
 
 CHAPTER 6PRIVATE 


FAMILY HEALTH
Introduction

The family provides an important framework for physical and emotional health of the individual and the community. Marital and family status, and interactions among family members affecting each person's health and well-being and a foundation for the well-being of the community and nation. This is in the context of cultural, economic and social patterns unique to each society, but the commonalities are also important. 


Family health issues relate to specific periods relating to fertility, infancy, childhood, adolescence, adulthood and the elderly as well as the relationships among family members. Each age has specific health problems in which prevention and other health services play an important role. This chapter addresses the health needs of family members at different stages of life. No one population group is in isolation from another. Poor pregnancy outcome affects mother, child, family and the community. The family of the person who is chronically ill, injured or killed at work or on the road suffers economically, emotionally and socially. The public health and medical care systems must be sensitive to the special needs of the family by providing appropriate health promotion, disease prevention and medical care an support programs for each member of the family and the family as a whole. 


The New Public Health includes traditional elements of public health, such as maternal and child health, in a larger context of total family needs. In the United States, single teenage pregnancies entail a multitude of family and societal problems. In societies where women's rights are restricted or repressed, the health of women and children suffer measurably. The role of public health is then to advocate societal change and provide direct answers to the health needs generated by the societal patterns, whether this relates to high rates of morbidity for women and children, or whether the problem is lack of health insurance coverage for children.  

The Family Unit

The family is the basic social support unit in virtually all human societies, providing the basis for childbearing and child rearing. It has important roles in stability of basic physiologic, and psychological needs as well as providing the economic basis of the members of the unit. The family provides the key environment for the emotional needs, socialization, mutual help and nurturing needed by adults as well as children. 


The family is usually a group of two or more people related by marriage, common agreement, birth or adoption who reside together in the same household, and may consist of one, two or more generations. The family unit includes people living together, engaged in sexual relations, in fertility and in rearing of children through their many stages of development before they reach independent adulthood. It also includes caring for elderly parents and relatives, as well as maintaining close contact with adult siblings and children themselves in the process of child bearing and child rearing. 

 
The nuclear family typically includes a male and female couple related by marriage, or living together by common consent, with or without children. Increasingly, family units include single or divorced mothers, or fathers, living alone with children, or with a parent or other person related or unrelated by marriage. The definition is being widened to includes a couple of the same sex, with or without children from previous heterosexual relationships, from artificial insemination or through adoption.   


The extended family is multi-generational and consists of the nuclear family and relatives of both parties, whether or not living in close geographic proximity. The extended family provides a broader basis of mutual support. It still exists in western societies, but frequently in an altered form. Multi-generational families consisting of single, divorced or widowed women with children are now common, in association with high divorce rates, single parenthood and increasing longevity, especially for women. Same-sex households can leave children of one gender without role models.


In developing countries, families often consist of large numbers of children born to poorly educated parents living in poverty. The father or less commonly the mother may be absent for long periods while working in a distant place. This can create serious health hazards for all family members. In societies where death of adults from civil wars, famine or infectious diseases such as AIDS, raising of children by parents, neighbors or older siblings is common. Abandonment of children is also common in such situations. 


Divorce and single parenthood are often associated with relative poverty, creating additional stresses in the functioning of the family unit. The absence of one parent, usually the male, also strains the family. Abusive parenting (including psychological and sexual abuse and other violent behaviors, creates a heavy burden on children in their most vulnerable years, with long-term psychological effects. 


In the United States, there has been a decline in the percentage of children in two-parent family settings. In 1980, 86% of all households in the white population were defined as two-parent families, declining to 81% in 1997. Among the black population, 56% of all families were in two-parent family homes in 1980, declining to 46% in 1997, while female headed black households increased from 40% to 47%. For family groups with children under age 18 years, the percentage of one-parent family groups in black home was 64% in 1997, as compared to 26% in white homes and 36% in hispanic homes. This represents a high percentage of black homes, and children, at high-risk for poverty, insecurity and insufficient health insurance. This results in lack of access to family doctors and regular care for some 25% of American children aged 6 or below, with poor utilization of immunization, and frequent use of hospital emergency rooms. In Canada, single-parent families make up 13% of all families, but all are included in universal health care. In the United Kingdom, just over a quarter of all births occur to unwed mothers, including cohabiting parents, but all are included in the National Health Service. 


Changes in family structure affect the health status of adults as well as children. Increases in longevity of women, more than men, together with high divorce rates, produce an excess of elderly women in relatively good health who live alone. The capacity of women to adapt to this condition is positively affected by the strong social support systems in the industrialized countries where universal health insurance, national pensions and pensions from prior work of spouse have produced a relatively well-protected elderly population group. 


Diseases of aging from middle age onward include cardiovascular and other degenerative diseases affecting men at nearly a decade earlier than women. Cancers are the second leading cause of death. The epidemiologic and demographic transitions affect the family in many ways. With aging of the population, care of the elderly has become an increasing factor in family life, not only in provision of health care, but in the economics of health, for the family and the society. Where health insurance fails to fully cover long-term care, serious financial burdens are placed on middle-aged children of elderly parents. With aging of the population, it is no uncommon for middle aged or elderly children to care for very elderly parents. Where society does bear the cost, the importance of prevention and control of chronic disease becomes essential to avert financial breakdown of the health system. 

Maternal Health

Women's health issues relate to their many roles: as individuals, workers, wives, mothers and daughters. These demand lifelong responsibilities for knowledge, self-care and family leadership in health related issues, such as nutrition, hygiene, education , exercise, safety, fertility to child care to care of the elderly. Changes in social roles of women create extra demands and risks in health. 


Fertility

Childbirth and care of infants and children have been traditional concerns of public health because of the related vulnerability and historically large scale loss of life. Improved nutrition and living conditions and proper care in pregnancy and at delivery have combined to reduce maternal mortality to a rare event in developed countries. In least developed countries, however, maternal mortality can be as high as 1,800/100,000 live births, whereas in the industrialized countries it is under 15/100,000. The differences between these populations may be found in socioeconomic conditions and the general health of women, including education, age at fertility, previous number of births, the time or space between pregnancies and the general care given by the health system.


Proper nutrition and education ensure that females reach the age of fertility physically and intellectually prepared for childbirth and chid rearing. Literacy for women contributes to improved infant survival rates. The literate mother can refer to written materials instead of depending solely on community traditions and is better able to cope with the complexities of a health care system. Greater education is also likely to lead to better chance of employability and greater family income. 


Fertility-related health issues include preparation for and timing of pregnancy, and professional care during and after pregnancy. Using health education and providing preventive services, public health provides the necessary resources through which these issues may be addressed. Cessation of smoking, alcohol, drug use and risk taking behavior at least for the duration of the pregnancy is an important part for protection of the fetus from harm.  


Fertility patterns are affected by social, cultural, religious and other factors, including the technology available for birth control. With the availability of safe and effective birth control measures and increasing education and job opportunities, fertility patterns have changed in the industrialized countries. Ethnic differences can be substantial within a country. For US black women the crude birth rate fell from 21.9/1,000 in 1991 to 17.8 in 1996, compared to 15.4/1,000 and 14.1 respectively for white women. For the age group 15-19, birth rates for black mothers fell from 115.5/1,000 in 1991 to 91.4 in 1996. In this age group, birth rates to black mothers remains about twice as high as for white women in the same age category.


Fertility rates in many developed countries have declined considerably since the peak "baby-boom" that occurred in the years following World War II. This has generated concern that the birth rate is lower than that needed to sustain the population even at current levels. Developing countries have the opposite problem in that high birth rates and declining morbidity placing a heavy economic, social and medical burden on the community while the cultural and religious ethos produce little support for family planning. 


Family planning and spacing of pregnancy is a vital issue in developing countries where the burden of frequent pregnancies contributes to high maternal and infant mortality rates. The traditional means of fertility limitation in these countries was through prolonged breast feeding, which has declined with the promotion of commercial baby formulas. Improvements in female education, infant and child survival and the strengthening of family planning services are likely to provide the needed impetus for increased contraceptive use and fertility decline in developing countries.


Public Health Concerns of Fertility

Provision of birth control, prenatal, delivery and post pregnancy care are among the central roles of any health care service. High levels of maternal mortality of the past in the industrialized countries are still present in developing countries. High fertility rates, unattended deliveries and unsafe practices of Traditional Birth Attendants (TBAs) in developing countries greatly contribute to the poor health status of women. 

   
Table 6.1: Total Fertility Rates by World Demographic Region, 1960-1996

	PRIVATE 
Region/Group
	1960
	1970
	1980
	1990
	1997

	Sub-Saharan Africa
	6.7
	na
	6.7
	6.3
	5.9

	India
	5.6
	5.6
	4.9
	3.7
	3.1

	China
	5.3
	5.3
	2.8
	2.2
	1.8

	South Asia 
	6.1
	na
	5.2
	4.0
	3.4

	Latin America and Caribbean
	6.0
	5.1
	4.2
	3.2
	2.7

	Middle East & North Africa
	7.0
	6.2
	5.9
	5.1
	4.4

	CIS/CEE and Baltic States
	2.6
	2.2
	2.2
	2.3
	1.8

	Industrialized countries
	2.8
	2.5
	1.9
	1.7
	1.7


 Note: Total fertility rates (see Chapter 3 and glossary). CIS/CEE = former Soviet Union and Countries of Eastern Europe.

 Source: World Development Report 1993, and State of the World's Children 1999.


Safe prenatal care and birth practices, along with better nutrition and general health status of women, have reduced maternal morbidity and mortality dramatically in this century, but the health gap remains enormous between the industrialized and least developed countries. Fertility rates have been falling in most parts of the world as individual education levels improve and as economic incentives in rural areas for more children are replaced by incentives for fewer children, as urbanization and a search for better standards of health and living conditions occurs. 


As the technology of birth control becomes widely available, better educated women have the power to control their own fertility. There is an encouraging pattern of fertility decline in all parts of the world, including sub-Saharan Africa which had increasing fertility rates well into the 1980s. Public health promotes spacing of pregnancy to improve health outcomes for both the mother and the newborn, with wider implications for family health.


In many societies, infertility is a problem associated with important personal distress and social stigma. Sexually transmitted diseases (STDs) are a major cause of infertility and their prevention and management is therefore an important aspect of managing infertility. Treatment of infertility is associated with high cost, not only in financial expenditures, but also in emotional trauma. Modern services to treat infertility including stimulation of ovulation, in-vitro fertilization and surrogate parenting raise many ethical and financial issues, as well as problems of multiple births, high rates of very low birth weight with associated perinatal and developmental problems.  


Family Planning

Family planning enables a woman to determine the time, spacing and frequency of pregnancy, as well as adoption of children. It includes a range of methods of preventing or expelling a conception while maintaining a normal sex life. The technology for birth spacing has been revolutionized, so that there are now safe and effective methods widely available at reasonable cost in industrialized and developing countries. Birth control is a public health issue and responsibility. Lack of knowledge or access to birth control results in high rates of birth or resorting to abortion for birth control, which can complicate subsequent pregnancies. High fertility rates or pregnancies late in life pose extra hazards both to the mother and the newborn and are a burden to the family unit.  


Modern birth control methods include pharmacologic and chemical prevention of conception (hormone pills, implants or shots, spermicides) and physical methods (male and female condoms and intra-uterine devices). Traditional methods of prevention, such as breast feeding, the rhythm method and coitus interruptus are less reliable than current methods, mainly the pill, condoms and the IUD. 



Spacing of pregnancies by modern methods of birth control is a fundamental right of women. In many areas of the world, birth control remains a religious and political issue as well as a power struggle between the sexes. The Roman Catholic Church is strongly opposed to birth control, as are many political regimes for different reasons. However, in many Catholic countries the birth rate has fallen an in some is below the population replacement level. Use of birth control has increased dramatically over the past several decades in Latin America and in East Asia. Family planning has not been well understood or available in the former Soviet Republics with lack of supply and widespread awareness of modern contraception, relying on frequent abortion instead. 



 
Table 6.2: Percentage of Married Women Using Some Form of 


Contraception, World Regions, 1960-65 to 1990-98

	PRIVATE 
Region
	1960-65
	1990-98

	Sub-Saharan Africa
	5
	16

	Middle East and North Africa
	2
	50

	South Asia
	15
	39

	Latin America and Caribbean
	11
	65

	East Asia and Pacific
	17
	75





 Source: UNICEF. State of the World's Children, 1994 and 1999.


Despite the wide availability of contraception, teenage pregnancies account for a relatively large percentage of total births in the United States. This is a serious public health problem, more prevalent in lower socio-economic groups with associated problems of single mothers with welfare dependency and poor health outcomes. Teenage unmarried pregnancies are a complex of social, educational and labor force problems not easily addressed. It is a growing problem in other industrialized countries as well. In developing countries, teenage, and even child, marriage produces a wide range of maternal health problems of physical and emotionally immature mothers trapped in a life role with no chance to become educated or employed.


Maternal Mortality and Morbidity

A maternal death is defined by WHO as a death of a woman while pregnant or within 42 days of termination of pregnancy, from any cause related to or aggravated by the pregnancy or its management, but not from accidental or incidental causes. Maternal death are subdivided into two groups:

1. Direct - obstetrical deaths resulting from obstetric complications of the pregnant state; 

2. Indirect - obstetric deaths resulting from pre-existing disease or conditions not directly due to obstetric causes.


In past centuries, childbirth was life threatening. In 1664, a report of Hotel Dieu Hospital in Paris indicated a maternal death rate of 33% among hospitalized parturient women. In England between 1660-1680, 1 woman in 44 was reported to have died in childbirth. Semmelweiss in Vienna in the 1850s reported death rates of 2% in women during or following delivery and rates of 10% in medically supervised wards, due to lack of precautions against transmission of puerperal fever through unhygienic practices of the medical staff. His work led to the control of streptococcal septicemia, a major cause of maternal death. 


In the United States, maternal mortality declined from 670/100,000 live births in 1930, levels similar to those of least developed countries in the 1980s-90s, to just under 80 in 1950 and to 6/100,000 in 1996, but with rates for blacks remaining triple those of the white population (table 6.3). This dramatic decline in maternal mortality, representative of the trend in most industrialized countries, can be attributed to many factors including better standards of living and nutrition, improved medical care and advances in obstetrical knowledge and training. The transfer of deliveries into maternity wards of general hospitals was contributed to the improved safety of maternity. During this period, fertility rates fell as birth control became universally available, permitting the spacing of pregnancies and the occurrence of pregnancy by choice, an important factor contributing to lower maternal morbidity and mortality rates.  Low rates of maternal mortality also reflects greater access to medical care as more Americans became insured or could pay privately. 


 Table 6.3: Maternal Mortality Rates, By Selected Population Groups and Years, 



United States, 1930-1996
	PRIVATE 
Group
	1930
	1940
	1950
	1960
	1970
	1980
	1990
	1996

	White
	na
	na
	53.1
	22.4
	14.4
	6.7
	5.1
	4.1

	Black
	na
	na
	na
	92.0
	65.5
	24.9
	21.7
	19.9

	Total
	670
	380
	73.7
	32.1
	21.5
	9.4
	7.6
	6.4



 Note: 1. Rates per 100,000 live births.

      
       2. Health target for 1990, not more than 5/100,000 overall and for all local and ethnic group rates.


 Source: Health United States, 1991 and 1998.


Despite overall improvement, the gap in maternal mortality rates between black and white populations in the United States remains high. The relative risk of black:white maternal mortality has remained over 4 to 1 since 1960, despite a decline of over 75% for both black and white women. There remains a wide gap related to age and pregnancy preparation as well as adequacy of care, which continues to be a serious public health problem, especially for poor black teen age pregnant women. 


Internationally, an estimated 585,000 women died in 1997 from complications of pregnancy and childbirth, 99% of whom are in developing countries. Maternal mortality rates range from over 1,000/100,000 (i.e. 1% for all births) in least developed countries between 1990-97 to rates of 100-500 in mid level developing countries, to rates of 50/100000 in the former soviet countries, to less than 10/100,000 in industrialized countries, with some at 5/100,000 (eg Israel, Sweden, Switzerland).

 
The World Bank estimates that the extension of prenatal, delivery and postpartum care to 80% of the world's population would reduce by 40% the burden of disease associated with unsafe childbirth. They suggest that an appropriate intervention program should include information, education, communication, transportation, community-based obstetrics and district hospital facilities. High maternal mortality rates are associated with high birth rates and delivery by untrained personnel.



 Table 6.4: Woman's Health Indicators by Level of Country Development 
	PRIVATE 
Country's Level 

of Development
	Crude Birth Rate 

1970      1997
	 % Births attended by trained personnel 1990-97
	 Maternal Mortality

Rate 1990 

	Least Developed
	48
	39
	28
	1100

	Developing 
	38
	25
	55
	470

	CIS/CEE 
	20
	14
	93
	85

	Industrialized 
	17
	12
	99
	13



   Source: State of the World's Children, 1999.


Maternal Mortality Reviews are a common method of investigating maternal deaths in order to ascertain preventable causes. Such reviews identify factors leading to maternal deaths and provide important lessons for medical, obstetrical and community health staff. They are requirements for hospital accreditation in Canada and the United States (see chapters 13 and 16).  


Pregnancy Care

The goals of prenatal, delivery, neonatal and infancy care are to provide the mother and child with the optimal conditions and supervision to ensure the best possible outcome of the pregnancy, preserving the health and well-being of the mother an providing the newborn with the greatest chance of survival and optimal development. Since pregnancy is fraught with potential problems for the mother and the fetus, professional prenatal care and equally important self care by the pregnant woman are necessary. Pre-pregnancy and prenatal care should be early and complete for mother and child. 


Public health programs have the responsibility to assure prenatal care for the entire population either through direct provision of care or by obstetrical services in managed care or private practice settings. Pregnancy is often a planned event, so that preparation for pregnancy is feasible. Preparation for pregnancy includes a general examination, inquiry as to possible genetic problems, STD and HIV testing, nutrition status assessment and counselling, folic acid and iron supplements, smoking and alcohol cessation and other counselling as required. The parents should be provided with reading material on pregnancy and parenting. Good prenatal care presupposes a basic program of visits with extra care for those at special risk. 


Prenatal care in the community includes early presentation, high-risk assessment and referral and continuous care throughout the pregnancy. Early diagnosis of pregnancy is important in permitting the woman to attend prenatal care as early as possible, hopefully in the first trimester. Early presentation for prenatal care provides the opportunity to assess the health of the mother and to advise her on appropriate nutrition and self care. In addition, it establishes a working relationship between the mother and the care giver. Both the mother and the father should become involved in prenatal preparation including prenatal classes and exercises. Early detection of potential complications offers better outcomes of care and genetic disorders can be identified early. 
Prenatal care should be built around three principles, as suggested by the American College of Obstetrics and Gynecology (ACOG) and a Delphi Group Panel, U.S. Department of Health and Human Services, in the late 1980s. These principles are:


1. early and continuous risk assessment;


2. health promotion;


3. medical and psychological intervention as needed.

ACOG also recommends pre-pregnancy consultation to discuss pregnancy and infant care issues. ACOG suggests prenatal care for a normal pregnancy should include a total of 13-15 doctor's visits, prenatal classes on physical care and preparation for delivery, breast feeding and infant care. The mother's routine checkups should include monitoring of her nutritional state, weight gain, blood pressure, and potential complications. Frequency of visits and the content of normal prenatal care for healthy women varies widely betwen countries and is sometimes considered "excessive", but the achievement of low maternal mortality and morbidity along with low rates of risk for the newborn from low birth weight and associated developmental problems should reinforce the importance of close supervision throughout a pregnancy.


In some countries, such as Israel and France, prenatal care is separated from regular primary care and is offered in maternal and child health centers (MCH) or women's clinics. In others, such as Holland and the United Kingdom, family practitioners provide prenatal and obstetrical services. In still others, such as the United States and Canada, both specialist obstetricians and general practitioners provide prenatal and delivery services. In Israel public health nurses are the major providers of prenatal care and midwives do most hospital deliveries. Whether prenatal care is part of primary care services or a separate public health service, the goals must include universal coverage starting before or very early in pregnancy, risk assessment with referral and care and ready access to specialized care. Health education provided in prenatal classes for the pregnant woman and her partner offers additional counselling and peer group support. A scheduled program of visits to an Israeli maternal and child health clinic is shown in table 6.5.


In developing countries, improve access to prenatal care and increased use of mid level health workers in "baby friendly" birth centers, coupled with training and supervision of traditional birth attendants, spacing of pregnancies, risk assessment and referral are all needed to lower present high rates of maternal and perinatal mortality.     


The pregnant woman should be provided with a complete medical record of her prenatal care during scheduled visits so that when she arrives in the maternity unit the provider of care will have adequate information. Even if she has not been seen by that provider previously, the record grants a measure of continuity that is to the benefit of both. The patient can feel that her record of previous care is available when needed and the provider has the benefit of all previous documentation on the patient. A public health system should ensure adequate records systems for maternity care in order to reduce unnecessary complications and mortality in the birth process.



High-risk Pregnancy (HRP) 



Low risk pregnancies are those in healthy women between ages 18-34, who present at least once in the first trimester, who have had no more than 3 previous normal live births, no previous stillbirths or obstetrical complications, such as gestational diabetes or pre-eclampsia, no history of drug or alcohol abuse and no major medical conditions such as hypertension or kidney disease. Such women may be followed in a routine prenatal care program.  


High-risk pregnancies should be identified as early as possible so that these patients can be given special care. Identification and the management of high-risk factors initially and throughout pregnancy are vital in improving pregnancy outcomes for the mother and the newborn. Some predictors are age, previous obstetric difficulties, malnourishment, poverty, many previous pregnancies, early or late maternal age, women who attend STD clinics and women who smoke cigarettes, drink alcohol or take drugs. Risk factors may include social and economic factors such as housing, finances and working conditions. 


The medical and obstetrical history provides evidence of previous risks such as frequent abortion, complications in pregnancy or medical conditions that could affect the mother during the pregnancy or at the time of delivery. Pregnancy under age 16 or 17 or over age 35 should automatically define the pregnancy as being at higher than normal risk. Grand multiparity (i.e. more than five previous births) or a first pregnancy (primipara) should also be considered as an extra risk for the mother but more so for the newborn. 


A scoring system provides a uniform guide to risk assessment to assist the primary care provider in early detection and referral of patients based on a reasonably objective set of criteria for high-risk factors. Detailed guidelines are needed to implement this kind of standard for high-risk pregnancy and monitoring of the value of improved pregnancy care should be part of the program. The form and guidelines developed should take into account local risk factors, such as high consanguinity rates in some societies or chronic malnutrition in the population. Scoring systems produce a cumulative risk assessment by adding those factors which of themselves would not mean the pregnancy is high risk, but taken together indicate potential problems. The actual cutoff points for age, parity and education levels can be adjusted to conditions in each country, but the principle of national standards is important.  

Table 6.6: High-risk Pregnancy Scoring and Referral Form 

	PRIVATE 
I. Personal Data
Name

Identity Number

Date of Birth

Address

City/town/village

Clinic

Date last menstrual period

Date of first visit
	II. Social/Personal 

Age (<17, >35 years)

Education (< 6 years)

Marital status

Economic status

Consanguinity

Smoking

Alcohol

Drug use

Home conditions

Summary ________________________

_______________________________

                         A  B  C
	II. Obstetrical History
Gravida (1 or >5)

Para (0 or >5)

Abortions (>2)

Miscarriages (1+)

Fetal deaths (1)

Bleeding in T3

Stillbirths (1)

Previous cesarian (1)

Preterm deliveries

Birth weights

Infant deaths (1)

Toxemia (1)

Birth defects (1)  

Summary ________________________

________________________ A  B  C

	IV. Medical History
Diabetes

Hypertension

Renal disease

Heart disease

Chronic chest disease

Blood disorder

Endocrine disease

Phlebitis

Other 

Summary ___________________

____________________  A   B   C
	V. Present Pregnancy
Number of present pregnancy

Time first visit T1 T2 T3

Weight before pregnancy (<50kg)

Height <145 cm

Bleeding

Preeclampsia

Rh

Multiple pregnancy

Abnormal presentation

Summary ______________ A  B  C
	VI. Summary of Risk Factors

I.   Personal              A  B  C

II.  Social                A  B  C

III. Obstetrical History   A  B  C

IV.  Medical History       A  B  C

V.   Present pregnancy     A  B  C

VI.  Total score           A  B  C

	Summary of Reasons for Referral: ________________________________

_______________________________________________________________ 

Date:____________        Signature: _____________________

                         Position:____________________

	Report of High-risk Clinic: ______________________________________

 -----------------------------------------------------------------

 -----------------------------------------------------------------

 Date: _____________   Signature:___________________________

                       Position: ______________________



The HRP assessment and referral form outlined in table 6.6, developed and used in a rural primary care setting, was adopted throughout a governmental health system in a developing area (West Bank and Gaza). In this case A=low risk, B=medium risk and C=high risk. Clear definitions and staff instruction are required. In some cases one C requires referral (eg. hypertension), or several Cs or Bs means mandatory referral. The format and scoring system can vary, such as scoring each topic from 1-10 with systematic compilation of the score. Referral to HRP Clinics needs not only a clear indication or reasons for referral, but also thorough assessment by specialists and feed-back to the referring physician or other primary care provider. The HRP clinic should send the patient back to the referring center with a report of findings and a clear plan of action. The HRP clinic may continue to follow the patient because of the risk factors, but the referring provider should have this information and help in its implementation.


A well-developed HRP assessment-referral-follow-up system contributes to improved outcomes for both mothers and newborns, preventing costly long term consequences of maternal and infant morbidity and mortality. Its role in preventing complications during and following delivery is well-justified on medical, public health and economic grounds.


The issues may be different in developing and developed countries, but the principles are similar. In the United States there are substantial population groups that cannot get prenatal care for financial or bureaucratic reasons, including those who may be at highest risk. In Russia, the HRP approach is essential if the country is to bring down its high maternal mortality rates. As previously noted, countries with both universal access and well-developed obstetrical care and risk assessment have low rates of maternal mortality (Australia, Belgium, Denmark, Israel, Norway). maternal mortality declined rapidly in Italy an Portugal during the 1970s following introduction of national health services.


Labor and Delivery


Delivery is a highly personal service but with important public health aspects. Assurance of safe delivery affects both mother and newborn. Over the past century the place of delivery has evolved from the private home to maternity or "lying-in" hospitals to maternity units in general hospitals. Delivery in maternity units in hospitals in developed countries has made an important contribution to reduced maternal and neonatal mortality and should be considered a prime goal in public health and primary care programs. 


Hospital delivery is encouraged in many countries by giving maternity grants paid by national insurance or social security to the mother for covering costs of delivery ion hospital. This was done prior in France and Israel before the advent of national health insurance in order to promote hospital delivery. France continues this tradition by providing grants to women who come to prenatal care early and frequently during pregnancy. In developing countries place of delivery needs to be addressed, making use of existing resources with a goal to reducing the current extremely high rates of maternal morbidity and mortality. 


Dangerous emergencies can occur at any stage of labor for which cesarian section, blood transfusions, general anesthesia and fetal resuscitation or treatment of respiratory distress syndrome may be necessary, so that delivery in a general hospital obstetric department is safer than at home or in a free-standing maternity home. Electronic fetal monitoring during labor does not reduce fetal intracranial damage, retardation and cerebral palsy, as compared to clinical fetal auscultation.


Intra-partum care should be made as home-like as possible and include the husband or other person desire by the pregnant woman. Care during labor and delivery requires information from the prenatal period, by transmission of a pregnancy care record, carried by the pregnant woman, to the delivery room. This record summarizes her medical, obstetrical and prenatal care, especially parity, date of last menstrual period, risk factors and prenatal care findings. A mother-carried record is preferable, since access to prenatal clinic records may be limited and may not include care rendered by other providers, such as emergency rooms or private physicians.


 In some countries, including some with very low maternal mortality rates, qualified midwives perform routine deliveries while obstetricians are responsible for supervision of complex deliveries. Licensing of qualified midwives may be necessary in the Unite States to meet current obstetrical needs, especially where there is a shortage of obstetricians. Qualification for midwives is usually an additional year of study for registered professional or academic level nurses.


Fetal monitoring during labor (intrapartum) by auscultation has been standard practice since the work of Evory Kennedy in Dublin in the 1830's. Since the late 1950's electronic fetal monitoring has become widespread and reassuring to parents and of help to staff on a busy obstetric ward. Hospital maternity wards should be "mother, family and baby friendly," promoting a home-like atmosphere with both midwives and medical support.  


Attendance by trained anesthetists and pediatricians should be considered for routine cases and mandatory for high-risk cases. The presence of a pediatrician or pediatric nurse practitioner at the time of birth gives greater assurance of appropriate early care for the newborn, especially important in low birth weight, respiratory distress or other complications at birth. In countries with low overall infant mortality, early neonatal deaths are now a major element in that mortality. Further reduction in IMR requires greater attention to this risk period when resuscitation and other immediate life saving procedures may be needed.


In the United States in recent years, there has been a small trend to return to home deliveries with highly trained midwives and guaranteed backup services. Home deliveries are declining in the United Kingdom with an increase in specialist obstetric departments in general hospitals. Home births may be an adequate alternative to delivery in the hospital for low-risk pregnancies, but only when carried out by well-trained professional midwives with the backup of emergency medical teams able to deal within minutes with the complications that can occur with any delivery. It is a trend that could lead to increases in maternal and infant death as an unfortunate side effect. Delivery in maternity homes or free standing birth centers is an alternative to maternity units in general hospitals, but should be avoided in developed countries. They lack full facilities in the event of complications unanticipated before the onset of labor. The place and methods of delivery may vary but should take into account not only the wishes of the pregnant woman but the safety of the mother and the newborn, as well. High-risk mothers, including all primiparas, should always be delivered in a hospital setting. 


Safe Motherhood Initiatives

Safe motherhood is an initiative of the United Nations launched in 1987 with the goal of ensuring that women go through pregnancy and childbirth safely, and give birth to healthy children. Every year hundreds of thousands of women die or suffer serious complications of pregnancy and childbirth. Safe motherhood begins before conception with proper nutrition and healthy lifestyle. It continues with planned pregnancy, appropriate prenatal care, prevention of complications when possible and early and effective treatment of complications when they occur. It proceed with labor at term with adequate care but without unnecessary interventions, followed by delivery of a healthy infant and a healthy postpartum environment that supports the physical and emotional needs of the woman, infant and family. This require the support of many diverse sectors of the nation, the family, educators, employers, health care providers, community groups and others. It is an investment in the physical, emotional, social and economic well being of women, their children and their families and, by extension, the nation.  


Home births are still common in developing countries. They are unattended or attended to by Traditional Birth Attendants (TBAs). This may be the only choice the mother has, in which case the public health authorities should train and supervise the TBAs. Special attention should be given to hygiene, prevention of tetanus and identification and referral of high-risk cases. The World Health Organization promotes guidelines for integrating TBAs into the health care system in developing countries. Setting standards and supervising of TBAs is vital to reduce the current large scale loss of mothers and newborns in developing countries. Primiparas should be referred to a district hospital for delivery as well as other high-risk cases including grand multiparas, women over age 35, multiple pregnancies, late presentation for care, those with previous complicated deliveries, malnutri​tion, chronic illness or those with previous infant deaths. 


Public health agencies should ensure hospital delivery wherever possible, ensure they are staffed with well trained personnel and that early an consistent prenatal care is utilized y all pregnant women. District hospital facilities should be equipped for obstetrical and newborn emergencies, including surgical, anesthesia, blood bank and resuscita​tion staff and facilities for normal and cesarian deliveries. All care by community and district care centers and by TBAs should be documented in appropriate record systems developed by the public health authorities.


District- and community-based obstetric service centers should be developed to provide prenatal risk assessment and care, working with TBAs both in a supportive and supervisory capacity.  Community-based delivery facilities should be equipped and staffed to perform normal deliveries and safe abortions and handle emergen​cies such as preeclampsia, hemorrhage and manual removal of placenta. TBAs should be trained to arrange evacuation of high-risk mothers and babies to district hospitals. Professional midwives or nurses should be appointed to supervise TBAs including visits to the villages and direct one-on-one training. TBAs performing deliveries on high-risk patients except in absolute emergencies or non-preventable situations should be fined by the public health authority. 


Supervision of TBAs involves a process of regulation, education and incentives to meet higher standards of practice. The health authority is empowered to license and regulate all health providers and to discipline offenders who practice without a license or do not meet current standards of practice. TBAs can be motivated to participate in training programs with incentives including provision of essential equipment and supplies. TBA regulation should be require to keep a log of deliveries with basic details and outcomes recorded in a state issued log book. If they are illiterate, they can be required to engage a literate person to keep such records, for regular inspection by the TBA Supervisor. Training should include prenatal and delivery danger signs, hygiene in delivery, neonatal resuscita​tion and infancy care and high-risk situations. TBAs can also be trained in regard to STDs, HIV, anemia, iodine deficiency and obstetrical or medical risks.


Care of the Newborn

The newborn is totally dependent and vulnerable to many factors inhibiting optimal growth and development. This dependency begins before conception and continues during the prenatal period, the delivery and up to the end of the first year of life. Care should be given to assure warmth and section to reduce the chance of aspiration and assure breathing immediately following delivery. Many of the risk situations are preventable and the drastic decline in infant mortality seen over the past century indicates this potential. 


 Table 6.7: Apgar Score 

	PRIVATE 
Sign/Score
	0
	1
	2

	Heart rate beats/minute
	Absent
	Slow (<100)
	Greater than 100

	Respiratory effort
	Absent
	Slow,irregular
	Good, crying

	Muscle tone/motion
	Limp
	Some flexion of extremities
	Active motion

	Reflex irritability
	No response
	Grimace
	Cough or sneeze

	Body color
	Blue, pale
	Body pink extremities blue
	Completely pink


Note: A widely used system of scoring an infant's physical condition one and 2 minutes birth. The maximum score is 10; those with low scores require immediate attention. The test may be repeated at 5 or more minutes in order to monitor recovery, but the long term significance is under debate.

Source: Kendig JW. Care of the normal newborn. Pediatrics in Review, 1992;13:262-276. American Academy of Pediatrics.


Survival of newborns falls gradually as birth weight declines. Newborns weighing less than 2500 grams are considered Low Birth Weight, with normal birth weight between 2500-4000 grams. In developed countries the LBW rate is usually below 7% and in developing countries often over 10%. Babies born weighing less than 1500 grams (Very Low Birth Weight) and under 1000 grams (Ultra Low Birth Rate) have lower rates of survival and are often left with permanent handicapping conditions. A major purpose of good prenatal care is to ensure continuance of the pregnancy beyond 36 weeks and as close to full term as possible in order to promote full maturity and development of the fetus in utero and ensure greater chance of survival of the newborn. To reduce the factor of multiple births, the term Low Birth Weight is sometimes used for single births only.


The newborn deserves the best care available. This requires immediate assessment and immediate response to resuscitation needs or other necessary interventions. The Apgar score, developed by Virginia Apgar in the early 1950s, provides an important standard method of evaluation of the newborn and its need for investigation and intensive care. Scores of less than 6 at birth may indicate a need for resuscitation and specialized attention, and low scores after 2 minutes indicates an infant at risk.


Where home births take place, the potential for transport of the newborn with difficulties to a neonatal care center should be part of the preparation. Early detection and intervention reduces unnecessary morbidity and mortality of the newborn. 

PRIVATE 
 BOX 6.1:  RECOMMENDED STANDARDS FOR ROUTINE CARE OF THE NEWBORN: 

1.  Resuscitation by trained personnel should be available at all high risk pregnancy deliveries;

2.  Suction mouth and nose and establish airway;

3.  Clean, warm and cover newborn; give to mother;

4.  Stimulate the newborn by rubbing back and soles of feet;

5.  Oxygen via Ambu bag with face mask, if needed: examine chest for adequate ventilation.

6.  Apgar score at 1 and 2 minutes following delivery; 

7.  Apgar score at 5 minutes following delivery;

8.  If prolonged resuscitation is needed further Apgar scores should be taken and recorded;

9.  Establish bonding and breast feeding by giving newborn to mother as soon as possible;

10. Vitamin K is routinely given to prevent Hemorrhagic Disease of the Newborn;

11. Eye care is given with antibiotic ointment to prevent chlamydia or gonococcal eye infection;

12. Cord blood is taken for serology; 

13. Umbilical cord is cut and tied applying antiseptic or antibiotic;

14. Hepatitis B vaccine is given, the first of three doses;

15. Newborn should be loosely wrapped, not swaddled;

16. Newborn should preferably stay with mother ("rooming in");

17. Father's visits and participation in care is to be encouraged;

18. Breast feeding is strongly encouraged;

19. Complete examination by a pediatrician or primary care physician;

20. Family and sibling visits are desirable.

Source : Kendig JW. Care of the normal newborn. Pediatrics in Review, 1992;13:262-276.
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All newborns should receive well-trained professional care including resuscitation if needed and routine eye care to prevent ophthalmic infection with gonococcus. Vitamin K should be given routinely either by injection or orally, in order to prevent Hemorrhagic Disease of the Newborn (HDN). As many as 20% of newborns have low levels of prothrombin, a blood clotting factor, and are therefore subject to potentially serious and even fatal bleeding, which is preventable by injected or oral vitamin K. 


Screening for HIV infection if the mother's HIV status is unknown and for signs of drug or alcohol effects in newborns is important in high-risk settings. While these may be seen as part of clinical practice, it is up to modern public health agencies to establish the norms and training systems needed to foster high standards of care.


Complete examination by a pediatrician searches for birth defects, normal development and lays the basis for continued care in early infancy. The newborn should be examined for length, head circumference, birth weight, gestational assessment and jaundice, with results recorded. Examination also includes assessment of the heart and vascular and neurological systems. Screening for congenital disease or abnormalities such as congenital cardiac defects, Down's syndrome, congenital dislocated hips (CDH), club feet, undescended testes, phenylketonuria (PKU), hypothyroidism, hematolytic anemias (thalassemia and sickle cell disease), galactosemia and other inborn errors of metabolism should occur in this period with follow-up of any suspicious or positive findings. Early diagnosis of abnormal conditions allows the child to benefit from suitable therapy. 


Establishment of breast feeding is a vital event for mother and newborn and should be encouraged by all health personnel. This is important for bonding between mother and infant and for the optimal development of the infant.It should continue for at least the first half year of life especially and longer if adequately supplemented by solid foods. Breast feeding is discussed under nutrition (chapter 9) and in globalization of heath (chapter 16). 


Care in the Puerperium

The puerperium is the 6-8 week period from the time of delivery of the placenta up to the resumption of normal ovulation. In the nursing mother, the puerperium may be prolonged because of the effects of lactation on hormonal balance. This is an important time for the new mother and newborn for to recover from the birth process and for their physiologic and psychologic adjustment. Adequate follow-up of the mother and infant soon after delivery helps to prevent complications and promote optimal health for both.


Immediate post-partum concerns focus on assurance of complete expulsion of the placenta, contraction of the uterus, absence of bleeding from any site or phlebitis. Basic examinations to protect the new mother's health include a breast examination, determination of the presence of any cervical or perineal tears or infections, and a hemoglobin test. Management of any residual problems should be part of the care process. The mother is provided with information on a variety of different topics including breastfeeding, nutrition, spacing for the next pregnancy and birth control. She is also given any needed support and counselling to address the potential for post-partum depression which can become a debilitating disorder. 


The mother's recovery from the pregnancy and birth process should be aimed at restoring her strength and normal family life. Post-partum depression is common and may need to be addressed by the care provider. Concern to lose weight rapidly may contradict the mother's nutritional demands, which are increased if she is breast feeding. Iron supplements should continue in the puerperium and while breast feeding to restore the iron lost to her during pregnancy, delivery and breast feeding. If necessary, Rh immune globulin to prevent future maternal-fetal blood immune reaction should be handled by obstetricians. Also if necessary, rubella immunization should be given to the post-partum mother to prevent possible future congenital rubella syndrome (chapter 5).


Postnatal care should include a home visit by a public health nurse to assess and assist the adaptation of mother and infant and the home setting.  A medical examination toward the end of the puerperium is an important element of pregnancy care because it is the first opportunity for complete assessment of the newborn after discharge from the hospital. The key concerns for the totally dependent newborn in this period are breast feeding and bonding, hygiene and cleanliness, weight gain, vitamin supplements, beginning of immunization and acceptance into the family. First immunizations for Hepatitis B, BCG (where used) and poliomyelitis begin as close to birth as possible and the routine immunization program in the first 6 weeks (see chapter 4). For home deliveries, postnatal home visits should assess and weigh the newborn, administer vitamin K, initiate the vaccination program and routine screening tests, as well as to counsel on breast feeding and infant care.


Counselling by the health care provider is very important to the new mother whether this is her first or one of many pregnancies. Family planning to promote spacing of pregnancy should be discussed as part of the health provider's attention and educational efforts. The need for support and advice is high in this period to reduce anxiety and to address many issues relating to maternal and infant health. Training of health providers working with delivery and newborn care should stress this role along with the professional skills of managing the delivery and immediate neonatal care.

Genetic and Birth Disorders 


Prevention and management of birth defects and genetic disorders are of public health concern, not only because of their high prevalence in many specific population groups, but also because of the financial and social cost to the family and community. Genetic disorders are increasingly both treatable and preventable. Screening, community education and individual patient genetic counselling are likely to become even more important with the rapid development of gene therapy.


Prevention of birth defects requires screening for genetic and congenital diseases, Rh incomparability, education, folic acid supplementation before and during pregnancy, reduced exposure to teratogenic chemicals at home, at work or in the community and prevention of some infections in pregnancy. Rh incompatibility prevention depends on screening of pregnant women and management where incompatibility between the maternal and fetal blood can develop. Screening for congenital diseases, such as phenylketonuria (PKU) and hypothyroidism, must be followed-up for confirmation of suspected cases and managed appropriately with suitable standards of care. Other birth defects, such as congenital hip dislocation, which may occur in as many as 50/1,000 births, and congenital cataracts are sought on clinical examination of the newborn, with hearing tested within 3 months. Findings should e referred for followup care in pediatric services. 

 
Many birth defects are genetic; others are due to metabolic, hematologic, traumatic, nutritional disorders. Genetic disorders are transmitted by abnormal chromosomes from one or both parents. Dominant genes are those which cause the genetic disorder in a heterozygote, i.e. a person who has one copy of the abnormal and one copy of the normal gene. Only one parent is affected, but there is a 50% probability of offspring being affected. In recessive or homozygous conditions, both parents are carriers of the abnormal gene. Each child has a 25% chance of affected, a 50% chance of being a carrier, and a 25% chance of being unaffected. If only one parent is a carrier of the homozygous gene, the disorder is not passed on although the chid may also be a carrier.


Rhesus Hemolytic Disease of the Newborn: is a serious condition of breakdown of red cells in the newborn due to an incompatibility between fetal and maternal blood. It occurs when the mother is Rh negative and the fetus Rh positive (inherited from the father). Fetal red blood cells can mingle with the maternal blood during delivery causing the mother to produce antibodies to the fetal blood. This may affect subsequent pregnancies, causing hemolysis of fetal blood, producing anemia, jaundice, brain damage or death. This was the cause of many stillbirths and neonatal deaths, until the development of exchange transfusions in newborns reduced the death rate. In the 1970s, Anti-D immunoglobulin was introduced. This is given to Rh negative women following birth of an Rh positive baby to prevent the mother from developing antibodies which would affect the next pregnancy. Treatment with anti-D immunoglobulin should eliminate this disease, a major victory of preventive care. 


Neural Tube Defects (NTDs): are defects of the neural tube, the precursor of the brain and spinal cord. This group includes a range of abnormalities, from anencephaly, a markedly defective development of the brain which usually results in death within a few hours of birth, to spina bifida, a defective closure of the vertebral column. NTDs vary in degree of severity but many require extensive surgical and medical care. NTDs occur in 2/1,000 births in North America, but incidence is declining as a result of screening in pregnancy and primary prevention through folic acid pre-pregnancy and in early pregnancy. Screening for neural tube defects became possible in the early 1970s with amniocentesis and testing of amniotic fluid and later in blood tests for alpha feto-proteins (AFP). Ultra sound can also detect NTDs. 


During the 1980s, British investigators showed that folic acid given before pregnancy greatly reduces the chance of this abnormality developing. Pre-pregnancy care is not common, and compliance with recommended folic acid supplementation is under 30%, so that the addition of folic acid to bread has been recommended and adopted by the United States Food and Drug Administration (USFDA) in 1996 and will likely be adopted in Canada, the United Kingdom and elsewhere for primary prevention of this disorder. In April 1998, the FDA recommended pre-pregnancy and pregnancy supplemention of folic acid, 400mcg/day, to augment the folic acid in bread in order to assure 100% RDA intake (see chapter 8).


Cerebral Palsy (CP); is a group of neurological disorders occurring in about 1/400 births, causing motor disabilities. It may be associated with mental retardation, seizure disorders, motor spasticity or sensory problems. CP is related to low birth weight (<2,500 grams), and especially very low birth weight (<1,500 grams), as well as intracranial hemorrhage, Rh incompatibility, intra-uterine and birth trauma, maternal exposure to heavy metals such as mercury, and other unidentified factors. About 20% of CP cases are due to intrauterine fetal hypoxia. Preventive measures include reducing low birth weight births by improving maternal nutrition, smoking cessation during pregnancy, improving prenatal care and care in labor and delivery, giving vitamin K at birth and reducing infant trauma. Use of professionally trained midwives reduces risk of CP. Prevention is limited by lack of identification of many causative factors.


Mental Retardation: Severe mental retardation (Intelligence Quotient or IQ of less than 50) occurs in between 3-5 per 1,000 newborns. Retardation may be related to prenatal factors and is often associated with CP and seizures. More than one-third are attributed to chromosomal abnormalities. Prenatal diagnosis, widespread use of amniocentesis in pregnant women over age 35 and termination of affected pregnancies has contributed to reducing retardation. Phenylketonuria, congenital rubella, congenital hypothyroidism, maternal infections with toxoplasmosis and cytomegaloviruses can all cause severe retardation. Pregnancy complications such as toxemia, urinary tract infections and anemia increase risk of retardation. Mild retardation (IQ of 50-70) may relate to both perinatal and post-natal factors, including low birth weight or asphyxia at birth. Prevention requires well-organized prenatal, perinatal and postnatal care. 


Down's Syndrome: Down's syndrome is a relatively common genetic disorder, occurring in 1 per 650 live births in the United States. The risk increases rapidly with increasing maternal age; for mothers over age 40 it occurs in 1 per 40 births. Although this condition occurs more commonly in older mothers, the majority of cases are in younger women. It is the most common cause of mental retardation in industrialized countries. In cases at risk, prenatal screening is done by amniocentesis, chorion villus sampling and fetal blood sampling, allowing for the parental choice of abortion can detect the chromosomal abnormality. Chorion villus sampling can be performed in the first trimester, while amniocentesis can be performed in the second trimester. Chorion villus sampling has itself been reported to be associated with minor birth defects and is currently under review. Pregnant women over age 35 should be screened as early as possible in pregnancy. Biochemical markers will help to increase screening with less invasive procedures. The total incidence of new births of Down's cases fell by 50% between 1960 and 1978 in the United States, probably because of reduced fertility among older women, widespread se of birth control and prenatal screening. 


Down's Syndrome babies are mentally retarded, often with congenital cardiac defects and gastrointestinal obstruction. These patients now survive well into their 30s, and half to their 50s. Institutional care for a lifetime is estimated to cost $300,000, although emphasis in care has moved to improving self-care in the community. Education and training for Down's syndrome children has been emphasized in recent years. With vocational and life skills training, many are able to live independently or in groups in the community rather than in institutions. Those who are integrated into the community often live longer and have a better quality of life as compared to those raised in institutions.


Cystic Fibrosis (CF): CF is the most common lethal genetic disease in the United States white population, occurring in 1/2,000 live births (1/3000 in a recent Canadian study). The disease is recessive. The recessive gene is present in 5% of the white population and 2% of blacks in the United States. The defect causes production of abnormally thick mucus in the lungs, intestines and other glands. The clinical disturbance is chronic obstructive lung disease, repeated infections, and destruction of lung tissue. This leads to frequent hospitalization and death, even with the best of care, by age 30 (median age of death is 24 years). Prenatal screening can be done with chorionic villus sampling or amniocentesis. Screening of pregnancies with a previous CF birth can prevent a second child with this condition, but general population screening is not yet available. Early diagnosis and support and education of parents can significantly improve the duration and quality of life of the affected person. Treatment is complex and costly, involving a multidisciplinary approach. Gene therapy techniques may be available in the next few years to improve case management. 


Sickle Cell Disease: Sickle cell disease is an amino acid defect of red blood cells which affects 1 in every 400 of black newborns in the United States and is even more common in Africa, where it may have a protective effect against malarial parasites. The disease is caused by a recessive gene affecting hemoglobin structure, usually with a benign course in the carrier state, but with episodic pain due to small blood vessel closure in the homozygous state. Clinical symptoms appear in the second half of the first year of life. The patient develops moderately severe anemia, with an increased susceptibility to severe bacterial infections (meningitis, pneumonia, septicemia) and growth retardation. Screening of newborns has been recommended since 1972 in the United States, but in practice, screening is done selectively with 20 states screening 57% of black infants. The US target is to achieve 95% coverage by the year 2000. Identification of cases and carriers is important in order to assure prompt care in crises, for preventive use of penicillin which reduces infection rates, and to ensure they receive influenza and pneumococcal vaccines. Carriers should receive genetic counselling relate to marriage and pregnancy.


Thalassemia: Beta thalassemia is a recessive genetic disorder of hemoglobin structure. Beta thalassemia minor, is usually without clinical significance. Beta thalassemia major, the homozygous state, is characterized by hemolytic anemia (i.e. early breakdown of red blood cells). Beta thalassemia major, also known as Cooley's anemia or Mediterranean anemia, is widespread throughout the Middle East, southern Europe and across southern India and south east Asia. It is ultimately fatal for those afflicted, but with current standards of treatment, including blood infusions and chelating agents (i.e., iron binding for excretion) to reduce iron overload and hemochromatosis, patients survive into their thirties. 

PRIVATE 

BOX 6.2: ERADICATION OF THALASSEMIA MAJOR IN CYPRUS AND SARDINIA
Virtual eradication has been achieved in formerly endemic areas. In Cyprus, 14% of the population were of carrier status for Beta Thalassemia and 1% of the Cyprus population (1 in 158 births) had the disease.  Now, due to an intervention program, only rarely are new cases of Beta Thalassemia Major born in Cyprus and other Mediterranean locations such as Sardinia and Greece. This has been achieved by a long-term preventive program consisting of: public education, screening for carriers and counselling.  Marriage between carriers is reduced by a community education program, and when marriage does occur, careful screening of all pregnancies and termination of affected pregnancies reduces the number of Thalassemia Major births. The success of this approach in Cyprus provides a model of elimination of a genetic disorder via a combination of health education, screening and community support.
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WHO estimates that 240,000 deaths, 290,000 new cases and total prevalence of 2.32 million cases of Thalassemia and Sickle Cell disorder occurred in 1995. The disorders of hemoglobin are widespread, originally localized in the Mediterranean areas, spreading to southeast Asia for the Thalassemias and sub-Saharan Africa for sickle cell disease. Because of migration, theses diseases are now spread worldwide, with 10% of the population at risk in the United States.


Prevention of thalassemia is one of the success stories of genetic public health. Preventive approaches to this disease over the past two decades have produced dramatic results in reducing the number and rate of new cases of Beta thalassemia major in Sardinia, Cyprus, Greece, the United Kingdom, Canada and other locations where this disease has been endemic among peoples of Mediterranean origin. Premarital screening, health education in schools, and access to prenatal screening are all part of a program to reduce new cases of this disease. The World Health Organization stresses the public health importance of this disease and recommends adoption of demonstrably successful preventive approaches to member states having this problem.


Screening for congenital anemias should take place at birth and at school age, because clinical cases may not appear until several years after birth. Gene carriers need to know at an age when they can understand the limitations this may place on them. In each pregnancy when both parents are carriers, chorionic villus sampling or amniocentesis should be carried out to determine if the fetus is affected. Abortion is currently recommended if the fetus is affected with thalassemia major, but bone marrow transplantation is showing promise in the treatment of new cases. The success of primary prevention in reducing new cases of thalassemia provides a model for application to disorders affecting other population groups, such as sickle cell anemia.


Phenylketonuria (PKU): PKU is an inborn error of metabolism transmitted by a recessive gene. It occurs in approximately 1/12,000 births in North America, but this includes a wide range from 1/5,000 in Scottish Irish parents to 1/300,000 in blacks. It involves a mutation in DNA which causes inadequate production of an enzyme needed to metabolize phenylalanine, an amino acid. The fetus is unaffected because the maternal metabolism handles the excess phenylalanine. However, if the newborn lacks the enzyme needed, an accumulation of phenylalanine in the blood serum occurs, leading to brain and neurological disorders and severe retardation. If discovered early, PKU can be managed with a special low-phenylalanine diet with no significant retardation.


Screening of all newborns for this condition is widespread in developed countries and reduces the number of cases requiring long-term institutional care. Where screening is not universal, pregnant women with previous PKU children should be tested during pregnancy and the newborn tested at birth.

PRIVATE 
BOX 6.3:  PREVENTION OF BIRTH DEFECTS AND GENETIC DISORDERS

1. Community Wide Prevention
   a. Iodine fortification of salt to prevent iodine deficiency brain damage;

   b. Folic acid fortification of flour to prevent neural tube defects;

   c. Rubella immunization before pregnancy to prevent congenital rubella syndrome;

   d. Treatment of STDs to prevent congenital syphilis, gonococcal and CMV and HIV infections;

   e. Hepatitis B immunization to prevent maternal-fetal transmission;

2. Prenatal Prevention
   a. Cessation of smoking, alcohol and drug intake to prevent fetal damage;

   b. Pre-pregnancy and pregnancy nutrition counselling to promote optimal fetal development;  

   c. Genetic counselling for parents at risk, e.g. consanguineous marriages; 

   d. Avoid unnecessary medication;

   e. Iron, folic acid and multivitamin supplements (and iodine if salt is not fortified);

   f. Risk assessment and referral to a high risk care program;

   g. Prenatal care protocol starting in first trimester;

   h. Fasting blood sugar to screen for gestational diabetes; 

   i. Good management of chronic diseases (e.g. diabetes and cardiac disease) before and during pregnancy; 

   j. Prevent exposure to teratogenic agents before and during pregnancy e.g. anesthetics agents;

   k. Prevent exposure to lead and mercury ingestion;   

   l. Hemoglobin, Rh testing, Coombs test, urinalysis;

   m. Adequate weight gain (11-14 kilos); 

   n. Sonography for suspected multiple gestation, structural or placental abnormalities; 

   o. Fetal monitoring, fetal size, position and heart rate;

   p. Safe delivery with minimal sedation and early resuscitation to prevent brain damage at birth.

   q. Identify CMV, HIV, toxoplasmosis, hepatitis infection in pregnancy in high risk groups and institute 
preventive management of the newborn;

   r. Premarital and pre-pregnancy testing and counselling in risk groups 

   s. Chorionic villus sampling or amniocentesis in risk groups to detect Thalassemia, Tay-Sachs,

       Cystic fibrosis, Down's Syndrome, neural tube defects or other inborn errors of metabolism.   

3. Newborn Screening for Congenital Disorders and Followup Management


   a. Sickle-cell disease;

   b. Phenylketonuria; 

   c. Hypothyroidism;  

   d. Other metabolic disorders. 
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Congenital Hypothyroidism (CH): CH is a relatively common congenital disorder occurring in about 1/3,500-4000 live births in a Caucasian population with a range of 1-20/10,000 live births in different population groups, depending on genetic makeup and consanguinity rates. This genetic disorder causes an inefficient development of the thyroid and may be confused with iodine deficiency disorders common in areas with deficient iodine in water and soil. Therapy with thyroid replacement in CH cases prevents the severe intellectual impairment that otherwise occurs. Screening within 48 hours of birth should uncover cases for long term follow-up and management. 


Fetal Alcohol Syndrome: Fetal Alcohol Syndrome is caused by the noxious influence of alcohol on the fetus via the placenta. Alcohol consumption prior to and during pregnancy increases the risk of behavioral and cognitive disorders. Exposure of the fetus to maternal alcohol consumption, especially binge drinking (i.e. more than 5 drinks on one occasion) is a cause of fetal growth retardation and anomalies of the central nervous system. Fetal Alcohol Syndrome is completely preventable, as it only occurs when the mother drinks alcohol.


Tay-Sachs Disease:  Tay-Sachs disease is an inborn error of metabolism associated with progressive mental deterioration and loss of vision by 4-8 months of age and death by 3-4 years. It affects 1/2,500 births among Jews of Eastern European origin. Tay-Sachs disease can be prevented by screening these risk groups before marriage, at the time of marriage or early in pregnancy. Prenatal screening by amniocentesis or chorionic villus sampling will confirm whether the fetus is affected. In such cases termination of pregnancy is recommended. These screening programs have reduced the incidence of new cases.


G6PD: Glucose-6-Phosphate Dehydrogenase Deficiency is a genetic disorder common in Mediterranean populations, including Jews of North African or Middle Eastern origin (Sephardic Jews), Greeks, southern Italians, south-east Asians and southern Chinese. It results in episodes of hemolytic anemia due to an infection, reactions to certain foods (e.g. fava bean), or reaction to oxidant drugs such as sulfonamides, antipyretics and antimalarials. The degree of hemolysis varies with the agent and the degree of the enzyme deficiency. Identifying the condition helps the patient avoid exposure to hemolytic inducing agents and start prompt treatment in crises. Familial Mediterranean Fever: is a recessive hereditary condition found in Arabs, Armenians and Sephardic Jews with periodic fevers and pains in the  chest, abdomen and joints. Control is by genetic counselling.

Infant and Child Health

Public health has long played a major leadership role in improving the health of children by provision of care and regulation of conditions that prevent disease, provide early and adequate care of illness and promote health. 



Pediatrics developed as a clinical specialty under the leadership of Abraham Jacobi who opened the first pediatric clinic in New York City in 1860 based on German models. The first children's hospital in the United States was opened in 1865 in Philadelphia and continues to operate to the present time. 

The American Medical Association, recognizing that women and children had health needs apart from those of the general population, established a section to address those needs in 1879, leading to the founding of the American Paediatric Society in 1888. Pediatrics emerged as a separate specialty from general medicine with emphasis on the treatment of children's diseases and birth disorders, the prevention of infectious diseases and infant nutrition. Well-child care was pioneered in the United States based on milk stations adapted from those in France in the poor immigrant neighborhoods in New York City, leading to the development of pubic health nursing and the visiting nurse function.


The first textbook of pediatrics was written by JL Smith in 1869. It was followed by Holt's Diseases of Infancy and Childhood in 1896. The latter is now in its 19th edition. Its current version is known as Rudolph's Pediatrics. The US Federal Government established the Children's Bureau in 1913 to collect data on maternal and infant mortality. This later became the Bureau of Maternal and Child Health, reflected later in federal legislation to provide grants to states for maternal and child health services. The American Academy of Pediatrics (AAP) has come to the forefront of advocacy for improved child health standards, pioneering in development of clinical guidelines and in promoting professional standards, in a wide range of child health topics, from braest feeding to cystic fibrosis screening.


In the wider context of health internationally, maternal and child health are among the major priorities with special focus on primary health care. Primary Health Care, promoted since the Alma-Aa Conference, has placed emphasis on infant immunization, diarrhoeal disease control, breast feeding and nutrition practices and the prevention of deficiency disorders. WHO, UNICEF and many Nos have provided leadership in development of primary health care in the developing world. This return to basics in health care has been of benefit to the industrialized world as well, as health care costs soared during the 1970s and 1980s. In the United States, public health had to cope additionally with the lack of health insurance for a substantial portion of the population, and even at the end of the 20th century, federal initiatives in health are focussed on providing health benefits to about 15% of the population of over 75 million children who lack health insurance. 


Fetal and Infant Mortality

A live birth is defined by the World Heath Organization and the United States National Center for Health Statistics, as a completed expulsion or extraction from its mother of a product of conception, irrespective of the duration of the pregnancy, which after separation, breathes or shows any other evidence of life such as heartbeat, umbilical cord pulsation or definite movement of voluntary muscles, whether or not the umbilical cord has been cut or the placenta is attached. Each product of such a birth is considered live born. The delivery can be described as: spontaneous vaginal, forceps, vacuum extraction, cesarian section or vaginal delivery after previous cesarian. 

PRIVATE 
BOX 6.4:  RATES IN INFANT MORTALITY

1. Stillbirth Rate =  Number of stillbirths x 1,000


  
Total live births + still births (per annum)   

2. Perinatal Mortality Rate = No. stillbirths + no. deaths in the first week of life x 1,000


  

Total live births (per annum)

3. Early Neonatal Mortality Rate = Number of deaths in first week of life x 1,000 


  


Total live births (per annum)

4. Late Neonatal Mortality Rate = Number of deaths between the first 7-28 days x 1,000





  Total live births (per annum)

5. Neonatal Mortality = Number of deaths in first 28 days of life x 1,000


   

Total live births (per annum) 

6. Post Neonatal Mortality = Number of deaths between 28-364 days of life x 1,000


  

 Total live births (per annum)

7. Infant Mortality Rate = Number of deaths from birth to 364 days x 1,000


  

Total live births (per annum) 
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A fetal death or stillbirth is a death prior to the complete expulsion or extraction from its mother of the product of conception, irrespective of the duration of pregnancy. The death is indicated by the fact that after such separation, the fetus does not breathe or show any other evidence of life, such as beating of the heart, pulsation of the umbilical cord or definite movement of voluntary muscles. For statistical purposes, tabulations are shown for fetal deaths with stated or presumed gestation of 20 weeks or more and of 28 weeks or more; the latter are known as late fetal deaths. Other rates of infant mortality are seen in box 6.5.


The infant mortality rate (IMR) is a generally accepted indicator of the health status of a population for internal regional and international comparisons, because it represents the cumulative effect of many socioeconomic, environmental and health service factors. The industrialized countries have IMRs under 9/1,000 live births and many 5 or even 4/1,000. In these countries, most infant deaths are a result of congenital anomalies and perinatal conditions associated with prematurity and the neonatal period, usually occurring during the first week of life (early neonatal deaths). 


In developing countries, most infant deaths are due to acute respiratory infections, diarrhoeal diseases and prematurity (LBW), with measles and tetanus still large scale causes of infant wastage. Developing countries generally have IMRs over 30/1,000, with high neonatal and post neonatal mortality. Preventive health measures, such as immunization, breast feeding and nutritional supplementation, good management of acute respiratory infections and use of oral rehydration for diarrhoeal diseases, are effective mainly in the post neonatal period. Neonatal mortality rates can be reduced by reducing the number of low birth weight births, providing good maternal nutrition and prenatal care, minimizing birth injury and good care immediately following birth. Together, these constitute the child survival package of services that are one of the main thrusts of public health.


The United States emphasizes targeted public health programming with attempts to provide care to people without access to prepaid medical care. Federal health officials set a goal to reduce the country's infant mortality rate and then expanded access to prenatal and infant care in order to reach this goal. From 1950 to 1991, the IMR of the United States fell from 29.2 to 8.9/1,000 live births, a decline of 70%. The US health target established in 1979, when the IMR was 15/1,000, was to reduce the IMR to no more than 9/1,000 live births by 1990, and this has been achieved. However, the rates are substantially different for white and black infants. Although mortality rates have declined for all ethnic groups the black infant mortality rates remain more than double the rates for white infants, reflecting socioeconomic differences and lesser access to medical care for the black population.

PRIVATE 

 BOX 6.5:  LEADING CAUSES OF INFANT MORTALITY 

Developed countries - IMR < 20/1,000

1. Congenital anomalies

2. Sudden infant death syndrome

3. Prematurity/Low birth weight

4. Respiratory distress syndrome

5. Newborn effects of maternal complications

Developing countries - IMR > 30/1,000

1. Acute respiratory infections

2. Diarrhoeal diseases

3. Prematurity/low birth weight

4. Measles

5. Newborn effects of maternal complications

6. Neonatal tetanus
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Sudden Infant Death Syndrome (SIDS) occurs in late infancy and into the second year of life. In the United Kingdom it constituted 45% of post-neonatal deaths in 1990. SIDS may be due to a variety of causes, with maternal smoking during pregnancy as a risk factor. SIDS also occurs more often in disadvantaged homes.



Table 6.9: Infant Mortality Rates in Countries with Lowest Rates in 1996, 





Selected Years, 1960-1996 

	PRIVATE 
Rank/Country
	1960
	 1983
	  1990
	1996

	1.  Japan 

2.  Finland

3.  Sweden

4.  Australia

5.  Austria

6.  Belgium

7.  Canada

8.  Germany

9.  Netherlands

10. Singapore

11. Switzerland

12. Denmark

13. France

14. Ireland

15. Italy

16. Norway

17. Spain

18. United Kingdom

19. United States

20. Israel

21. New Zealand

22. Czech Republic

23. Greece

24. Korea, Republic of
	31

22

16

20

37

31

28

34

18

31

22

22

29

31

44

19

46

23

26

32

22

na

53

88
	6

6

7

10

12

10

9

11

8

9

8

8

9

10

12

8

11

10

11

14

13

na

15

na
	5

6

6

8

8

8

7

8

7

6

7

8

7

8

9

8

8

8

9

10

8

na

10

na
	5

5

6

6

6

6

6

6

6

6

6

7

7

7

7

7

7

7

7

8

8

9

9

10




  


Note: Ranking 1996.

   


Source: Health United States, 1993 and Wegman ME. Pediatrics, 1992, and State of the World's Children 1998.

Infancy Care and Feeding


The new infant is dependent on a healthy caring mother with support of the family and health providers. Physical and emotional warmth, cleanliness and bonding with the mother are important in feeding (see chapter 8). Healthful feeding in infancy is a vital issue in infant care and for primary care services, as important in infant survival and well-being as are infectious disease control and immunization. Therefore, it has an important place in maternal education and in health provider orientation.

 
Breast feeding should be established early and encouraged as the sole feeding for 4-6 months, because of the ideal composition of breast milk nutritionally and for immunologic protection of the infant. Duration of breast feeding should ideally continue to one year or more. Vitamin A+D should be given daily from about two weeks after birth to prevent clinical and subclinical deficiency conditions for both breast- and formula-fed infants. 


Prevention of iron deficiency anemia (IDA) is important because of its effects on the infant between 6 and 24 months of age when rapid brain growth and psychomotor development are at their peak. Iron supplementation should be given to all infants (from 4-12 months for normal birth weight babies and from 2 months for those with low birth weight) as iron fortified formulas, supplemental iron and/or iron enriched foods. If the child is not receiving iron-enriched formula, iron syrup, preferably with vitamin C, is given daily from 4 to 12 months at a level of 7-15 mgm/day according to weight. Secondary prevention is by screening all infants at age 9-12 months to determine if hemoglobin is normal or if further care or investigation is needed. 


Following cessation of breast feeding, infant formula enriched with iron should be given preferably up to one year. Whole cow's milk should not be used until the infant is close to one year of age. Fortified cereals are also important in infant nutrition along with fruit, vegetables, meat, eggs for  optima growth and development and prevention of vitamin and mineral deficiencies. Toward the end of the first year, the infant should be eating at the family table.

PRIVATE 

BOX 6.6:  RECOMMENDED INFANT FEEDING AND SUPPLEMENTATION




Iron syrup

               |--------------------------------------->





Vitamins A+D

  |---------------------------------------------------->







months

|----|----|----|----|----|----|----|----|----|----|----|

1    2    3    4    5    6    7    8    9    10   11   12

|------------------------->--------> - - ->


Breast Feeding


        |-------------------------------->





Add cereals, vegetables, 





fruit, meat, eggs gradually





  |------------------------------->







Eat from family table
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The physical and emotional love of the mother, father and family provide the security and stimulus needed by the infant to develop physically, intellectually and emotionally. Stimulus by playing with and speaking to the baby help promote the normal development of the infant. 


Immunization is discussed in detail in chapter 4, and the current United States pediatric immunization schedule is presented. While there are many vaccination schedules and much controversy on this topic, the central importance of coverage of the infant with vaccination on schedule is of paramount importance for a successful child health program, including both infancy and school age follow-up.

Anticipatory Counseling

An important element of the role of the pediatrician, family physician or other heath provider is counselling parents on what is to be expected at each stage of the child's development. This includes warnings of potential difficulties that might be experienced and how to cope with them. The American Academy of Pediatrics publishes detailed guideline questions for the practitioner addressing these issues from early infancy to the teen age years. 

Documentation, Records and Monitoring


Standardized, "user friendly" child health records for the primary care clinic records help to promote national standards of child care practice, especially for preventive health care. They help guide the busy practitioners and improve legal protection and professional peer group standards. Design of records systems and training of staff in their use should be given careful attention in any health care system, including private medical practice.


Table 6.10: Components of a Child Health (Preschool and School) Health Record 


	PRIVATE 
I. Personal Data
Mother: name, age, family status, education, occupation

Father: name, age, family status,   education, occupation

Address, telephone no.

Social security (ID) number

Home situation: parent(s), sibs
	II. Pregnancy/Birth
Gestation   

Place of birth

Date of birth:

Birth weight:  

Delivery by:

Condition at birth and at 1 and 5 minutes of age: Apgar
	III. Risk Factors
LBW:

Previous care:

Birth order:

Family status: single parent

Social situation:

Home conditions:

Family medical history:

Overall risk assessment:

	IV. Growth Patterns: NCHS Growth Curves in graphic chart form
Weight for Age

Height for Age

Weight for Height

Head circumference
	V. Immunizations dose, date, reactions
BCG

Hepatitis B

DPT

OPV

IPV

MMR

Hemophilus Influenza B

Varicella
	VI. Nutrition age when added 
Breast feeding: duration

Formula:

Vitamins A+D:

Iron:

Supplements: solid foods, cereals, fruit, vegetables, eggs, meat

	VII. Intercurrent Illnesses
Diarrhoeal: age, duration

Respiratory: age, duration

Hospitalizations:

Surgery:

Others:
	VIII. Development
Hearing

Vision

Responsiveness

Relates with family                 Grasp, Smile, Grab

Roll over

Sit, Crawl

Stand, Walk

Talk: words, sentences

Other milestones 
	IX. Medical Examinations

Birth:

6 Weeks:

3 Months:

6 Months:

12 Months:

24 Months:

36 Months:

48 Months:

Preschool:

School ages

	X. Summary of Risk Factors
Social

Family

Genetic

Medical

Other
 
	XI. Laboratory Results
PKU

Hypothyroidism

Hemoglobin

Others
	XII. Continuing  Notes



Document, developments, routine examinations, illnesses and care given



Well-constructed child health records set standards of care expected of the health provider. They furnish continuity of care when the contact with the health system may be episodic, or when the child is seen by different providers. They provide the care-giver with important time trends which may have clinical or epidemiological importance. Some child records are designed to continue through to adolescence, while others focus on the child up to school age, followed by a different record. Mother carried childhealth records ("Road to Health Cards") provide the mother with all data needed for care during childhood and should continue through to adolescence, and be designed to include all basic information on one folded hard paper record, preferably with a plasticized envelope or cover pages.  Many designs are possible, but ease of use by providers and maintenance by the mother are essential for their successful use.


Physical development in terms of weight and height for age and psycho-social developmental indicators should be carefully documented during infancy at the time of visits for immunization. Growth patterns are good health markers. The growth curves recommended by the World Heath Organization are those developed by the United States National Center for Health Statistics, based on a healthy white middle class population. This provides an optimal or "gold standard" for use internationally, as opposed to local standards which may represent less than optimal child health and development. NCHS is developing a revised set of standard growth curves based on data from a wider population sample. Most importantly it provides an externa standard for comparison of change over time in the local setting.


While there is controversy on use of international or local standards (discussed in chapter 8), there is full agreement on the need for growth monitoring and early intervention where an infant or a group of infants show signs of growth faltering or Failure-To-Thrive (FTT). Growth faltering occurs not only due to food insufficiency, but also as a result of intercurrent illnesses, which themselves can e more severe when nutrition status is compromised, such as the relationship of high case fatality rates from measles when vitamin A deficiency is present. FTT is a medically urgent situation requiring full evaluation and intervention as rapidly and consistently as possible. 

The Preschooler (Ages 1-5 Years) 


The preschool child is undergoing rapid growth and development. The American Academy of Pediatrics recommends health assessments at 12, 15, 18 months, and at 2, 3, 4 and 5 years (American Academy of Pediatrics: Guidelines for Health Supervision II, 1988). The examination includes assessment of development status and physical examination as well as parental concerns and skills. Hearing should be checked along with signs of strabismus. Hemoglobin (or hematocrit) and urinalysis should be checked at least once from 18 months to 5 years. The examination includes behavioral assessment based on both interview and observation. The care provider should use the visits to assess parental concerns and convey information on the child's health needs. Abnormal findings on physical or developmental examination should lead to referral to a clinical or child development assessment service.  


Counselling on common child care problems (e.g. night time crying), safety issues and stimulation of the child should be discussed with the parent at each of these visits. Dangers of accidents are serious at these ages. Prevention of accidental falls, poisoning, aspiration of food, electrocution, burns and scalding requires diligence and safety planning in the home. Parents should be educated on how to explain safety to their children as well as to child-proof their homes (using child-proof latches on cabinets and stairways, covering electrical outlets, removing poisonous house plants).  Signs of child abuse or neglect, especially injuries without adequate explanation, should be reported to police or welfare agencies. Assessment and counselling regarding appetite problems, toilet training, separation anxiety, demanding or obstinate behavior, relationship with parents and siblings, nutrition, self-feeding and psychomotor development are all part of well-child care. 



The physical and emotional well-being of the child up to school age is a key determinant of his or her health and capacities afterward. Completion of immunization, adequate nutrition and essential vitamin and mineral supplementation and prompt, adequate treatment of intercurrent infections are essential. Warmth and responsiveness, including speaking and reading to the child to promote interest in books, pictures and music are part of needed stimulation and play. Even warm and caring parents need guidance, as well as advice and support from the health provider, to promote maximum development for the child. 


The community and national levels have a substantial role to play in promotion of safety and health for toddlers. Mandatory safety practices for children can save many lives and reduce child morbidity. These include such factors as: correct use of safe child car seats, child-proof medication or poisonous material containers, lead abatement programs, regulation of child clothing standards for prevention of inflammable materials, toy safety standards, supervision of nursery schools and teacher qualifications. 


Child abuse is increasingly recognized hazard at all ages of childhood and in all socio economic groups. Preventive measures include public awareness through education and now mandatory reporting by teachers, social workers and doctors of signs of abuse. Punishment of abusive parents or guardians, including imprisonment and mandatory treatment are increasingly applied, but hidden physical, mental or sexual abuse is far commoner than previously recognized. Home, school, playground safety involves a wide range of community activities ranging from mandatory use of helmets for bicycle riding and many sports, proper use of car seats and seat belts for children in motor vehicles, to measures to reduce access of children to firearms.


In most industrialized societies, a large proportion of women work outside the home, so that child care includes preschool centers in which health factors can be both positive and negative. The potential for spread of infectious diseases among child care center attenders is high, and outbreaks of foodborne disease can also occur. In the United States, children in licensed day care centers have 3-4 times as much diarrhoeal disease as children not in organized child care centers. A Finnish study (1984-89) showed that between 41-85% of colds, otitis media and pneumonia in one year old children were due to the children's presence in day care centers as opposed to family day care. On the other hand, children attending well-supervised preschool day care centers benefit from interacting with teachers and other children to develop social skills and to receive nutritious meals and professional attention. Preschool care centers should provide education in hygiene, nutrition, and health services including updating of immunization and developmental assessment. Services such as these may help parents to assess and meet the emotional and health needs for their children. 


The value of preschool education, especially for children from socio-economically deprived situations was demonstrated by follow-up studies of children who had been in the United States Headstart program during the 1960s War on Poverty program. Disadvantaged children participating in Headstart were found to perform significantly better in school and to be less likely to have a criminal record or to be on social welfare than matched children not in the program. This resulted in benefits from reduced costs for special education and public assistance. 


Preschool examination and screening for developmental, cognitive and behavioral problems can be helpful to parents and teaching personnel. A variety of screening tests are available and used, but they are controversial as to their validity and predictive value. They may be culture specific and not necessarily valid in all societies without adaptation.

School and Adolescent Health


The hazards that face school children include many other public health issues. A central goal of public health regarding this young population is life skill training to promote healthful practices and avoidance of risk behavior. Public health efforts to reduce the toll of teen age premature loss of life must be in concert with educational, social and police authorities. Efforts to convey a message to these risk groups should involve popular figures of the sports and popular music fields recruited to stress a positive image of teen adjustment and transition to adulthood. Research is needed to develop educational approaches for high-risk teenagers and young adults.

 

Table 6.11: Total Mortality Rates for Children and Young Adults, United States,



       and Percentage Change, 1950-1996

	PRIVATE 
Age Group
	1950
	1960
	1970
	1980
	1990
	1996
	% change

1950-96

	1-4
	139
	109
	 85
	 64
	47
	38
	-73

	5-14
	 60
	 47
	 41
	 31
	24
	22
	-63

	15-24
	128
	106
	128
	115
	99
	90
	-22



    Note: Rates per 100,000 population in each age group (rounded).


    Source: Health, United States, 1998.


A school health program should ensure a safe and healthful environment for the children, including sanitation, safety from violence, temperature control and physical facilities for study and recreation. School-aged children need physical activity for their healthful development as an integral part of a comprehensive school health education program. School meal services contribute to good child and adolescent nutrition. 


Health monitoring includes ensuring full immunization at school entry and maintenance of its adequacy by appropriate booster doses at the elementary, secondary and post secondary stages. Monitoring of growth, vision, hearing, scoliosis and skin testing for tuberculosis are frequent elements of school health programs. 


The potential for learning about health in the school setting should be exploited by the public health system by encouraging the educational authorities to include health as part of the regular curriculum and preparing the teachers on how and what to teach in this area. During the early school years, the areas of study can include: safety (fire and traffic), oral health (fluorides, brushing and flossing), healthy eating habits, hygiene, how the body works and healthy living (sleep and exercise). Topics for continuing education of teachers include assessment of child abuse, suicidal or violent tendencies, nutritional status and substance abuse. Violence prevention has become an essential topic in educational systems at the primary as well as secondary levels. 


Secondary school health programs include attention to personal behavior issues, including personal and family communication, sexual relationships, the right to say no (to peer pressure in situations ranging from alcohol and drug use to sexual activity, parental responsibilities, birth control, STD and HIV prevention. Accident prevention is also vital in this population, including safety in sports, use of vehicles, work and safety as a life habit.


Pre-adolescent and adolescent children are subject to social pressures that promote early sexual activity, smoking, substance abuse, eating disorders, accidents, suicide and violence. The school is an important part of their life and has the potential to serve a socially educational role for attitudes and practices that may be lifelong. An activist approach to school health promotion should be integral to the school curriculum. School health committees of students, teachers and parents can serve to promote awareness and program development, with community participation. 


Special needs for those with physical or mental handicaps should be identified and recognized as part of the regular duties of the school. Teaching staff should be trained and facilities modified to accommodate children with special problems and to be able to recognizing physical and social ill-health, in a wide range of areas from nutrition to child abuse. 



The health of school age children, adolescents and young adults has improved in most countries as sanitation, vaccination and nutrition have developed. Mortality rates overall have declined for all these age groups, but more so for preschoolers and primary school levels. Teen age and young adult health has also improved, but the problem of trauma in its various forms asserts itself and causes much loss of young life.  


Adolescence is a difficult, and dangerous, period of transition from childhood to adulthood. The teenager feels insecure, yet demands independence and responsibility for his or her own well-being. The mix provides for a stormy personal and family transition, with important physical and mental health dangers. Violence, accidents and suicide are major causes of death in this age group, especially for males. Sexual activity causes dangers of teenage pregnancy, STDs and HIV infection, especially when illicit drug use is involved. Developing individual responsibility in each of these categories is required of each individual, with the support of the family, the educational system, and the public health system. 


Table 6.12 shows a decline in mortality of adolescents and young adult (ages 15-24) in the United States. The following table shows declining mortality for mortality rates for both black and white persons in this age group, but a sharp rise in mortality from homicide especially in black youths in the late 1980s. Failure to achieve the national health target for a mortality rate in the 15-24 age group (<85/100,000 by the year 1990) is primarily due to violence. Rates of mortality from motor Vehiclae accidents, homicide and suicide have declined in the 1990s, but  still constitutes a major public health problem associated with risk taking behavior of teen age and young adult males (see chapter 5).

  Table 6.12: Age Specific Mortality from Suicide, Homicide and Motor Vehicle

  Crashes, in Rates per 100,000 Population, in Males Aged 15-24, United States, 1980-95
	PRIVATE 
Group 
	1950
	1960
	1970
	1980
	1985
	1990
	1993
	1996

	White Males

 MVA

 Homicide

 Suicide 
	58

 4

 7
	63

 4

 9
	75

 8

14 
	74

16

21
	57

11

22
	53

15

23
	44

17

23
	 42

 14

 21

	Black males

 MVA

 Homicide

 Suicide
	42

59

 5
	46

46

 4
	 58

103

 11
	35

84

12
	32

66

13
	 36

138

 15
	 34

167

 20
	 35

123

 17


  Note: Rates per 100,000 population. Homicide includes "legal intervention".

  Source: Health, United States, 1998.


Health targets for the United States for the year 2000 include reducing suicide mortality to 11/100,000 in the age group 15-24, primarily by health promotion and education, but also by community policing, and stricter weapons prevention programs in schools. Suicide is the seventh leading cause of death of males in Canada, nearly as high as motor vehicle deaths and more than deaths from diabetes. Male young adults are the highest risk group for suicide in North America and Europe, where rates in some countries, such as Hungary, Finland and Sweden are extremely high.


Smoking, alcohol and drug abuse are among the most common contributing factors for disease and early death in modern societies. These personal behaviors or "lifestyle factors" which cause personal ill-health and early death constitute an enormous burden on society. They usually begin in late childhood, preadolescence or adolescence and their health effects continue into adulthood. Youth risk behavior is an important aspect of monitoring health status of a population, as reported by periodic survey data (MMWR, 1996). 


Smoking: Smoking is a major contributor to cardiovascular diseases, cancer of the lung and other diseases. The United States Surgeon-General's Report on Smoking and Health issued in 1964 highlighted the accumulating evidence of the central role of smoking in the causation of chronic diseases. Subsequent reports addressed the continuing consequences of smoking and the prevalence of smoking among different population groups. Nearly all first use of tobacco occurs before age 18, and most adolescent smokers are addicted to nicotine. In 1995, one sixth of students in grades 9-12 in the United States were regular cigarette smokers. There are identifiable psychosocial risk factors in smoking. Community-wide projects showed that public health efforts can successfully reduce adolescent use of tobacco. A 1997 survey Youth risk Surveillance System Survey carried out by CDC in all 50 states and the District of Columbia showed lifetime smoking in over 70%, current smoking in 36% and frequent cigarette use in 17% of high school students. Current cigarette smoking increased from 28% in 1991 to 43% in 1997. Over 42% of high school students used some from of smoking in the 30 days prior to the survey (MMWR, 1998).


Alcohol Abuse: Alcohol use has been part of human culture since early civilization. Its use in excess causes serious health problems to the individual and society. The effects of alcohol abuse can be acute, chronic or relate to the dependence itself. Binge drinking (5 or more drinks per occasion) is a threat to the drinker, friends and the community by causing violence, road and work accidents. Mortality from all causes is elevated in alcoholics. In the United States, alcohol-related deaths were 5% of all deaths in 1988, representing 1.5 million YPLL (Years of Potential Life Lost) to age 65 and 3 million total YPLL. Alcohol affects every organ in the body, and alcohol use is a compounding risk factor for a wide variety of diseases including hypertension, stroke, coronary heart disease, cancers of the liver, esophagus, larynx, lung, stomach, large colon and female breast. It increases reproductive disorders including amenorrhoea, anovulation, early menopause and poor outcome of pregnancy with low birth weight or Fetal Alcohol Syndrome in newborns. In 1997, 52.7% of senior high school students reported drinking alcohol, with 31.3% at a heavy level of consumption (5 or more drinks in a row, once or more during the previous 2 weeks).

PRIVATE 

BOX 6.8:  CONTENT OF A SCHOOL HEALTH PROGRAM 

1.  Healthful and safe school environment;

2.  Health as topic in school curriculum;

3.  Emergency or urgent health care in the school;

4.  Physical education/fitness;

5.  Education for special or handicapped children within regular school program;

6.  Training and supervision of teaching staff in health content of teaching program;

7.  Nutrition education and eating disorders prevention and case detection;

8.  School lunch and breakfast programs;  

9.  Family life and sex education/parenthood/birth control;

10. STD and HIV education and prevention;

11. Violence and sexual assault prevention and reporting;

12. Safety orientation - safety and prevention of fires, and trauma as pedestrians, car, motorcycle and bicycle 
operators or passengers, accidents at home, swimming and water safety;

13. Awareness of hazards of substance abuse, including smoking;

14. Personal hygiene and grooming;

15. Physical education and fitness habits;

16. Training in first aid/cardiopulmonary resuscitation;

17. Communicable disease control;

18. Mental and emotional health - suicide and violence prevention;

19. Understanding the health of a community;

20. Understanding health in the family - e.g. care of the elderly;

21. Understanding the environment and health;

22. Promotion of voluntarism in health.
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Drug Abuse: Drug abuse, while not a new problem, has become extremely widespread in most industrialized countries. Adolescence is a period of experimentation, intense social pressure and risk-taking behavior. With widespread experience and availability of illicit drugs or other intoxicants in the US, drug-related deaths among young people increased from 3.8/100,000 in 1987 to 4.1 in 1989. Copcaine-related emergency room episodes in the United States increased from 29 thousand in 1985 to 80 thosand in 1990 and to 142 thousand in 1995, of which 2 thousand were for ages 6-17 and 22 thousand for ages 18-25 (Health, United States, 1998). 


Adolescents use such drugs as glue (or other inhalants), marijuana and "hard drugs" including heroin and crack. In 1997, 23.7% of US senior high school students, and 10.2% of eight graders had used marijuana at least once in the previous month.  Other drug use reported by high school seniors in the past month weeks) in this survey were: marijuana (23.7%), cocaine (2.3%), inhalants (2.5%). 


Drug addiction is a compulsion to use a substance and obtain it by any means with a need to increase the dosage to obtain the desired effect. There can be a physiological and/or psychological dependence on the effects of the substance. The addiction has a detrimental effect on the family and the community through increased violence and crime. Drug use behavior can be classified as experimental, recreational, circumstantial, intensified, and compulsive. The experimental version is most common and motivated by curiosity and a desire to experience an altered mood state. Recreational use is voluntary but patterned in social settings where the user is not dependent on the drug. Circumstantial use may be related to certain situations, such as amphetamine use by students during exams or truck drivers on long drives. Intensified drug use occurs daily, motivated by stress and/or the wish to maintain level of performance, by use of sedatives, barbiturates or tranquilizers. The individual remains integrated within the social and economic context. Compulsive use is of high frequency, with a dominant psychological and/or physical dependence. These are hard-core drug users whose lives are controlled by the dependence and financing the habit. This leads to even more serious health problems, caused by exchange of sex for drugs, lack of condom use, sharing of needles, poor hygiene and poor nutrition. Transmission of hepatitis, STDs and HIV are common. Arrest or death by violence in drug-related crime is also common.


Sexual Risk Behavior: Teenage sexuality risks include unplanned pregnancy, STDs and inadequate preparation for adulthood. The educational role in prevention of these is a vital element of a school health program. National efforts are required to control exploitation of children for prostitution, provide care for runaway, homeless and street children and regulate standards of care for orphans or handicapped children in institutions. These problems are particularly acute in South America and southeast Asian countries. The HIV/AIDS epidemic is taking an enormous toll among teenagers and young adult sex workers, truck drivers, military personnel, and increasingly in the general community. 


Teenagers indulge in sexual intercourse, with 53% of US high school students reporting having had sexual intercourse at least once in their lives, 18% having had four or more sexual partners and 38% currently sexually active. Among these, just over half used condoms and 17% used birth control pills. Risks of STDs and HIV are commonly associated with high risk sexual behavior and drug abuse.


Dietary Risk Behavior: Only 27% of students had eaten the Recommended Dietary Daily Allowances (RDA) level of fruits and vegetables during the 24 hours previous to the 1995 survey. In addition, 28% thought of themselves as fat and 41% were currently trying to diet. Vomiting or laxative use to lose weight was nearly 8% among girls and over 2% among boys. Dietary deficiency conditions, especially iron deficiency anemia are common in adolescent girls due to dieting behavior and extra need for iron to compensate for menstrual losses. 


Eating disorders are a common form of behavioral disorder especially among teenaged girls influence by fashion model body type. They enter a vicious cycle of anorexia nervosa or bulimia which can be fatal, or in less severe forms extremely traumatic to the teen and family. These conditions may affect as many as 5% of college-aged females in the United States, and is an occupationally associated condition among some female athletes and professions such as ballet or modelling. Overeaters who take up obesity as a life style also suffer the melancholies of this vulnerable age group. Prevention includes education and early case finding with suitable counselling and group therapy.


Physical Activity: Nearly 2/3 of students had engaged in strenuous physical activity on 3 or more days of the previous week, 60% were enrolled in physical education classes and half were involved in team sports at their school. Obesity in children and teenagers is increasing; for boys aged 6-8 years, the percentage of overweight increased from 1963-65 to 15.4% in 1988-94, with similar, if less pronounced, patterns for those in the age groups 9-11, 12-14 and 15-17. For girls, increasing overweight was similar to that of boys, except for the age group 15-17 where the increase was less. These patterns seem to be associated with increasing passive activity of television watching and less activity in spontaneous or organized sports activities.


Violence and Gang Behavior: Teen age violence in developing and industrial countries is a growing public health hazard. Teen age alienation, availability of drugs, weapons and violent cultural icons provide breeding grounds for gangs and violence, or individual violent outbursts which can lead to random or organized shootings or terrorist outrages.    

Adult Health


The health of adults between 25 and 64 years of age is important to the well being of both the family health and society. The higher rate of death for males in this age group creates a social imbalance with a predominance of females in the elderly age group. Premature death or disability of males often results in loss of a major part of family income, as well as productivity in the society. Much of the excess loss of males can be prevented by currently available knowledge and techniques in clinical medicine and public health. This has already been seen in reduced age-specific mortality from heart disease and stroke. Adult males should be targeted by coordinated efforts of both preventive and curative services to reduce risk and promote health.


Risk factors which contribute to disease and mortality are both intrinsic and external. Intrinsic factors include age, sex and genetics. Extrinsic factors include personal lifestyle and the environment. Improved health for the adult population requires a wide range of primary and secondary prevention programs focussed on extrinsic factors that can reduce personal risks and rates of mortality from chronic diseases and trauma (see chapter 5). Programs to reduce morbidity and mortality from the chronic diseases include:

  * smoking cessation;

  * healthful diet i.e. low in fat, moderate in carbohydrates, high in fruit, vegetables and fiber;

  * vitamin and mineral supplementation e.g. calcium, iron, vitamins A, B, C, D, E and others;

  * daily physical activity i.e. 30 minutes moderately intense physical exercise 5 days per week;

  * road safety e.g. seat belts, moderate speed enforcement, non use of alcohol with driving;    

  * workplace safety e.g. safety helmets and shoes, preventive worksite inspections;

  * reducing violence e.g. gun control, adolescent recreation activity programs;

  * medical examinations for selective screening e.g. diabetes, glaucoma, mammograms, Pap smears;

  * general screening for and management of hypertension; 

  * general and high-risk group screening for and management of cancer;

  * management of chronic diseases such as diabetes mellitus and glaucoma;

  * support services for mental health and social stress; 

  * good management and prevention of infectious diseases;

  * immunization with dT for all adults, influenza and pneumococcal vaccines for risk 


groups i.e. persons over 65 and those with chronic diseases;

  * social and recreational activity and support groups;

  * employment, economic opportunity and social equity.

The health care system has the responsibility of promoting the primary prevention and screening programs needed to reduce the burden of disease as it affects the adult population. 

Women's Health

Women's health is a matrix of many factors relating to fertility, sexuality and societal conditions that affect health. Traditionally, in the years between menarche and menopause, women's health needs have largely related to fertility. With higher levels of education and participation in the work force and other societal changes, women's health increasingly consists of issues beyond those of fertility alone.


Women's health needs have recently received increased attention from the public health sector. Women are the largest consumers of health care, as well as the largest group of health providers. Women live longer than men and visit physicians 25% more than men and are hospitalized 15% more frequently. Lung cancer has replaced breast cancer as the first cause of women's cancers in many industrialized countries and cardiac disease is more common than previously. Indeed, stereotypes regarding women as having coronary heart disease less frequently than men may lead to the under assessment of the severity of this problem.


The life cycle of women between menarche and menopause involves physiologic functions of fertility. Menarche, pre-menstrual syndrome (PMS) and menopause are associated with physical and psychological stress of clinical importance as well as public health significance.  When education and awareness of women's physiological needs are accepted by the family, co-workers and society in general, there is a greater likelihood of a more appropriate response by women suffering from these effects. Other women's health issues of public health significance include iron deficiency anemia, eating disorders and nutrition (see chapter 8). 


Women's health is related both to biological and social factors. Post-menopausal women are subject to diseases for which they had previously been protected by hormones, such as cardiovascular diseases and osteoporosis with its accompanying fractures. The higher incidence of mental illness among women, in particular anxiety, depression and eating disorders relates to self-image, economics and society's varying pressures on women. Post-partum and menopausal depression, the pressures of child rearing and work, long periods of loneliness as a result of family breakdowns and widowhood all contribute to an excess of mental disorders. As women have become a substantial part of the workforce, employment and career are major sources of self-esteem as well as stress. Loss of employment can have negative effects on health for both financial and psychological reasons.


Screening for specific female cancers such as breast, ovary, uterus and cervix are important public health programs, leading to early diagnosis and treatment. Sexual abuse, violence, single parenting and widowhood are major factors which determine the content of health care services needed for women in the community. Females have been under-represented in chronic disease research, which has tended to center on male subjects. Generalizations regarding treatment or prevention of a disease may not always be appropriate when they are based on male-only subjects. This has been especially problematic in heart disease and stroke-related issues. 


Table 6.13: Women's Health Risk and Prevention by Age Group

	PRIVATE 
Age
	Major health risk factors
	Screening/Preventive Activities

	18-34
	Nutrition, iron deficiency anemia, calcium, and

 micronutrient deficiencies

Eating disorders, body-self image

Marriage and parenthood

Pregnancy and child care

Single parenthood

Physical fitness

Self-reliance, self-determination

Sexuality and birth control

STDs and HIV

Safety, unwanted sexual advances, assault, rape

Safety from domestic abuse, physical and mental

Physiologic demands of menstrual cycle, PMS

Smoking, alcohol and drug use

Poverty and economic status
	Nutrition counselling, supplements

Education, family and social support

Birth control education and access

Safe sex education

Prenatal care and high-risk assessment

Safe delivery

Nutrition, exercise, weight control

Self defense

Smoking cessation

Premarital counseling

Physical exercise

Job training, academic work

Support groups 

Shelters for abused, raped women

Police, social service and teacher sensitization

	35-44
	Late pregnancy

Child rearing problems

Marital stress, separation, divorce

Diet

Physical fitness

Domestic abuse

Obesity

Cancers (breast, cervix, lung)

Menopause

	Counseling and support groups

Screening for breast cancer, cervical cancer

Physical exercise, weight control, fitness

Screening for obesity, hypertension, cholesterol

Diet counseling, weight control

Preparation for menopause (counseling, hormonal

 therapy)

Immunization (dT)

	45-64
	Menopause

Cancer (lung, breast)

Diabetes, hypertension

Physical fitness

Depression

Change in employment status

Cardiovascular diseases

Widowhood, divorce
	Periodic physical examinations

Screening for diabetes, hypertension, bone density Screening for breast, cervical, colonic cancer

Screening for thyroid and vitamin status 

Counseling for life crises 

Immunization (dT), influenza

Physical activity

Retirement planning



Women's health issues relate to their role in society in terms of education, employment and equal pay for equal work. Laws and their enforcement regarding women's rights are extremely variable in different societies around the world and the public health implications are widespread. In developed countries, a majority of people living in poverty are women and their children.


In developing countries, women's health involves a wide range of problems including high rates of pregnancy and maternal mortality, STDs and AIDS and lack of access to family planning. In some parts of Africa, up to one-third of pregnant women are HIV positive. The World Health Organization estimates that about one-quarter of the world's women are subject to violence and abuse in their own homes with rates over 50% in Thailand, Papua New Guinea, Korea, and as high as 80% in Pakistan and Chile. The World Health Organization also estimates that between 85-115 million women in developing countries have undergone female genital mutilation (FGM) and some 2 million young girls suffer this procedure annually. FGM can cause hemorrhage, shock and infection in the short term. Long term effects include pelvic inflammatory disease, infertility, psychological damage and sexual dysfunction. It may also contribute to obstructed labor, a common contributor to maternal mortality. Prevention of FGM will require basic changes in social attitudes toward women, their education and place in society.



The Beijing Conference on Women in 1995 included health and reproduction as among those issues of most concern to women. Despite major differences in points of view between conservative religious representatives and liberal delegates on such issues as birth control and sexuality, a consensus emerged that women have rights to control their own bodies in these crucial areas. Violence and lack of education and economic development were also highlighted and recognized as impinging on the health status of women in both developed and developing societies.  


Women's health is affected by socio-economic status, education, information, societal equality, job opportunities and women's input into health and social policies. Women are the primary care givers in the family unit in most societies, but societal patterns may adversely affect a woman's health. Women's place in society affects many issues, ranging from fertility to public support for chid care for working mothers. Some of these issues are politically contentious, with political, religious and other social implications. Public health is closely involved in these issues. 

Men's Health

Health care for the adult male has not received as much attention as women's health issues. Men are more vulnerable than women to early mortality, have an average life expectancy of some 8 years less than women and are more subject to a wide variety of diseases and disabilities such as cardiovascular disease, cancers of specific sites, violence and trauma, suicide and occupational hazards. 


Some contributing factors to the lower life expectancy for males than females may include less  attention to self care and professional care, less social and psychological adaptability, more risk taking behavior and difficulty in transition from middle age to elderly (45-64). Emotional and psychosocial stresses on the middle aged male may be very important in the morbidity and mortality patterns of a population.


Employment and career traditionally are central to the male's self esteem. Feelings of competition with more aggressive younger colleagues, male and female, in a youth-oriented society may adversely affect the middle aged male. Personal failure on the job, or unemployment due to obsolescent industries, skills or major economic change may result stagnation at work, loss of self-esteem and intra-family strife may lead to breakdown of physical and mental health. Social and economic changes produce loss of jobs and high rates of mortality among middle aged men. Soaring rates of mortality from all chronic disease in Russia and other states of the former Soviet Union in the 1990s reflects the social impact on physical health in a society in rapid transition. Further research in the psychological, sociological and anthropological spheres is required. 

Table 6.14: Men - Health Risks and Prevention by Age Group
	PRIVATE 
Age
	Major Health Risk Factors
	Screening/Preventive Activities

	20-34
	Trauma, accidents, homicide, violence

Suicide

Alcohol, drug abuse 

Sexual problems, STDs

Emotional problems

Smoking

Fatty diet - cholesterol

Lack of exercise

Marriage and parenthood
	High-risk behavior - health education, recreation

Enforcement of drinking-driving, seat belt, motorcycle and           bicycle helmet laws

Sexual practices education

Anti-smoking education

Peer group support

Exercise, fitness and diet

Pre-marital screening/counselling for genetic disorders

Preparation for fatherhood

	35-44
	Diet

Hypertension

Elevated cholesterol

Lack of exercise
	Screening for obesity, inactivity, BP, cholesterol

Immunization dT 

Exercise, diet and weight control

Counselling for life crises (occupational, marital, family)

	45-64


	Cardiovascular disease risk factors

Hypertension, diabetes

Cancer - colorectal, prostate

Glaucoma

Benign prostatic hypertrophy

Change in employment status

Depression
	Periodic physical examination

Screening for hypertension, CVD, diabetes, glaucoma 

Screening for colorectal, prostate cancer

Counselling in life crises, group therapy 

Immunization dT, infuenza

Early retirement planning

Physical activity


  Source: Adapted from: Guide to Clinical Preventive Services, second edition. Report of the U.S. Preventive Services Task 


Force. Baltimore: Williams and Wilkins, 1996, and Canadian Guide to Clinical Preventive Health Care, 1994.


Public health and clinica services should be aware of and address self image, social role and occupational issues related to men's health. The health care provider should utilize health education and promotion within the community to reduce risk factors in the male population. 

Health of the Elderly


Improving levels of health of the population result in an increasing elderly population in good physical, mental, social, and financial well-being in industrialized countries. With the changes in disease patterns in the population, more people are living and remaining relatively disease-free longer. Many life threatening conditions that occurred during middle age are now postponed to much later in life. As a result, it is not uncommon for the elderly to be well and free of major disease processes.


The elderly (65 years and older) comprise one of the fastest growing groups in the population of the industrialized countries. As the mortality rates in adult and middle-aged years has declined, more survive into the over 65, over 75 and the over 85 years old groups. The elderly population constitutes 3.5% of the population in developing countries and up to 20% in developed countries. In the developed countries this is growing and will reach 30% in some countries with the very elderly (>75 years) the fastest growing element of the population in many industrialized countries. The aging of the population has important implications for health services since the elderly are large consumers of health care, paid for by a shrinking work force.  


Internationally, there are wide variations in life expectancy and care programs for the elderly. The tradition of caring for the elderly in the family context is suffering in the industrialized societies where both men and women work, housing conditions may be crowded and tolerance for the elderly reduced. This, together with a growing elderly population, has increased the reliance on long-term care in institutional settings. Offsetting this trend in western countries has been the development of adequate pensions, social benefits, universal health care, home care and delay in disease to a later time in life.  

 Table 6.15: Life Expectancy at Birth and at age 65, Selected Countries, 1994
	PRIVATE 
Country
	Male Life Expectancy
	Country
	Female Life Expectancy

	
	At Birth
	At age 65
	
	Age 0
	Age 65

	Japan

Sweden

Greece

Switzerland

Australia

Israel

Canada

Netherlands

Norway

Italy

England and Wales

France

Spain

Singapore

Austria

New Zealand

Germany

Finland

Denmark

Ireland

Northern Ireland

United States

Portugal

Scotland

Chile

Puerto Rico

Czech Republic

Slovakia

Poland

Bulgaria

Romania

Hungary

Russian Federation
	76.6

76.1

75.2

75.1

75.1

75.1

74.8

74.6

74.2

74.0

73.8

73.8

73.7

73.5

73.3

73.3

73.0

72.8

72.7

72.6

72.5

72.4

71.5

71.4

71.4

69.6

69.5

68.3

67.4

67.1

66.0

64.9

57.7
	16.8

16.0

16.2

16.1

15.8

15.8

15.8

14.8

14.8

15.5

14.4

16.2

15.8

15.2

15.1

14.7

14.7

14.7

14.1

13.6

13.6

15.5

12.7

13.1

14.7

16.3

12.9

12.9

12.7

12.7

12.7

12.0

10.6
	Japan

France

Switzerland

Sweden

Spain

Canada

Australia

Italy

Netherlands

Norway

Greece

Finland

Austria

England and Wales

Northern Ireland

Germany

United States

Singapore

Puerto Rico

New Zealand

Israel

Portugal

Ireland

Denmark

Scotland

Czech Republic

Slovakia

Chile

Poland

Bulgaria

Hungary

Romania

Russian Federation
	82.5

81.5

81.9

81.4

81.1

81.0

80.9

80.7

80.4

80.3

80.2

80.2

79.8

79.7

79.7

79.6

79.0

79.0

78.9

78.9

78.9

78.6

78.2

77.9

77.7

76.6

76.5

76.3

76.0

74.7

74.3

73.3

73.1
	21.3

21.0

20.5

19.8

19.6

19.9

19.7

19.3

18.8

18.8

18.5

18.7

18.6

18.6

18.6

18.4

19.0

18.3

19.4

18.6

17.7

17.9

17.3

17.6

17.3

16.2

16.5

17.6

16.4

15.4

15.7

15.0

15.6

15.0


  Source: Health, United States, 1998.


Biological aging is measured by various functional abilities and performance of the individual, not necessarily reflected by chronological age.Aging carries with it social, occupational, psychological, financial and physical change. These all directly impact health and the appropriate health and support needed by the elderly to sustain themselves. These factors can also interact with one another casing or compounding health problems of the elderly. 


Physical and mental deterioration are associated with aging, frequently causing heavy burdens on the family unit and on social and health support systems. Chronic diseases, such as diabetes, cardiovascular diseases and cancer are increasingly common with advancing age. Physical limitations can affect social interaction and mental status, with depression affecting physical abilities. Alzheimer's disease causes serious mental deterioration in people over age 50 with rates increasing with age. Parkinson's disease produces progressive physical muscular rigidity and limitations of movement (see Chapter 5).

PRIVATE 

BOX 6.10:  POTENTIAL ADVERSE CHANGES AFFECTING THE ELDERLY
1. Social/Occupational/Economic Status
   a. Retirement;

   b. Widowhood and bereavement;

   c. Relocation;

   d. Loss of friends and family;

   e. Loss of financial security;

   f. Loss of professional status and self esteem;

   g. Poor nutrition;

   h. Physical inactivity.

2. Physiological
   a. Hormonal changes;

   b. Onset of non-insulin dependant diabetes;

   c. Hypertension;

   d. Thyroid dysfunction;

   e. Osteoporosis;

   f. Decreased absorption e.g. vitamin B

3. Pathophysiological
   a. Chronic disease of one or more organ systems;

   b. Medical/surgical conditions, medication, or support services;

   c. Handicaps limiting mobility, activities of daily living. 

4. Mental
   a. Loneliness and depression;

   b. Loss of memory;

   c. Senility and agitation;

   e. Isolation from children, family, friends.
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Health Maintenance for the Elderly



Public health attempts to maintain that well-being by encouraging a healthful life style and access to good health care. This involves nutrition, physical fitness, recreation, work or daily activities, an active family life, social and religious participation, and an active sexual life, with all of these in keeping with the physical and emotional capability of the individual.  



Good nutrition of the elderly, vital for a healthy old age, can be impaired by financial, social and psychological factors. In many industrialized countries the elderly are protected by good pensions from their employment or social security, but there are also those without such financial support who live in poverty. Isolation, loneliness, passivity and malnutrition become a lifestyle which produces illness. Many elderly live on very severe budgets allowing little for food purchases. In addition, some have poor dental health. These are common contributing factors to the "tea and toast" syndrome of semi-starvation that becomes a way of life for this population group. Even a well-off, physically capable elderly person, living alone may lack the appetite and incentive to prepare a properly balanced diet for themselves. The situation is especially difficult when the person is restricted in activity and unable to move about. Vitamin deficiency conditions are common, especially Vitamins B and D, the latter mainly in winter months. 
Individual assessment by any care-giver should bear in mind the potential for low level malnutrition among the elderly, especially those who are physically or mentally frail, or have severe dental problems. Social programming to assist the elderly in nutrition and activity is a crucial contributor to maintaining the person in an independent life situation. The balanced diet for the elderly person is the same as for the adult, but one must take into account the lower calorie output in activity and less exposure to the sun, especially in winter. 


Fortification of basic foods is perhaps the most effective public health intervention for prevention of micronutrient deficiency in this vulnerable population group. Food fortification not only makes essential nutrients readily available to the entire population but it also supplies a significant portion of the recommended daily allowances of the elderly, including vitamins B, C, D and E. Daily vitamin supplementation is increasingly common and is gaining support in geriatric and nutritional professional circles. In 1998, the US FDA recommended routine vitamin B complex supplements for the elderly. Annual immunization for influenza and periodic immunization against pneumococcal pneumonia (every 6 years) and dT (every 10 years) should be standard care for the elderly.

PRIVATE 

BOX 6.10: EUROPEAN AND UNITED STATES HEALTH OBJECTIVES 


FOR THE ELDERLY FOR THE YEAR 2000
WHO Europe
1. Ensure equity in health: by reducing the gap in health status between countries and groups within countries;

2. Add life to years: by ensuring full development and use of physical and mental capacity to derive full benefit        and to cope with life in a healthy way;

3. Add health to years: by reducing disease and disability; 

4. Add years to life: by reducing premature deaths and thereby increasing life expectancy for adults > 65.

United States
1. 20% will engage in vigorous physical activity three times a week for 30 minutes each occasion;

2. 50% will participate in physical activities that promote and develop muscle tone and endurance;

3. 50% will regularly participate in physical activities that promote flexibility;

4. All will have more knowledge, positive attitude and greater practice of physical exercise on a regular basis.

6

Physical fitness is an important preventive measure in preparation for advanced age and to maintain health when reaching that state. Regular physical activity, individually or in groups, tailored to the individual's capacity, is helpful in promoting good appetite, sound sleep and good physical appearance. It can help prevent lethargy, apathy and atrophy. Mutual support in group physical activity is part of regular socializing and mental well-being. The individual, even handicapped elderly persons, can also carry out physical exercise seated or lying down. 


Social and family networks are important to the elderly and contribute to their sense of acceptance and well-being. Familial and social relations have direct health benefits, including reduced institutionalization. Mental health is strongly affected by the elderly persons self perception of his or her role in the family and society. Recreation and social activity, including sexual relations, are part of the life of an older person. Recreational and social facilities designed to stimulate often socially isolated elderly persons to participate in recreational and support activity is dependant on development of a complex of adequate support systems such as rehabilitation, social security, transportation and recreation facilities all friendly and readily accessible to the elderly user.


Prevention and Screening Services Needed by the Elderly

Prevention services for the elderly begin well before age 65. A health-maintenance approach to preserve the well-being of the elderly. Preparation for a healthy old age requires self care and a preventive-oriented approach begun in earlier years. This involves early case finding of chronic disease and care of existing diseases in order to prevent debilitating complications.  Continuous contact and support of the elderly by health providers can prevent or alleviate complications from medication errors, misunderstanding of health needs, inadequate nutrition and social isolation. 


Communication is vital to the life and health of the elderly. The availability of an emergency communication system may be life-saving, as well as providing the frail elderly person with confidence. A telephone can be used for personal contact and social support as well as for emergencies and contact with medical personnel, providing a sense of security as well as contact with family and others outside the home. 


Transportation for the elderly or the handicapped may enable them to have access to medical care, social activities, shopping and other activities of daily living. Bus companies operated by municipalities often make special arrangements for the elderly. They may provide special routes including home calls and lower costs of public transportation for the elderly. Ramps allow easy access for wheelchairs and walkers to public, residential and commercial buildings, making continued participation in community life possible for the handicapped and elderly.


Relocation and transition may be part of the life of the older person. Retirement from work brings with it the potential for rest and recreation or the possibility of isolation and depression. Training people for transition in life may be as important as their physical well-being. Death and bereavement may be part of this process of transition and require organized community, as well as family, support.


Organized community systems for assistance and interventions, based on community or social networks, require public health activities and support. Publication of needs, professional support for resource development as well as direct provision of services are all part of public health. Public health plays an advocacy and promotion role, but many services will be provided by other agencies, such as hospital-based home care programs, or non-government voluntary organizations providing support services for the elderly. 

73
Finding methods of assisting the elderly to remain functional and adjusted in their own homes and in the community is essential to preserve the capacity of the health system to meet the needs of this population group. Such measures can be simple helping services, such as shopping or housecleaning. They may be devices to help in activities of daily living such as adaptations to stoves, wall grips for bathtub and toilet, or safety measures such as banisters, slip free carpets, alarm systems, heating devices, safety locks and police protection from vandals and burglars.

PRIVATE 

 BOX 6.7:  COMMUNITY HEALTH NEEDS OF THE ELDERLY
Community programs for the elderly should promote a wide range of knowledge and self care and support services needed to prevent premature onset and progression of debilitation due to chronic disease and deterioration of general functioning of the elderly person, with the goal of helping elderly persons to function as independently as possible, consistent with safe and healthful conditions of a caring society.

1.  Preventive self care: healthy nutrition, regular exercise and exposure to the sun;

2.  Social contact: regular contact with family, friends and social support systems eg. church, ethnic, recreatiion 
and social clubs; 

3.  Health education: to promote community awareness, and knowledge among the  elderly;

4.  Medical Care Services: preventive, diagnostic, treatment, hospitalization and rehabilitation care; 

5.  Nutritional Support Programs: to provide assistance with counselling, home delivered "meals-on wheels" and 
group meals in senior citizen centers to promote socialization;

6.  Injury Prevention Programs:inspect homes and provides safety devices such as non-slip carpets;

7.  Medical Devices Loan Service: a service to provide and maintain medical aid devices, such as wheelchairs, 
kitchen and bathroom assisting devices;

8.  Home care: organized nursing and other services to assist persons to remain at home in a recovery stage of an 
acute illness;

9.  Hospital care: accessible but kept as short as possible to avoid infections and other complications; 

10. Nursing Homes: accredited facilities providing nursing and other care for elderly persons not able to live 
independently and requiring daily nursing care;

11. Supervised Housing: group housing with supervisory nursing care, communal meals, recreational activities;

12. Recreation and Occupational Therapy: provided at community centers or in the home; 

11. Volunteer Work Programs: volunteer traffic control, public garden maintenance, mutual help organizations, and 
community health workers;

13. Emergency Call Service: beeper service in case of emergency;

14. Security and Safety Measures Installations: bathtub grips, smoke detectors, safety locks and window bars; 

15. Home Help Service: volunteer services to assist in maintaining independent homes by regular shopping, cleaning 
and maintenance;

16. Home Health Aide Service: cleaning, bathing, light house work, shopping, laundry, meals-on-wheels;

17. Mutual Call Service: telephone monitor services to maintain contact with elderly living alone.
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Finances in old age may be a serious burden for the younger generation. Children may need to provide financial assistance to the older member of their family who may have an inadequate pension or national social security system allocation. This can affect family relationships, living conditions, nutrition, medical care, social contact and many other aspects of life. National social security systems have been developed in most industrialized countries to provide income security for the elderly, through payment from wages during the working years. Many social security systems are under pressure financially and politically. Increased life span and fewer births have created a situation in which the labor force may become smaller than the dependent members of society. Crises in social security systems may jeopardize the standards of living and security of the elderly in countries which today provide good income and other support systems for the elderly. 


 
The elderly in many countries comprise a large percentage of the population and constitute a powerful political force. This has created a situation where the politician must take into account the special needs of the elderly. The elderly are strong in the political process, in professional organizations and in municipal, provincial and national parties. This "grey power" is a factor in western European and North American politics where the over-65 age group constitutes 15% or more of the total population, and an even larger percentage of the adult and politically active population.


The economic aspects of aging of the population are their pension support and increased health care needs. On the other hand, the elderly are consumers whose accumulated savings or social benefits employ many persons as producers and care providers. The elderly also constitute a social asset to a country, not only as part of extended family networks, but also in their potential for volunteer work in the community. 


Despite, or perhaps because of, their use of health resources, the elderly are healthier than ever before, with many continuing in the labor or volunteer work forces. Further, the elderly are an important consumer group and tend to have the time, money and health to play important economic and social roles. A healthy elderly population should not be seen as a burden but as a vibrant contributing part of the family and society generally. The New Public Health seeks to improve the health status of the elderly and to ensure the provision of adequate support and health care services to assist the elderly to function independently, as long as possible, in their own homes. Society and the New Public Health should promote volunteer and self help networking among the elderly to provide support during critical times such as illness or injury, following hospitalization or periods of emotional stress and depression.

Summary

Individuals live much of their lives in some form of family unit, but also pass through stages of vulnerability as individuals and as population groups with common health problems. Traditionally public health has paid great attention to some groups because of their particular vulnerability, as in maternal and child health. The benefits to society as a whole are great where such programs are well-developed. Middle aged men and women are important target groups for primary and secondary preventive programming in preparation for old age. The elderly also need special attention in public health, because of increasing numbers, changes in society and the need to find effective ways of promoting their health as a supplement or hopefully in place of costly services for unattended health problems. Preventive care for the elderly to sustain health can prevent unnecessary or premature dependency on high cost medical or nursing care institutions.  


Each age group, from the newborn to the elderly, has specific problems and concerns that need to be addressed by the health care system. There are many medical, economic and ethical issues involved in these aspects of public health. Public health needs to continuously monitor the health and social condition of the family as a key part of its overall individual care and population-orientated responsibility. Failure to do so leads to excess premature mortality and a costly burden on medical and hospital care to repair damage already done.


The New Public Health approaches the family unit both as a resource and a target group needing preventive and curative services at different stages of life. Family members may be cared for by different service providers, but there is a functional and economic relationship among those services. Inadequate prenatal care will increase the chance of poor results in infant health that can have long term effects on the potential of the child. Inadequate support for the family struggling to cope with a chronically ill child or parent can result in unnecessary and damaging institutionalization. Lack of health promotion in nutrition, safety and other community health issues may produce premature death of a parent, most often the male, with serious economic and social as well as emotional consequences for remaining members of the family.


The holistic approach of the New Public Health when applied to family health also addresses social and economic issues that affect or prejudice family function. Unemployment and poverty promote family distress and crises with long-term consequences for all members. Planning and resource allocation need to address this complex matrix of health in the family context.


This approach is base on unifying factors, such as integration of various service systems and new kinds of linkage between records or a new health provider, to assist the family to cope with normal family health events and the additional burdens of chronic disease. The family physician in an ideal sense should be supported in a team approach with a family nurse help monitor and support families. Together, they can assist the family in coping with health problems of individuals within the family. 

Electronic Media
American Academy of Pediatrics http://www.aap.org/

American College of Obstetrics and Gynecology  http://www.acog.org/

Beijing Conference on Women 1995   http://www.ijc.org/beijing

United Nations Population Fund  http://unfpa.org/

World Health Organization. Division of child Health and Development   http://www.int/chd/

World Health Organization. Division of Women's Health and Development    whd@who.ch 
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