the areas. Several speakers from these
countries expressed the opinion that the possible side effects of contra-
ceptives should be the subject of further studies before general recommen-
dations are given to their populations.

3.1.4 Different attitudes to health information and statistics

The peneration of health information and statistics is in sorne coun-
tries kept quite separate from health care and this - along with much mis-
understanding - has led to a lack of interest in clerical accuracy and sta-
tistical information in general.

3.2 Gaps in the services in the Region

The WHO survey presented a tentative quality-of-care score derived
from the total numher of items of care included in each programme, the
proportion of the population for whom this item is available and the pro-
portion of the population who use the service, Such a score implies that
the more varied the items which a service offers and the larger the number
of people who use it, the better it is,




Deficiencies were obvious and occurred in most countries even as
far as orthodox preventive and curative programmes were concerned. For
example, 9 out of 18 countries in the Region report that home deliveries
without any professional help still occur, only 7 countries provide a med-
~ical examination for all newborn children, and in 9 countries screening
for phenylketonuria can be offered only to a mmor:ty of children, (It must
be remembered that the countries taking part in the survey do not represent
a random cross-section of the Region.) For children beyond the first year
of life services seemed to be even less well developed than for infants,
Only about one-half of the children in the age~group 2-5 years seemed to
have access to any assessment of their developmental or sensory defects,
School health services are still predominantly physicianecentred, and in
only a few countries are nurses, psychologlsts, social workers and dentists
members of a health team,

As far as utilization of the services is concerned, the opinion expressed
in the Conference confirmed that they are far too little used by those who
need them most and that prevention through individual~at-risk strategics
is far too little developed, and that this generalization is ds true for preg-
nant mothers as for high-risk groups among children,

3.3 Gaps in the provision of up-to-date data

Gaps in the provision of up-to-date data and adeq.uaté health informa-
tion systems for a proper assessment of MCH services were discussed,
and many participants saw this as a considerable handicap,

In many countries there are independent data banks and special reg-
isters providing a number of traditional indices of family health, but the
records for the same individual cannot be linked, Even existing health
records are neithey comprehensive nor uniforrn and the quahty of the var~
ious data must often be questioned, :

It was agreed therefore that the traditional data as collected at present
were of little use for evaluating services,

3.4 Gaps in planning, evaluation and priority decisiuns

Such gaps must be considered in part as reapunsﬂ)le for present dew
ficiencies, Proper definition of goals preceding efforts to fill these gaps
has often been omitted and recponsibilities at various levels of the services
are often not well defined. It was agreed, furthermore, that goals are the
subject of a continuous process of development and therefore need contin-
nous reappraisal, Sometimes they ave defined more by politicians than
by health professionals. It was felt that only through close co-operation
between both groups can there be any guarantee of an optimal result,

This refers to data on the consumption of medical care and, of
course, does not apply to such indices as the proportion of the population
immunized, ete, .




3.5 Gaps in manpower and finzncial resources

Such gaps in manpower and financial rescurces were invariably men-
tioned as major difficulties when necessary changes were discussed., There
were many countries represented where these shortcomings presented
major problems. They are offen aggravated by uncooerdinated and ir-
rational use of the available resources and by what appear to be wrong de-
cisions on priorities, Highly sophisticated and expensive techniques for
antenatal screening, for instance, should not occupy more attention and
resources than simple, more frequent and less costly services for the im-
plementation of regular and generally accessible maternity care.

Overlapping activities, particularly in countries with a high commit-
ment to voluntary and non-governmental organizgations which rely on public
funds, reduce resources more than is justified by their results,

Manpower problems are often not so much the outcome of additional
but rather of changing tasks. Many of the activities suitable for the re-
sponsibility of personnel other than physicians are still too much doctor-
centred and therefore an alarming shortage of medical personnel is often
described., The discussion on the implementation of family planning prog-
rammes in the Region, particularly with a view to assignment of responsi-
bilities to midwives, underlined this problem.

Since training curricula for all health professionals in most countries
of the Region still follow traditional patterns and no adjustments to changing
needs have been rmade, the resulting deficiencies are ohvious,

It was alsg observed that in those countries where medical services
are largely private, resistance to change from the medical profession has
often to be overcome, since a reduction of doctors' earnings iz expected
to result from most changes,

3.6 Gaps in research

These gaps still leave unanswered many questions about the needs for,
and characteristics of, an optimal MCH service, Little is known in diffex-
ent cultures about the long~term effects of social and environmental factors
on the health of mother and child, The health hazards of malnutrition in
infancy and childhood and their relation to diseases in adult life were men-
tioned as an example.

Some participants were hesitant about advocating family planning serva-
ices in their countries since they felt that more research on the contreol of
human reproduction and its sequelac was required before general prog-
rammes should be implemented.

Child and adolescent gynaecelogical services are only just about to
be developed in some countries and still require further research.




3.7 Gaps in the irnplementation of research findings

In many countries these gaps are still large. Advances like the better
understanding of reproductive physiology and-its effects on health, of
embryology on organogenetics, of prematurity - its causes and care, and
of physielegical and psychological development of the child within the family
have not resulted in appropriate changes in concepts and practice in the
field of family health, :

Relatively simple implementation such as services for phenylketonuria
screening was shown in the WHO survey to fall far short of expectation,

3.8 Gaps in the level of health knowledge

These gaps, of all kinds but particularly in family health, were a
major deficiency repoerted from most countries of the Regilon. This may
be more serious in developing countries where it is part of a roajor educa-
tional problem. Special areas of health knowledge, however, show a sur-
prisingly low standard even in highly industrialized parts of the Region..
Here there are major deficiencies in popular understanding of, for example,
family planning, the long~term cffect of overnutrition in infancy, persons
ality development and behavioural disorders. ‘ '

4, OUTSTANDING PROBLEMS - A SUMMARY

From the reviews of the diversity of services and the gaps which were
reported in the services for mothers, children and families in the Region
it is possible to point to a number of contemporary general problems,
Some of these, for example the lack of evaluation and innovation or a ree:
fusal to recognize some of the more important psychosocial problems of
the family, may be cultural or historical in origin or due to the system of
medical care itself, Many therefore will probably continue unchanged and
will be mentioned again under "The Future" (Part 7). Others, perhaps
more amenable to solution, arise from changes in the social and medical
sCene.

4.1 HKeeping abreast of chanpes in the patterns of disease

These changes in the medical needs of families have been dramatic
in most countries of the Region., Not only has there been the well-knhown
decline in infectious-disease mortality affecting the majority of the popula-
tion in the Region (znd of course mostly in children) but the ill health which
remains (and which is sometimes increasing) presents a more subtle,
multifactorial challenge. There is therefore an inevitable preoccupation
on the part of the caring professions with disease and ill health which is
now proportionately more important than before, Priorities are changing.

&




Congenital malformation, mental handicap, the cancers, various forms of
maternal morbidity associated with excessive and frequent childbearing and
juvenile delinquency were among those mentioned,

4.2 Problems arising from our ability to predict disease, intervene in
illness and in reproduction

These skills bring not only new dangers (such as those of thrombosis
from some chemical contraceptives or teratogenesis from some drugs) but
force us to consider the complex problems of screening, the specificity and
sensitivity of our screening tests but above all, the costs and benefits of
our intervention. When to intervene becormes more important and, since
intervention must only be considered for those at risk, risk c¢ategorization
becomes essential, From the risk cateporizations come the High Risk
Strategies (or plans for intervention) which were mentioned so often by the
participants, Changes in our ability to intervene in reproduction force
upen us new and very important psychosocial problems as well as the proba
lems associated with the acceptance of new methods,

4.3 The problemn of human behaviour and health

It seerns likely that as mortality declines so gsaciety has the tirme and
the inclination to consider the subtleties of morbidity.,. The Conference re-
turned repeatedly to these notions and particularly to the quality of family
life, and the satis{action of the aspirations and demands of the COnsSuUmMers
of medical care.

4.4 Problems arising from our ability to evaluate medical care

The description of need and our ability to measgure the effectiveness
of services (and thus to decide on national priorities) is only just beginning
but, nevertheless, must be regarded as an important starting point for in-
novation and change and a major problem in medical care. The need for
"end points? or measures of outcome ("health indices") was frequently re-
ferred to, as was the hostility to all forms of audit of doctors in some coun-
tries,

4.5 Examples

Individual examples of the problems discussed by groups under sub-
headings 4,1 to 4,4 above are given in Annex [,




5. SOLUTIONS - A TENTATIVE APPROACH
~ TO THE INFORMATION NEEDED

5.1 Introduction

Among the many contributions which are possible to the solution of
contermnporary problems identified in the Region, three were scrutinized by
the Conference with some care, These were {1) the psychological and
sociological centribution, (2) the epidemiological contribution and (3) the
contribution from new information systems and the linking of data about
families and individuals. Qther highly rewarding approaches, such as the
application of new management methods (including systems analysis and
model building, operational research and cost-benefit analysis) were men-
. tioned but not considered in detail, For the sake of completeness they
must, however, be considered in any comprehensive attack upon family ill
health, The new approaches chosen, therefore, were illustrative examples
only and in no sense a complete review,

5.2 Recent advances in the understanding of social and psycholopical facs
tors in family health

By far the most important, and to some the most interestiﬁg,’ recent
developments in our understanding of reproductive performance and child
health have come from the demonstration of the relationship (not necessarily
causal) between conditions in the foetus and young child (for example nu-
tritional and other lack) and much later inability to realize full intellectual
or physical potential, Furthermore, social deprivation and disadvantage
(the familiar poverty complex in a new and sophisticated guise) also have
their long- and short-term sequelae. Social disadvantage is today associ-
ated not only with poverty but also, often, with a particular life style. Not
the least important of these associations is with high perinatal mortality and
morbidity, high still-birth rates and many other features of poor reproduc-
tive performance, ‘

The socially disadvantaged mothers are at high risk owing to a number
of other features of family life 2ssociated with ill health; they sroke to
excess, they are less easily persuaded to seek early care for many chronic
illg, they avail themselves less of the services they need most - for ex-
armple, family planning or antenatal care, and they are poor attenders at
child health clinics and cervical screening programmes.

Poorer health and physique is found more often in this group than in
the more socially advantaged and their children are more handicapped by
any birth damage or malnutrition., Urban isolation may compound these
effects. The social environment of the young child within the extended
family has probably been supporting and fairly constant for a great many
generations, In highly industrialized societies much of this security is
being disrupted and new life styles are emerging which may challenge the
security of the growing child, The effects of these changes are not fully
understood though it ie known that disruption of family life has a number
of serious effects upon the later social and psychological health of the child,
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These few examples served to show the growing preoccupation of
social research workers, paediatricians and obstetricians with the inter-
action of physical, social and emotional factors governing the health of the
farmily, Itwas suggested that WHO might well act as 2 ''clearing house",
collating and disseminating further advances in this field, The spread of
such information in the Region might, in the long rum, contribute to the
solution of some of the outstanding problems identified at the Conference,

5.3 Recent advances in epidemiological and population studies of family
health

Since so much of family health is concerned with the relationships
between antecedent events and later illness or death - antenatal diagnosis
and poor reproductive performance for example, or early nutritional de=
ficlency or excess and later subnormality or obesity ~ the long~term study
of what happens to children over 2 number of years is of major importance,
Other examples of our need for a better knowledge of the long-term natural
history of disease or impairment abound: the social, individual and family
cost of a surviving handicapped child for example, the effectiveness of the
newer contraceptives, their dangers and the dangers of teratogenesis from
new drugs, the reasons for regional and temporal variations in congenital
abnormality and the suggestion that some chronic diseases of middle age
meay have their origin in childhood all call for population studies of growing
sophistication,

The recognition of associations, for exarmaple between high perinatal
mortality and a number of antecedent social, physical, pathological and
pgychological characteristics allows of the development of risk scores
(either elaborated ad hoc or based upon some variance analysis techniques).
These risk scores will help to distinguish some high~risk families as
specially vulnerable and allow of the development of counter measures
(or High Risk Strategies) prior to the event predicted.

These applications of epidemiology to the prediction of illness are an
essential basis for the future preventive medicine of the family as well as,
of course, good obstetrics, The extension of these techniques to cover a
wider area of risk (ineluding social risk) is an urgent matter.

The meeting drew attention to other "risk" areas which could be quan-
tified. Among vulnerable groups were the socially disadvantaged already
mentioned, the recently urbanized, the nomads and migrants, as well as the
isolates, and of course those intellectually handicapped, Physical and
pathological high-risk factors were well known but another concept of high
risk was attached to 2 particular period (sometimes only a few hours) in
pregnancy and to certain places where risk was related to defective serve
ices. It was suggested that WHO could help greatly by dissemination of
information about relative risks (it was, of course, recognized that risks
will be different in different countries and areas but not, perhaps, so dif-
ferent as to be of no value) and High Risk Strategies as well as in
the exchange of information about the “longitudinal" studies of family health
which are under way in the Region,
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Another example of the use of epidemiology and population methods
is in the evaluation of family care, KEvaluation is normally thought of as
having two main cornponents: effectiveness, or how much the medical care
achleves of what was expected of it (does it do what it set out to do?) and
cost-efficiency or the conservation of resources, It is a way to decigions
making and to priority formulation,

Since many of the gaps in services described by participants seered
to thern to be due, in part at least, to defective priorities and social policy
or the irrational use of resources, it was clear that the evaluation of serv-
ices would be helpful. Part of the evaluation system must, of course,
lean upon the "outcome' of medical care, and a constantly recurring theme
throughout the Conference was the need for new measures of "outcome'.
These indices oxr measures of health were sought because of the inadequacy
of mortality statistics to describe the health of children-and of the family,
It was suggested that WHO would do a great service in the Region if the
current work on health indices could be circulated. -

5.4 Recent advances in information systems and the linking of data’

This is a much discussed field of endeavour and WHO has helped
recently by co~ordinating the experiences of several groups.! From the
point of view of the Conference, with its interest in the reported deficiencies
in services, in the solution of present Regional problems and in specilating
about the future of services for the farnily, the development of efficient in=
formation systems was recognized as crucial. However, in spite of this
recognition of the importance of good records which can be collected, stored,
retrieved, processed and distributed and which enable all the information
about a family to be linked together, participants were still reserved in
their praise, It was clear that pressure of time, the lack of understanding
of why some material is collected and the problem of confidentiality still
impede the full exploitation of the new information systems. Lo

When to these doubts are added the fact that many expectations of, for
example, "at risk' registers, have not been realized (and there is still a
widespread suspicion of computers in medicine among clinicians), it is oba-
vious why there has been so much delay in these developments. §

With these doubts as a background, the Conference agreed that a good
health information system in which the data could be linked together (pre=
ferably, but not necessarily, automatically) was essential to the early recs

ognition of disease and therefore to successful intervention,

At the individual level there was a call for continuity of care and a
unique record for each child for at least 18 years as well as the

‘ 1 World Health Organization (1974) Working Group on Inforraation
Systems Development, December 1973, Report, Geneva - :

12




co-ordination of fragmented services. These advances were possible oaly
through the use of an advanced information system,

At the service level the Confexence's call for evaluation and innovation
could hardly be realized without a health information systermn which could
accommodate measurable demographic, medical need, demand, utilization
and outcome data, At the research level, since so much of family health
depends upon a detailed record of antecedent events or conditions, all longe
itudinal studies must lean heavily upon efficient information systems,

Finally, since many speakers were concerned to establish surveillance
systems (i.e., the review of populations prior to the onset of illness or a
crisis within an existing illnessfit wag recognized that both computers and
linked information were necessary. It was hoped that WHO would continue
to disseminate reports on recent advances in medical information systems
relevant to family health and thus contribute to the solution of the outstanding
problems (see under 4.1, 4.2 and 4, 4),

b. STRATEGIES -~ OQBJECTIVES OF FAMILY HEALTH CARE
‘ AND EXAMPLES OF PLAKNING

6.1 Introduction

The notion of 2 "strategy' in health care is one of planning for future
intervention, The Conference was concerned not only to review paps or
omissions in the health care of the family and some of the new approaches,
but also to discuss and agree on the objectives of new strategies and consider
a few of the achievernents of the services known to the participants,

There was much discussion of the many different systems whereby
medical and social care is delivered to the family and from these discussions
a series of common features - "aims", "goals" or "objectives' becamae
clear. Only in one or two cases was it possible to say that these objectives
had been achieved, but it was felt that, unless the main features of an
"ideal' systern were recognized, the appropriate strategies were likely
to rernain intuitive and perhaps ineffective,

There is a similarity in the objectives of all health care delivery
systems and there is 2lso a temptation to dismiss the rmore utopian as un-
realistic, However, a review of the changing patterns of care of the last
few years shows at once the folly of such an attitude, Changes have accurred
rapidly in some countries; an infant mortality rate of 10 and a perinatal
mortality rate of 17 per 1000 were, as little as five years ago, thought to
be "unattainable”. With this in mind, the Conference agreed that the plan-
ning of the health care of the family might have some or all of the following
"objectives'.
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6.2 Agreed objectives of a family health strategy

6,2,.1 Access to care

It follows from the recognition of the ecological or interrelated nature
of factors influencing family health that, to have its maximum impact, ac-
cess to care must not be immpeded, Further, it follows (though this is more
an article of faith than sornething supported by research findings) that
either all members of the family should have the same source of care or that
records from each should be available to the health care team treating the
others. Itwas, of course, recognized that a major impediment is often .
the attitude of those most in need., Universal access is therefore not ‘
enough and positive incentives are needed - e¢specially with highrisk groups,

6.2,2 Comprehensiveness

Since the optimum care of the nuclear family is larpgely preventive,
the separation of preventive and curative care (as is still a feature of some
systems) is selfedefeating, costly and probably ineffective. Similarly,
educational and social care is probably more cost-effective if combined
with other aspects of the health rmaintenance of families., Fragmented
care from four or five different agencies (including special programmes
and voluntary agencies) is still a feature of some systems.

6.2.3 Costacfficiency

Very large resource differences (particularly in manpower) were des=
cribed in different countries of the Region but in no case was it possible to
afford to neglect the constraints upon their use.. Strategies, it was agreed,
must respect increasingly the need to operate with high cost-effectiveness,
This is likely to be particularly important when fashionable and relatively
ineffective programmes, costly in manpower resources {such as some
screening, for example), are embarked upon.

6,.2.4 FEffectiveness

It was agreed that some medical care of the family was demonstrably
ineffective, An obvious objective for new strategies would therefore be to
increase this effectiveness, Two problems, however, present themselves:
first, the measurement of effectiveness is difficult, and second, the in=
creasing power of the consumer = welcomed by all participants - may well
lead to aninsistence upon ineffective but acceptable care.

6.2.5 Continuity of care

With the growing precccupation of workers in family health with the
long~term effects of the care of the nuclear family, continuity of care bew
comes of greater importance. Linked data or, preferably, the actual cone
tinuity of personal care was a clear objective. The records needed for the
former and the personal doctor or health professional needed for the latter
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are difficult for the family to acquire in many Member States. Continuity
was, however, given high priority in considering the objectives of the new
strategies,

6.2.6 Research

The "underpinning™ of a family health strategy by research - even
very elementary reseaxch - was considered of great importance. The
conflict, which was often reported, between what iz known intuitively and
what is known scientifically is real and, with the new subtleties in rmaternal
and child health, more locally acquired scientific knowledge is needed, By
any criterion this kind of rescarch is socially justified because the social
costs of, for example, the handicapped with normal life expectancy are
high, It was felt by some participants that so-called "fundamental" re=
search was still consuming too many resources; research into how best
to deliver care was now among the highest strategic objectives,

6.2.7 Health manvower

This subject 1s mentioned later in this report hut the Conference placed
great value on new us¢s {roles, functions) of health manpower. An effec-
tive strategy for family health would have as one of its objectives new uses
as well as new training methods for members of the health care team - a
team whosc roles are, in some countries at least, bound by tradition, staw
tus and by irrelevant financial considerations,

6.2.8 Humane and compassionate administration

So complex are the attitudes and motivations described as conditioning
the health behaviour of families that exceptional telerance as well as an
"anthropological" expertise is needed, This is much more than the hurman-
ity and compassion clearly considered 25 a component of a successful stra-
tepgy and involves the socialescience content of the curricula of all health
professicnals,

6.2.9 Consurner participation

This subject recurred several times (and therefore its mention may
seem Tepetitive) but in terms of the objectives of a new strategy it was
clear that the participation of the consumer is increasingly important, The
contribution of the "clients", bhoth to the organization of care and to the
problems of communication with health professionals, was essential,

6,2,10 Illugtrative examrples

To what extent social strategies can influence the eifectiveness of
health services was demonstrated by a participant from Finland, where
large rural areas with long distances to private doctors and health centres
are a particular cause for concern, Legal regulations permitting substane
tial maternity benefits for mothers provide that only those who have heen
subject to a screening examination by 2 doctor or a midwife before the end
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of the fourth month of pregnancy are entitled to these allowances. Though
the benefits do not involve large sums of money (and as an alternative con-
sist of a practical ""present"” such as a set of clothing for mother and child),
they turned out to be an essential stimulus to optimal utilization of maternity
and child care services, This could be raised from 11% before the im-
plementation of the law to practically 100% afterwards (in 1973). The
positive effect could not only be dermnonstrated by the contact with all mothers,
but also by a contact at an earlier stage of pregnancy and an increase in the
number of average visits to health centres during pregnancy. At the same
time, long waitingehours for mothers, which had often affected their per=-
sonal commitment to health services, could be avoided by a different ap-
pointment system. An active interest in health matters is sustained by
additional social contributions like compensation pay before and after de~
livery, when again the granting of the maximum rate of benefits depends

on a special postnatal examination,

There is an increasing involvement of fathers in maternal training
programmes, demonstrating the family approach of Finland to MCH care.
This interesting strategy must obviously be seen in the comprehensive
frame of developing social policies, and for example in the provision of
daywcare facilities, criches and kindergartens, financial allowances for
children, and some flexibility in working hours for mothers, all of which
are designed to support the growing family. '

The technical strategies presented as examples to the Conference
were from highly developed countries, They described screéning tech=
nigues that could be applied to higherisk groups of mothers, In early
pregnancy screening procedures are, of course, directed towards the den
tection of maternal infections and congenital malformations, if necessary
involving amniocentesis and wtrasound examinations., Cenetic and meta=
bolic defects can also be diagnosed at this time so that an affected prege
nangy can be terminated safely, Expensive and highly sophisticated methw
ods should be limited to highurisk groups such as elderly mothers (for
chromosomal defects) and to women with a history suggestive of specific
disorders,

In late pregnancy, screening is not only concerned with the elimination
of perinatal mortality but also, of course, with the delivery of a healthy
and undamaged foetus and with the general health of the mother.

This ideal is, in general, sought in two ways:

(1) the identification of foetal and maternal risks with choice of op-
timurm delivery time;

(2) the avoidance of intra~uterine death or damage by monitoring the
foetal state until the optimum moment for delivery (measurement of
foetal and placental function by ultrasound, hormone and enzyme es-
timations, cardiotocography, etc, ). ' ‘

"
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Highly organized services for children were outlined by another
speaker from Finiand, In thiz country all or nearly all children are
screened and the screening procedures include:

- growth control by standardized charts;

- tests for sight, hearing, speech and psychomotor development;

=~ urine and haermoglobin teats and

= observation of the development of mental capacities and school ma="
turity including emotional behaviour and development.

Special attention is also given to defined risk groups:
~ small-for-date and premature babies;
- newborn babies with abnormal findings during their perinatal stage;

=~ children with chronic illnesses and frequent infections or with nu-
tritional disturbances;

- the handicapped in moter and mental development or in sight, hearing
and speech;

» children with emotional problems; and
= children whose day-care is inadeguate,

Doctors, public health nurses, dentists, psychologists, dieticians,
physiotherapists, speech therapists and social workers are all regular
members of the basic health care team,

Another interesting development was reported from Poland, where the
age-group 14 to 19 years has been included in MCH services. This has led
to a remarkable development in adolescent medicine with special psychow
logical counselling and the growth of occupational consulting centres, The
problems of "child gynaecology" have become a special part of the expanded
MCH services in this country,

6.2.10.1 Examples of strategies involving the consumer

How the social distance and consequent lack of communication between
consumers and providers of services could be overcome was demonstrated
by some observations from the United Kingdom,

Since the attitude of mothers and young children to services largely
depends on the traditional attitudes of near relatives, these have to be per-
suaded to accept a modern approach to rmaternity and child care. An at-
tempt has therefore been made to win the co=-operation of the older genera-
tion first, and to educate them in all questions relevant to MCH,
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- Farticularly in the highw~risk groups, there is great scope for exper-
imentation dnd assessment of alternative approaches, such aé the use of
personal teachers or neighbours who may share similar experience and know
the local attitudes and dialects, The mass media have also proved useful
but while programmes on disease, even those prepared for professionals,
draw large audiences, there is sometimes stubborn prejudice against a
"poasitive" attitude to health, The example of pressure groups against
flupuridation was given in this connexion,

Since the prevention of disease and health-maintenance are likely to
require constant effort or some special activity, for example; regular ex-
ercise, irmmmunization, teeth cleaning, etc., constant repetitiorn, presented
in a variety of imapinative ways, is necessary in order to keep interest
alive. The mass media as well as lectures, leaflets, press exhibitions,
cte., have been used but rarely evaluated.

A growing interest in health can be concluded from the variety of con-
-sumer groups. Some of these arc true pressure groups (e,g,, Abortion
Law Reform Association); others are essentially service groups (e.g., the
‘British Farmily Planning Association) and there is also an interesting pro-
liferation of self-help groups, among them many wemen's organizations,

o oA wide range of efficial and voluntary organizations see their commit-
ment in helping certain special groups of people: the handicapped, the men-
tally ill, the desperate, the socially deprived or the stlgrna.tlzed (unmarrled
mothers, exwprisoners, etc.).

How parents and in pa.rticula.r mothers, can themselves be involved
(with professional guidance) in the care and rehabilitation of the handicapped
and thus improve the effectiveness of the services and also gatisfy themm
selves was shown by speakers from Poland., This need for "consumer!
involvement was of growing importance, for whereas the patient is obviously
concerned with the amount of professional help available, this may not
" apply to the same extent in preventive medicine, The psychological dangers
.of an-over-active and professional preventive service leading to passivity
-and a lack of response frorn the population was pomted ‘out by a speaksr
frum Fra.m:e .
. . . . d I
There were many comments from participants as to what extent the
consumer of health ¢are should influence official health policies, It was
generally agreed that their contribution was important, particularly in the
assessment of needs and demands for medical care, However, the conw-
surners’' role in executive decisions was fraught with danger because of the
possibility of an irrational use of pressure groups and the dlstortldn uf
priorities, :

An example of administrative strategies used in & developlng country
was given by a repreﬁentatlve from Morocco, ‘ .

Planmng for the near future has heen prscedsd by a careful study of
preva111ng medical problems as well as the manpower and financial méans
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available. It was decided that special health services for children should
focus on the most vulnerable age~group of 0 to 2 years when mortality rates
are at thelr maximum in Morocco and there are grave health hazards
caused by malnutritdion and infectious diseases. From this age on, health
care can be provided by the general and school-health services,

Activities therefore concentrate on combating protein deficiencies
and rickets and upon immunization and family planning programmes.

Since medical personnel are not available to the same extent as in
most of the more developed countries, other members of the health team
have largely been put in charge of health services for mother and child and
their training is adjusted accordingly. The general development of children,
as well as the course of pregnancy, are followed by them to the point when
clinical signs present a need for further diagnostic measures and treatment
by a doctar. CGCounselling in nutritional problems and most of the vaccina-
tion programmes are handled in the same way.

Financial means are likely to be put at the disposal of those requesting
themn only on the basis of simple but convinceing cost-benefit comparisons,
Evaluations of the services and their influence on child health, of the dew
mands of the public and of the techniques applied by all groups of personnel
are supported by a basic information system which allows continuous mon-
itoring and thus adjustment of health programmes,

7. THE FUTURE

7.1 Introduction

The Conference, having reviewed the present unsatisfactory situation
of family health in the Region and after a brief discussion of some new ap-
proaches and the listing of planning objectives, turned to the future, At
this point, and to complete the logic of a review of the whole problem (al-
beit very generally, for a conference of this breadth can do no meore) a
number of "areas of major concern' for the future were defined, Inevit-
ably some of these - fertility control, for example, had already featured
as profound problems throughout the Conference: they were "areas of con-
cern” in the past and the present, and would certainly remain so intg the
foreseeable future. In this part of the Conference, however, they were
scrutinized in a new light and an attempt was made to forecast from cur=
rent trends the nature of the future challenge.

The criteria for selection of areas of future concern - the emerging
challenges - were four.
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(1) the future importance = the seriousness of the challenge,

(2) - its extent, '"universality" or prevalence,

(3) its "treatability" or "preventability", and

(4) its crucial relevance to the progress of the whole of family health,

These then were the challenges threatening continued improvement in
health and upon the resolution of which the future of family health might be
thought to rest. They are also in a sense the major research challenges
-~ and, though crucial to the future, are also present-day problems for some,

but not all, of the countries in the Region. T

As a background to the consideration of the future challenges in the
field of family health, two features of the conceptual framework into which
they must fit were discussed, Both are important and both are in a sense
challenges themselves,

7.2 The family as an ecolagical unit

It is fashionable to use the terms "ecology! and "systems analysis’
to describe present-day concepts of the multifactor causation of disease,
However, in spite of fashion, these notions are extremely useful when the
fine balance of social, physical and psychological (particularly cognitive
and emotional) factors in family health are considered. There is growing
evidence, much of it derived from large-scale research, of the interrelated-
ness of variables affecting, for example, the outcorne of pregnancy, the
genesis of delinguency, or the marginal cognitive retardation associated
with malnutrition or birth trauma. The noton of an ecosystem - a system
of interrelated balances -~ is therefore of value in that at its most simple
it informs workers in family health that all changes within the family will
have a host of repercussions = some of them predictable. At its most
sophisticated the use of the notion will point to the kind of analytical teche
nigques likely to be needed in research,

7.3 The congruence of needs, demands and services

The idea that the family has a series of medical and social needs and
that some of these are recognized by the family and thus become demands
for serviceés is not new, Further, itis a generally argued objective of
the organizers of care that the more important needs and demands (though
more often the needs only) should as far as possible be met by the provision
of services, The "ideal" situation however, is one in which there is al-
most no incongruence between the three = alimost all needs and derhands
heing met by the services provided, © The more cornmon sitnation is one in
which needs and demands show some partial agreement and services are
capable of meeting some of these needs and some demands, but not all,




A large overlap between the needs of populations and the services
designed to meet these needs is, of course, to be aimed at, but it challenges
the medical care team to educate the family so that their demands more
nearly reflect their needs,

A large overlap between needs and demands suggests a well educated,
highly sophisticated population, but where services are deficient consumer
pressures axe likely to build up and will, it is to be hoped, provoke the
rearganization of services,

A situation in which there is much overlap between service pravision
and demand, but where these are unrelated to need, is found today in sev-
eral countries of the Region., This situation is perhaps the most threat-
ening from the point of view of family health for it implies that few of the
great scientific advances in the understanding of medical needs have influe
enced either demand or services. The population is likely to be satisfied
and indices of family ill health (at least those affected by care) are likely
to be high,

The main challenge for the future can therefore be said to be the ine
congruence of needs, dernands and services and the future task in family
health may be seen in this way,

7.4 Emerging challenges

Apart from the major challenge of the incongruence of needs, demands
and services, eight other areas of concern were defined,

7.4.1 Iimplementation of existing knowledge

It was agreed that, since in sorne areas of the Region long~established
and common knowledge about the care of the family was not being applied,
the first task in these areas was to implement this knowledge,

7.4.2 Demographic challenges

The low and deelining birth rates and consequently the changing pro-
portion of old and young in the populations of the Region carried with it
major financial and social problems of dependency, However, in some
areas in the Region there is still a large annual population increase and the
Conference recognized these two contradictory challenges as being of great
impoxtance, The planning of families was still among the two or three mast
important cornerstones of maternal and child health,

7.4.3 Fertility control

Arising from the ability to control fertility are not only challenges to
improve and make safer contraceptives, to ensure their acceptability and
particularly to have them accepted by those tnost in need, but the more
positive challenge of the wanted child. The unwanted child is clearly dis-
advantaged (or may be born into a disadvantaged family) and thus begins
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- cyele of dependence and ill health which can only be avoided by respons-
able family planning. The nature of these challenges is, of course, in the
first place biochemical and thereafter educational and sociclogical,

7.4, 4 Quality of life

Much that is vague has been written on this subject but the facts are
unassailable, Life=-support systems have now reached such a high level
of efficiency that there is an increasing chance of the survival of the handi-
capped. Some decline in the incidence of handicap has not substantially
lessened this challenge., There are many other children who, with the re-
laxation of cornpetitive survival pressures, now have "normal expectations
of life, The quality of this existence is considered to be a medical as well
as a social challenge, :

7,4.5 Developmental notential - the child and the adult

The expanding idea of the developmental potential of the child is another
challenging notion which needs much careful research to document, It is
true that recent findings suggest a much larger pool of ability in a populatien
than hitherto believed, but it remains to be demonstrated how diverse are
these potentials and how they may best be realized. Mozrxe securely based
are the long~term associations of disease. Obesity, some mental ill health
and personality disorders, some cardiovascular disease, some of the cancers,
perhaps some metabolic disorders and some of the accidents which are due
to poor risketaking probably have their origins in childhood, ! The elucida-
tion, ‘detailed description and quantification of the associations, coupled
with careful prospective observation is a major challenge to family health
research for it is possible that some of these conditions are preventable
at a very early age,

The prevention of the effects of genetic abmnormalities presents a sim-
ilar challenge (the genetic effects themselves presenting a eugenic coun-
selling challenge) and the long~term effects of a number of other environ~
mental assaults must be quantified so that they can be avoided,

7.4.6 The measurernent of health and its use in evaluation

The traditional parameters of mortality and morbidity are of decreas-
ing interest to those concerned with family health, and in their place are a

I The list is not, of course, exhaustive and there is informed specu~
lation about many more conditions characteristic of adult life. '

Proper risk=taking learned in early childhood, for example, could
well alter the pattern of accidents later in life. The other conditions men=-
tioned show secular changes in incidence which autornatically invclve the
environment and suggest preventability, :
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few rather inadequate descriptions of what is sometimes called "positive”
health, The search for sensitive, repeatable indices of health in which

the socio-economic components can be distinguished from those sensitive to
medical care is a major research challenge, "Adjustment', "fulfilment',
"ecological balance' are little more than literary atternpts to describe much
needed measures, At least one member of the Conference had considered
the measurement of disability from various types of handicap as a step to-
ward the objective of easily applied repeatable indices of health,

The use of indices of health as measures of "outcorne" would, if used
with the new information systems {above), allow of the full development of
what one participant called "the predictive medicine of the family", Our
crude risk registers would thus be made more sensitive and accurate and
their value in health care (at present rather low) correspondingly enhanced.

7.4.7 The environment of the futyre

Particular importance was attached to the changing environment of
the family. The Conference had discussed the interrelationships of the
social, psychological and material environment and was concerned that
constant attention be paid to the prevention of all ill effects, Fox example,
it was apparent that concern for the welfare of the family as 2 nucleus was
in some countries of the Region being taken so far that all responsibility
for its well-being was being removed from the family's own control, Thus
there was a striking paradox: the increasing concern of society for the
family was in the end actually threatening to damage the self~confidence
and perhaps the resilience of the very family it sought to help,

At the social and psychological level there were also the potential
threats involved in the changing patterns of family life - the one-parent
family being a familiar example, The challenges of the environment were
among the most complex, and at their most sophisticated they were re-
scarch challenges., Itwas necessary to monitoer and in turn control the
effects of the new patterns,

Monitoring too was necessary at the more traditional level of air,
water and food pollution, where dramatic changes were also likely and nhew
hazards were emerging,

7.4, 8 The training of the medical team

Because it is assumed that the properly trained will automatically
behave appropriately, much emphasis is placed upon training as the major
challenge of the future in family health, While this is to some extent true,
the essential feature is that, without special and relevant training, most
of the new challenges cannot be met, The Conference was concerned with
three main aspects: training for redeployment, training for relevance to
medical need and the problems of innovation and change in curricula.
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.4.8,1 Training for redeployment

It was clear that the traditional roles of the health care team had been
decided upon at a time when the major thredt to the family was from specific
infectious diseases and that redeployment - a rew-allocation of tasks and
roles « was essential, '

With changing needs, new task analyses could be elaborated and these
were likely to alter both the role of the doctor and the nurse. Team work of
of a multidisciplinary nature presents the greatest challenge to traditional
status systems and considerable retraining was necessary if persannel were
to be equipped to change with the times, ‘

Particular attention should be given to the following aspects of train~
ing:

(1) the links between training in paediatrics and in obstetrics;

{2} the impartance of providing better training on perinatal problems
and those of adolescence;

(3) the importance of organizing the training of personnel in such a
way as to give a much larper place to training in the field, cutside the
hospital. '

7.4,.8,2 Training for relevance

The objectives of education of the health care team have been the sub-
ject of much woxk hy WHO, The Conference agreed that considerable re«
vision of objectives, course content and method would be necessary if the
type of care of the family which had been discussed was to be achieved,

In particular common training objectives (for part of their courses), comm
mon studies for doctors, nurses and other health professionals (for part
of their courses) and the early team work necessary for later multidis=
ciplined care were immediate objectives.

The course content in most schools was felt to be archaic and the
Conference followed WHO in hoping that the inclusion of community medi-
cine, biostatistics and the behavioural sciences would produce some of the
changes required,

The content should include the social aspects of paediatrics and obe=
stetrics. Finally, it had to be remembered that university and
posteuniversity training was never sufficient and that it was essential to
organize various types of continuing training and in-service training,

7.4, 8.3 Innovation and change in curricula

The Conference agreed that within the educational systems the proba-
lems of change were the most difficult. It is altopgether too easy to blandly
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advocate a constant review of the relevance of the curricula to contemporary
need. The challenge is in how to bring this about.

8. CONCLUSZIONS AND RECOMMENDATIONS

Severe shortcomings in almost all parts of the Region have been re-
vealed by a survey of MCH services in Europe and most of them were con-
firmed and amplified by the discussions in the Conference. Though they
are, of course, of a different nature they apply to developed and developing
parts of the Region. To a large extent they must be seen as the result of
incongruence between the new knowledge which is bringing new dimensions
to farnily health and the traditional views on services. This criticism was
made with considerable force,

The health of mother and child is affected by all the human environ-
rmental conditions - the ecosystem - in which the farnily exists, MCH servs
ices must therefore be centred not so much on separate individual health
problems but rather on the care of the whole family as a unit.

For much the same reasons the delivery of health care for the family
cannot be regarded as a specific task of any medical diseipline but rather
a concerted activity of all members of the health professions, Effective
co-operation in this field still shows gaps in most countries,

The psychon~social factors influencing health, particularly in in-
dustrialized countries, are an emerging problem of considerable importance
in Europe, Disadvantaged groups of society in terms of economics, edu-~
cation and housing conditions show poorer health and physigue, including a
higher incidence of borderline subnormality, Observations on migration
and recent urbanization confirm the common association of social risks
with health risks,

The long~term effects of physical and mental disturbances in infancy
and childhood (and even of pre=natal conditions) on the health of adults make
continuity of care and data linkage issues of high priority,

Farnily planning can significantly improve the state of family health,
bring down maternal, perinatal and infantile mortality rates and allow a
better physical and mental development for wanted children in & more faa
vourable environment, Counselling on family planning, to be effective,
must always be an individual matter and be adjusted to the social, cultural
and educational background of each family,

More of an epidemiological approach to family health could provide
health authorities with a better assessment of the needs and demands of the
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popuwlation, This approach will have to take into account the recent chanpges
in socicty affecting family health as well as the changing disease patterns
and our changing ability to intervene in disease,

Health information systems in use at present, though largely limited
te such traditional parameters as mortality and morbidity, could be improved
by record linkage of different parts of the scrvices and different stages of
life. Positive health criteria are needed and will be more useful but must
be developed further,

The application of recently developed and promising techniques in
monitoring the health of mother and child will improve the outcome of MCH
services. In particular this applies to the high-risk groups of mothers
and foetuses during all stages of pregnancy. Screening procedures in
childhood also show promise. Expensive and highly sophisticated techniques
will, however, have to be limited to high~risk groups and proved to be worth-
while,

Maternity and paternity benefits and leave, maternal allowances, day=
care facilities for infants and pre«school children and many other support-
ing services are probably the best way to stimulate the use of services and
80 to prevent perinatal problems, However, they will not necessarily pro-
mote active consumer participation,

While information on disease will always find a great deal of public
interest, relatively little interest oy attention is given to prevention,
Health education is largely unsuccessful in this field, To have a reason-
able hope of success the education of the public in family health must there=
fore be a continuing process involving school, home and community., The
mass media could do much to increase public awareness,

The training of rmedical and health personnel in most parts of the
European Region is still traditional in outlook and as a result the health pro=-
fessionals arc often very traditional in theéir professional activities. Traine
ing objectives and curricula are therefore in urgent need of revision.

From most of the above conclusions, recommendations may readily
be inferred. The Conference was aware of the fact that in order to over=
come the very large gaps revealed by the WHOQ survey {as outlined under
Part 3. ) contributions by all governments, ‘national and international bodics
and professionals responsible for the field of health are required, The
main recommendation of the Conference is therefore that urgent steps be
taken to fill the gaps in services which were discussed,

8.1 The role of WHO

The meeting recommended strongly that WHO should ceontinue in its
role of co~ordinator of national efforts, and stimulator of further exchanges
of information, particularly at the technical level, about the advances which
are being made into the problems outlined during the discussions {Part 4. ).
Of particular importance in this exchange of information were research
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findings relevant to family health, internationally comparable statistics
and the definition of risk categories, their weighting and examples of strat-
egies which have proved successful.

.2 Readjustment of services

The needs and demands of the family should be reconsidered carefully
in the light of new knowledge and recent changes in society, This exercise
is likely to involve more of an epidemiological approach than formerly and
more elaborate health information systems. The effectiveness and cost
efficiency of services in meeting these needs and demands must he measa-
ured, The implementation of elementary research findings relevant to
family health is essential and long overdue, The integration of fertility
regulation and genetic counselling should be given high priority.

8.3 Training

The basic education of health personnel in all aspects of family life
should be reviewed and perhaps improved by more adequate and early con=
tact with farnilies and the community. Training objectives and curricula
should be revised and should take into account the changing responsibilities
of the professions as well as today's wider concept of health, Strategies
to encourage consumers' participation should be seen 2s a relevant issue,

The common bases of tasks and skills should be emphasized by dis-
cusslons between trainees in the various types of health professions,

8.4 Research

The Conference could only stress those areas where gaps were felt
most and the following subjects were particularly recommended for further
research:

{a) =adolescent medicine,

(b) the control of human reproduction, including side effects of contra-
ceptives,

(c) the development of better measures for intellectual and emotional
development, ‘

(d) work on new "positive' health indices which could be used by all
' countries in the Region,

(e} definition of criteria and weighting for risk groups among mothers
and children, and

{(f} longitudinal studies on the influence of environrment, nutrition,
etc,, in early childhood on the health of the adult.
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ANNEX I

EXAMPLES OF THE PROBLEMS DISCUSSED IN PART 4

The examples given below are taken from experience in the Region

and were thought by the participants to be important, It is by no means
an exhaustive list,

1.

10,

-Improving the quality of child and family life = how far is this a health

problem? How is it studied? How can services assist? What are
the "'peycho=social" needs of the family? :

The reluctance of those most in need to avail themselves of services,
particularly farnily planning., How can this aspect of health behaviour
be changed?

The survival of the handicapped., What are the costs, and how can
services be improved?

Communications Letween the health care team and the patient. How
can these he improved?

The application of medical knowledge in prevention. Many known and

- tried preventive measures are still not used. How can interest in

prevention be stimulated?

The. measurement of risk and the use of information., How can we

improve our medical information systems and use them in intervention?

The relevance of the education of health professionals to contemporary
need, How can we ensure revision and updating of our training prog-
ramimes?

The integration of services and disciplines, How can we ensure that
administrative structures serve rather than fragment medical care?

- The formulation of research goals and research design. How can we

introduce rational research policies which respect local priorities and
needs?

Evaluation of orthodox care. How can we overcome resistance to

studics of the effectiveness and cost~efficiency of our services?
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Monday, 11 November 1974

Tuesday, 12 November

Wednesday, 13 November

Thursday, 14 November

Friday, 15 November

ANNEX 1

AGENDA

Visits to institutions concerned with ma-
ternal and child health

Opening session

Election of officers

Adoption of provisional agenda

A, Review of maternal and child health
programmes in the European Region

B. Outstanding problems and promising
approaches in maternal and child
health

C. Strategies in the delivery of maternal

and child care

D. Ermerging challenges and future out-
lool

Conclusions and recommendations

Closing session

29




ANNEX III

D,

LIST OF BACKGROUND DOCUMENTS PREPARED BY
THE TEMPORARY ADVISERS AND CONSULTANTS!

Review of matei-na,l and child health
programmes in the European Region

WHQ's recent activities Profesgor P.O. Petersson

Qutstanding problems and promising
approaches in maternal and child

health
(2) Psycho-social appro.'a:tl:h Dr B. Thompson
~(b) Implications of fertility regue o .
lation , Professor L. Andolzek
Implications of fertility regu~ .
lation Professor V, 1. Bodjazina
{c) Epidemiolqgihai approach Pr'ufeséor M. Backett

(d) Information systems and record : ‘
linkage Pr J,-C, Vuille

Strategies in the delivery of maternal
and child care

(2) Planning, orgénizatidn, manage-
ment and evaluation Dr A, Belhaj

(b) Strategies for high-risk groups -
farnily, mother, child (including Dr C.F, Ruoss

screening procedures) Professor O,B. Wasz-Héckert

{c) Social services for mothers and
children (day~care, legislative
agpects, etc.) Miss M, Mikkola

(d) Consumer's participation and
self help Dr B, Thompson

Emergency challenges
(2) The quality of life - early child-

hood, adolescence, adulthood, Professor K. Bozkowa
the handicapped Dr V, Tatocenko

These docurnents were distributed to the consultants and temporary

advisers only,
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Annex IIT

(b) Childhood as a basis for long=
termn health Professor I, Dogramaci

{c} Challenges in the field of edu-
cation Dr Nathalie P. Masse

Additional documents were also received from participants of the
USSR, as follows:

New Trends in Maternal and Child
Health in the USSR, Professor Elena C, Novikova

Principles for the Prevention of
Perinatal Pathology Professor L.5, Persianinov
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ANNEX IV

LIST OF PARTICIPANTS J

ALGERILA

Dr A, Benatallah
Director of Health, Wilaya of Titteri, Medea

Dr M. Keddaril
Frofessor of Paediatrics, University Hospital, Algiers
AUSTRIA
Dr Helene Kapaun
Public Health Officer, Maternal and Child Health,
Gesundheitsamt der Stadt Wien, Vienna
BULGARIA
Dr B,C., Zahariev
Chief, Maternal and Child Health Department, Ministry of Public
Health, Sofia
CZECHOSLOVAKIA
Professor J. Housték
Dean, Facuity of Paediatrics, Prague
DENMARK
Dr Inge E. Jespersen
Adviser, National Health Service of Denmark, Copenhagen
FINLAND
Dr V.J. Soininen

Chief, Office of Health Centres, National Board of Health,
Helsinki

1 Participation expenses not paid by WHO
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FRANCE

Dr A.C. Andriamasy ‘
Technical Adviser, Directorate-General of Health, Bureau
PME 1, Ministry of Health, Paris
GERMAN DEMOCRATIC REPURLIC

Professor Anneliese Silzler
Divector, Institute for Child and Adolescent Hygiene, Berlin

Dr Helga Ray‘nefl
" Ministry of Public Health, Berlin

GEEMANY, FEDERAL REPUBLIC OF

Professor H. Bickel
Director, University Children's Hospital, Heidelberg

Professor J. Hitter!
Senior Physician, Women's Clinie, Heidelberg University,
Heidelberg
GREECE

Dr Theodora Stéfanou
Director of Social Services, Ministry of Social Services, Athens

HUNGARY
Dx P, VArdi
Deputy Head, Department for Maternal and Child Care,
Ministry of Health, Budapest
ICELAND
Dr P. Sigurdsson (Vice-Chairman)
Secretary General, Ministry of Health and Social Security,
Revykjavik
IRELAND

Dr T.V. O'Dwyer
Medical Officer, Department of Health, Dublin

Participation expenses not paid by WHOQO
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LUXEMBOURG
Dy E.J,P. Duhr

"Director of Pubhc Health Luxﬂmbourg
MONACO
Dr H.J. Harden
Obstetrician=Gynaecologist, Princess Grace Hospital Centre
of Monaco, Monte Carlo
MOROQCCO
Dr Noufissa Fellat-Triki
Paediatric Physician, Yacoub El Mansnur Health Centre of
Rahat, Rabat
NETHERLANDS
Dr Nella Haverkamp Begemann
Officer for Child Health for Friesland Province, Leeuwarclen
NORWAY
D» Marit Kromberg - - :
Consultant, Directorate of Health Serw.ces, Oslo
POLAND
Professor Barbara Kafska ‘
Director, Institute of Paedlatr:.cs, Cracow
PORTUGAL
Dr J, P, X. Lopes Dias : :
Health Inspector, Directorate-General of Health, Lisbon
ROMANIA
Professor L, Turcanu
Professor of Paediatrice, Institute of Medicine, Timisoara
SPAIN

Dr L., Cafiada~Royo Lo
Frovincial Chief of Health, Logrorm
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SWEDEN

Dy T, Mgller

Senior Medical Officer, National Board of Health and Welfare,
Stockholm

Dr Kajsa Sundstrém!

Senior Medical Officer, National Board of Health and Welfare,
Stockholm

SWITZERLAND

Professor L.5. Prod'hom (Vice=Chairman)
Chief, Paediatric Service, Cantonal Hospital, University of
Lausanne, Lausanne

‘'TURKEY

Dr D. Tanyeli
Chief, Maternal and Child Health Centre of Istanbul, Istanbul

UNITED KINGDOM

Dr Doreen Rothman
Senior Medical Officer, Department of Health and Social
Security, London

Dr Eileen M, Ring!l
Principal Medical Officer, Child Health Division, Department
of Health and Social Security, London

USSR

Professor L.,8. Persianinov
Director, AllaUnion Scientific Institute of Obstetrics and
Gynaecology, Moscow

Professor Elena C. Novikova (Chairman)!
Deputy Minister of Health of the USSR for Maternal and Child
Health, Ministry of Health of the USSR, Moscow

YUGOSLAVIA

Professor D, Miletif
Director, Institute of Maternal and Child Health, Novi S8ad

! Participation expenses not paid by WHO
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EASTERN MEDITERRANEAN REGION OF THE
- WORLD HEALTH ORGANIZATION

EGYPTIAN ARAB REPUBLIC

Dr L.M. El Savad
' Deputy Director, Maternal and Child Health Department,

Ministry of Public Health, Cairo

IRAN
Dr P, Rezai : ‘
Director- General General Health Department of Bushehr
Province, Ministry of Health of Iran, Teheran
PAKISTAN

. Dr Niaz H.A. Khan
Joint Secretary, Hea.lth Department Government of Pakistan,

Lahore

SUDAN

Dr F.M. Khalifa
Province Medical Qfficer of Health, Upper Nile Province,

Malakal, Ministry of Health, Khartoum

REPRESENTATIVES OF OTHER QRGANIZATIONS

International Children's Centre

Professor M. Manciaux :
Director-General, International Children's Centre, Paris,

France

Internationa] Confederation of Midwives

Miss M. A, Brain
District Nursing fou:er, West Berkshue Health District,

Reading, Berkshire, United Kingdom
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International Paediatric Assoclation

Professor I, Dogramaci -
Rector, Hacettepe University, Ankara, Turkey

Internatipnal Planned Parenthood Federation

Frofessor K,H, Mehlan
Director, Institute of Hygiene, University of Rostock, Rostock,
Geriman Democratic Republic

OBSERVERS

Dr M, Breunung
Deputy Chief of the Institute for Infant Infectious Diseases, Miniatry
of Public Health, Berlin, German Democratic Republic

Dr Rimma K. Ignat'eva .
Chief of Department, Sernasko Institute of Social Hygiene and Health
Administration, Moscow, USSR

Profesgor L.V, I1'in
Department of Obstetrics and Gynaecology, First Moscow Medical
Institute, Moscow, USSR

Dy Vera V, Kocermasova
Deputy Chief, Central Administration of Preventive and Curative
Care of Children and Mothers, Ministry of Health, Moscow, USSR

Dr Ursula Kupferschmidt
Paediatrics Specialist, Children's Clinic, Karl Marx University,
Leipzig, Gerrnan Democratic Republic

Professor Irina A. Manuilova _
Chief, WHO SMC, All-Union Scientific Research Institute of Obstetrics
and Gynaecology, Moscow, USSR

Dr Margarita Nikitina
Chief, Central Administration of Preventive and Curative Care of
Children and Mothers, Ministry of Health, Maoscow, USSR

Professor M, J. Studenikin
Director of the Institute of Paediatrics, Moacow, USSR

37




Annex IV

~ir Nina Wasz-Héckert
Head of the Preventive Dental Care Pro;ect of the MCH Unit, Ezpoo,
Finland

WHO CONSULTANTS

Professor E, M, Backett (Rapporteur)
Department of Community Health, University of Nottingham, Medical
School, Nottingham, United Kingdom

Dr Elisabeth Funke (Rapporteur)
Medical Officer for Maternal and Child Health, Ministry of Labour,
Health and Social Affairs of North Rhine Westphalia, Dilsseldori,
Federal Republic of Germany

S TEMPORARY ADVISERS

Dr Alfréda Belhaj (Vice-Chairman)
- Chief Medical Officer, Central Service for Maternal and Child Health
and Nutrition, Ministry of FPublic Health, Rabat,” Morocco

Professor Vera I, Bodjazlna
Deputy Director for Science, All-Union SclentL‘Elc Research Institute

. of Obstetrics and Gynaecology, Maoscow, USSR
Professor Krystyna Bozkowa
Birector, MNational Research Instlmte for Maternal and Chﬂd Health
Warsaw, Poland

Professer 1, Dogramaci “
. .Rector, Hacettepe University, Ankara, Turkey

Professor M, Manciaux
D1rectornGenera.1 International Chlldren & Centre, Parig, France

Dr Nathalm P Masse ‘
Director of Education, lnternatmnal Ch1ldren s Centre, Paris, France

Miszs M, E, Mikkola
Chief Nursing Officer, Natmnal Board of Health Helsmlu, Finland
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Professor P.O. Petersson
Department of Paediatrics, University Hospital, Uppsala, Sweden

Dr P. Rénisch
Chief, Leucosis Prirnary Centre, Children's Clinic, "Carl Gustav
Carus' Medical Academy, Dresden, German Democratic Republic

Dr C.F. Ruoss
Obstetrician and Gynaecologist, Southlands Hospital, Shoreham-by-
Sea, Sussex, United Kingdom

Dr Stanks Simoneti

Chief, Department for Maternal and Child Health Protection, Institute
for Health Protection of the Socialist Republic of Slovenia, Ljubljana,
Yugoslavia

Dr V. Tatocenko
Senior Scientific Worker, Institute of Paediatrics, Academy of
Medical Sciences of the USSR, Moscow, USSR

br Barbara Thompson
Medical Sociologist, Medical Research Council Medical Sociology
Unit, Centre for Social Studies, Aberdeen, Scotland, United Hingdom

Dr J.-C. Vuille
Deputy Director, Institute for Socizl and Preventive Medicine,
University of Bern, Switzerland

Professor B.O. Wasz-Héckert
Professor of Paediatrics, Chairman, II Department of Paediatrics,
University Central Hospital, Helsinki, Finland

WORLD HEALTH ORGANIZATION

Reglonal Gffice for Europe

Dr F.A. Bauhofer
Director of Health Services

Mr J.-M. van Gindertael
Public Inforrmation Qifficer

Miss W. Haddad
Officer for Public Health Nursing/Midwifery
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Dr M. Postiglione (Secretary)

"Acting Chief, Non-communicable Discases Preventmn and
Control

‘Dr H. C. Stetler
" Profect Medical Officer, Morocco 5101

Dr A. Weber
Repgional Officer for Health Information

Hea.dquarters

" Dr-oA. Zahra
Director, Diviszion of Famxly Health

Dr Angela Petros-Barvaszian
‘ " Chief, Maternal and Child Health
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