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[INTERVENTION PROGRAMMES]
NTEEVENTION PROGERAMMES on the health of
young children in developing countries — are they
juatified?

There 15 no question about the need for extra care for
children in preference to adults as a disproportionately
large percentage of total deaths occurs at the young
ages,”' (more than one third in developing countries, well
under 3 Tinindustrialised countries *). Thereby healthy
child development is important for effective physicaland
intellectual performance inlaterlife . Evansefalfounda
deficit in intellectual maturity by children who had an
] ]:|1'-.mll‘ of kwashiorkor that eccurred after 16 months of
age? He also stated that dietary supplementation of
newhorn siblings in families with a known history of
undernutrition significantly elevated intelligence test
scares of the supplemented children above that of their
siblings'"

If there is a place for health and nutrition programmes,
are they successful enough to control malnutrition?
Gwatkin ¢f & conclude that health and nutrntion
intervention can make a difference™ They evaluated 10
intervention programmes which must not be considered
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as the best programmes but the best to evaluate, To
estimate the efficiency of these programmes, Infant
Mortality, Fertility Rate and Physical Growth were

assessed,

In all the programmes a strong decrease in infant and
child mortality was found. Insevenof the ninecases there
was a oontral group. In the intervention areas the
decrease was more significant than in the control group.
With respect to fertility five of the ten projects provided
data adequate to permit trend estimates. In three out of
four projects there was a substantial decline in hirth rate
after offering family planning services mn close
conjunction with nutrition and health efforts. In the
fourth project it was not clear whether the decline was
more than in the control area. In Imesi™ the fertility rate
after five years of the initiation of projects was found to be
higher than in the control area® Five of the six projects
which attempted to stimulate physical growth had at
least zome results. Inonly one, no significant difference
between treatment and control area was found™

Thereby the costs were quite moderate, only 0,53 to 2 %o of
the annual per capita GNP which are very close to the
health expenditure levels for most developing countries
for the conventional national health system that reaches
farlesspeople”. In order tolower the costs and toenhance
consumer participation and responsibility, the com-
munity could also contribute to the expenditures®? In all
the ten intervention programmes, certain measures
seemed to be strikingly effective” for instance:
— nutritional supplements for mothers
— immumsing mother against tetanus
— registration of nutritional status to identify growth
problems and to bring theze to the attention of the
mother, seem very effective in decreasing
mortality rates
— improved nutrition for both mother and children
— intensive and continuous training of fieldworkers
(on the job)
— marereliance on para-medical workers
— toreach the whole population with the intervention
programme (important for Vaccination)™
The most effective intervention seems to be a mixture of
both nutrition and health interventions bul one cannot
prescribe the ideal intervention as flexibilitvis necessary
for local needs™.

The Under Five Clinics, as defined by Morley, however
give more or less a schedule for an intervention pro-
gramme. According to Morley*! the UFC should have
three goals:
1. Tocheck the health of all children = 5 years.
2. Toprevent malnutrition, malaria, measles, whoop-
ing conghand TH.
3. To provide zimple treatment for diarrhoea, pneu-
moniaand the common skin dizeases,
It has to give curative and preventive services to a
population as large as possible. After an under five clinic
was putupin Imesi(Nigeria), Cunningham compared the
health and nutritional status of children in Imesi with
children from a neighbouring village, Okemesi, where
there was no under five clinic'® He concluded that the
clinic in Imesi, where the services were very extensive

0

and effective, was the primary factor to which the
guperior health of the Imesi under five children could be
attributed'? Infant and child mortality can be seen as an
indicationof the efficiency of intervention programmes™
The mortality rate of children 0 — 5 vears old in Imesi came
down toone quarter of the previous number over a perod of ten
vears, which, according to Morley, can be achieved only by
curative and preventive care together®! The 1 — 4 year child
mortality rate at Imesi was 18,0/1 000, at Okemesi
51.2/1 000" In Imesi only half of the children in comparison
with Okemesi were under 60 % of the mean weight for age'!

These results are very encouragingand for this reason under
five clinics should be available for all children.

A schedule of objectives and activities needed for the control
af protein-energy malnatrition in young children i given by
Standard? (See Table on next pagel.

It 15 stressed that anmerease of food production and improve-
ment of environmental sanitation togetherwith health educa-
tion at hath national and community levels are of paramount
importanoe;

Children with protein energy malnutrition can be considered
a=a 'high-risk’ group. but more children need special attention
asthey have zome characteristics which place them inan at-
nsk' group. Morey defined some at nisk factors which were
found to be significant in a West-African Village®.
— maternal weight below 43,0kg
— all hirth orders over 7
= breakdown of mariage or death of either parent
— death in the family of more than four siblings
— Etﬁ{m“ﬂglthehwﬂ:EMﬂpﬂtenﬁlefwa,&Ekg:gﬁ
— failure togain 0,5 kg a month in the first trimester o 25
kg a month in the second trimester of life
— breast infection and difficulties in breast-feeding, par-
ticularly those secondary to peychiatric illness in the
mother
— an episode of measles, whooping cough and severe
repeated dimhoea in the early months of life.
But one might conzider other at-rizk factors as well, like
— [Winging
— anv significant problem m the neonatal period
— any obvious congenital abnormality
— households with TH
— mwother leszthan 16 years old
— mther returning towork or school
— mather having a serious physical or mental illness
— lmown malmutrition in the family
— lenown domestic or economic crisis in the family
— any infant falling below the third percentile on growth
chart
'— any infant falling away from his previous normal growth
line
— any child not showing satisfactory catchupgrowthafter
any illness,

THEINTERVENTION PROGRAMME IN
GELUKSPAN HEALTH REGION

After the data of the nutrition 2urvey was collected in 1980, a
programme was started by the Gelukspan Community

Hospital.
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Supplements used in the feeding programime
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Amenmnt and ased Age Group Perventage of the dady Perve of the daily Cimts —

W‘ neer] o prodein ENETEY mimthly

1 kg Full Cresarn Milk Poder (k11 monthes 465 20,1 el
NP = 75%

1,5 kg Skimmesd Milk Powder 12-35 months T 140 Bt
NPU = 75 %

45 kg Peaflour NPU = 45% 371 months A4 23,3 R1,28

*NPU of Peaflour is much higher when it is combined with maize (70 %5).

The Team had the following equipment at its

& Toyota Hi-Ace @ Plaztic bags in which
Ambulance by keep cards

® Two zcales (Salter # Skimmed Milk Powder
scales on tripod). (1,5 kg bags)

#® Tape measure (Shakir ® Full Cream Milk
strip) Powder — 500 mg

& Cool hoses & Vaccines packets

# Road to Health Cards ® Peaflour — 4 g packets

® World Vision Cards ® Multivite symup

® Tmmumisation Cards

Later on the team included the following
medicine:

& [MNH

® Whitefield ointment

® Ascabiol

® Ferlucon

Dioctors of the hospital were sentout with the team an several
occasions to evaluate the progress of the children on the
feeding programme, usually at intervals of three to four
menths, Regular in-service training was given to the team
members and also training on the job.

2. Gardening and poultry projects.

In October 1980 gardening and poultry projects were started
at the haspital. Seedlings and seeds of cabbage, tomatoes,
beetroot, onions, spinach were sold at cost price.

The poultry project serves to supply four to six weelk old
chickens to the people at cost price. Most of the chickens are
sndd in the district by the mobile under-five clinic tothe mothers
of (malnourished) children. People are encouraged to bring
them up for egg production and to slaughter only the cockerels.
Every twomonths 1 500 chickens are distributed in the com-
munity in this way. Individual motherswere advised how they
could help themselves e.g. by milking their goats, eating
peanuts, production of their own eges and meat etc,

3. A nutrition rehabilitation ward was opened in
January 1981.

The idea was to admit the malnourished children with their

minther or guardian

Indication for admission

® if the child iz badly malnourished on the first visite.g. very
marasmic or edemataus

® ifthere iznoimprovement while the child is on outpatient
Lreatment

® for further investigation e.g. TB contacts, anaemia, when
children lose weight without obvions reason ete.
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O admizsion the following routine investigations are done:
CXR
Mantou
FBC + ESR
LUrine and stool microscopy
Other testz like LFT, U & E, urine and blood cultures are
onby done when mdicated.

The ward hasa special menu with extra mealsin betweenand
the lunch is enriched with sunflower oil (mixed in maize
porridge). In the evening some of the mothers cook for all the
children.

For the mothers there is a special programme and they are
invelved in the care of the child as much as possible. Besides
that, they look after their child and have daily health education
lectures (listof 15 topics for a three week programme). There
are practicals e.g. making of oral rehydration fluid, gardening,
knitting, cooling etc.

IV. Inaddition totheabovementioned projects the
health service as a whole was decentralised as
faras possible.

In 1980and 1981 new clinies were builtat Kraaipan, Madibogo

and Ganalaagte. The mobile clinic visited new places like

Vrisgewacht and Mofufutso. The TB case-finding team con-

tinued its work and there was a mobile X-ray project in 1981,

The health ingpector and medical students made a survey in

1981 of all the available water sources, They assessed the

guality and where possible the quantity of available water.

Communities were advized on safe water supply and sanita-

tion. A big health education programme in the schools was

organtzed by the health inspector and some nurses later in

1981, concentrating an 2afe water zupply and the prevention

and treatment of diarrhoes at home.
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TAEBLE 1
Levelsof prevention Opectives Activities Started at
Gelukspan
1.  General turaiaeatandm'danﬂiring.mdmlnp Development and implementation of plans
finod y and agriculture, and for improwing: the socieecopomic level of
improve mﬂmmualedummnml the Jess privideged groups of the population,
environmental sanitation.
II.  Specific health Lo mambann gooed nartritiomal status, (1}  protectionof nutritional status of
promaotion mpmtmdhcm‘hngnmheu.heal:h
educin, Iermentany foods. . |
{2) pmu]mmmau of population at
nsk X
3 o breast feeding X
14} dm‘elnmwm[tuwmm T
and of measures o irmpeave fanuly diet. X
{5 development of murriton edication
inco-operaticn with [ural
EXLEMENIN SETVICES, 50 X
(B expansion of Emmunisation pro-
: i ETlmaTIES X
Health protection Toreduce prevalence of infectious ] mrmlmufl'wtmcprtmranmnf
dizeases and persomal hygiens X
i ‘Lﬂmnfdnmﬁmul:erﬁﬂsmltahk
iafane X
Treatment and tominimize the effectz=of infectious (9 intensification 5
rehabilitation dizeazes Eﬂar]::lrh':th}dmtb:mnfcl ren with i
{1 intensitication of food distribution pro-
mesm times of epidenics,
{11 cleworming of heavily infested children X
to achieve the early and coenphete {12} hospitalisation of serious cases X
nutritional rehabilitation of malnow- (130 ambulatory treatment of moderate
rished chikiren Casps X
{14) treatoent theogh metritbon rehahbilita:
L PIrcgrETmes, X

The programme consisted of different parts which were not
implemented at the zame time.

1. A mohile under five clinic (July 1980).

A team was formed by:
1 Psychologist, with interest in community inval vement
1 Health Assistant
1 Family Planning Guidance Officer
2 Staff Murses
1 Medical Student (first twro months),

Task of the Team

— toweigh and mmunise all children under the age of six
YEArS,

— toissue all these children with a Road to Health Card
ihome bazed in plastic bag).

— toscreen out all children at nsk and follow them upaith
extra care eg. extra health education and visits.

— toscreen out all children with severe malnutrition; under
the age of 12 months the weight for age was used as
criterion. After 12 months up to 60 months a mid-upper
anm circumnference of less than 13,5cm was regarded as
cut-off point forsevere malnutrition. As many as possi-
ble of these children had to be treated at home, issued
with food supplements and follow-up monthly.

— toisne monthly to malnourished children: under the age
af 12 months — 1.5 kg full cream milk powder; from 12
to 36 months — 1,5kg skimmed mill: poweder and above
36 months — 4 kg peaflour was given monthly.

— to see and weigh all the malnournshed children once a
maomth.

— o give health education to the mothers ag a group bt
also to individuals,

— toinformand advise the mothers on family planning and
child spacing
— torefer people with social problems to the social
workers.
Theteamdiscussed the whole project first with the commumnity
leadersin each village. The co-operation was sought of clinic
nurses, clinic committees, tribal authorities, teachers, mini-
aters, women's league, traditional healers ete.

Allcommunities agreed that the team should come and 2creen
their children except one small village near the hospital.

The first round took nearly four maonths and mere than 11 000
children were seen. After the first round the programme was
adjpusted insucha way that the healthy children were seenonce
in four months by the mobile team and the malnourizhed
children monthly (at the twelve district clinics). The
malnourished children and some at risk children got sup-
plements amd a yellow World Vision Card which is their
passport to ohtain the monthly supplements. A regizter was
leept for all children who received food supplements. The
children at risk were advised tovisit the UFC more frequently
than other children,

The daily protein and energy needs according to King™ are:

Reference
Protein Energy (LIG)
Chile] beldow 1 year 14 gr 3400
Child 1 - 3 vears 16.gr 2700
Child 3 — & years 20 gr TG00
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