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Abstract. Integrated interventions for child survival as carried out in community health project of 
SEWA-Rural, a voluntary organisation working in tribal area of Gujarat, were discussed, They were 
introduced in phased manner over a period of ten years. It throws considerable light on field prob- 
lems and how they car~ be overcome. The interventions mainly related to development of local 
manpower, appropriate technology like delivery pack and pictorial cards, functional referral support 
and linkages with other agencies, particularly with government. The latter is quite unprecedented in 
which the state government handed over entire PHC to a voluntary organisation. 

Utilisation of majority of Maternal & Child Health services has reached up to the target to be 
achieved by 2000 A.D. There is near-eradications of measles mortality, newborn tetanus and dra- 
matic fall in the prevalence of vitamin A deficiency, complication of childhood tuberculosis and de- 
hydration death. 27 The childhood & infant mortalities have reduced to less then half, but after an 
initial fall there was very little further improvement in perinatat and neonatal mortality. There is an 
immediate need to strengthen the existing facilities of neonatal and perinatal care at all level. 
Those who conduct most of the deliveries in rural area, i.e. TBA's and nurses at home and in 
health center required appropriate training to improve their skill and knowledge. There is a need to 
design safe, simple, cheap but efficient technology to diagnose and manage low birth weight ba- 
bies and birth asphyxia at community level. (Indian J Pediatr 1994; 61 : 1-9) 
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SEWA-Rural is a community based volun- 
tary organisation established in October 
1980 with an objective of overall commu- 
nity development of people of tribal, rural 
area of Bharuch district in Gujarat, 1'1 where 
60% of people consist of tribal and landless 
labourers, and 70% of female and 40% 
males are illiterates. The first step was an 
establishment of community based hospi- 
tal, to fulfill the felt need of people, and 
build up necessary rapport, credibility and 
confidence in the local community. After 
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two years of hospital work, mobile unit 
was started to provide curative services at 
doorsteps. It had helped us to educate our- 
selves to identify the real health problems, 
factors responsible and to develop strate- 
gies to overcome these problems. Subse- 
quently government of Gujarat handed 
over specific project populatio to SEWA- 
rural and since then none of government 
functionary is working in the project area. 
A participatory evaluation was conducted 
after 5 years of work, following which ad- 
ditional relaxation from government was 
given in project priorities, strategy & other 
matters and as a result further modifica- 
tions in project were undertaken. Along 
with this field, operational research studies 
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and  training in c o m m u n i t y  health were  
also started. As a par t  of c o m m u n i t y  de- 
ve lopment ,  several  other  p r o g r a m m e s  like 
vocat ional  training of youth,  supplemen-  
tary educat ion  for school children, w o m e n  
deve lopment ,  and some of economic ac- 
tivities like cottage industries were  later 
ini t iated? ~ In the beginning the health 
p rob lems  were  not much  different f rom 
elsewhere  in rural  area. There was  high 
morb id i ty  f rom infections like ARI, ma-  
laria, tuberculosis,  skin infection, scabies, 
conjuctivitis, diarrhea etc. More  than 75% 
of children were  malnour ished,  16% of 
them suffered f rom severe malnutr i t ion,  
anaemia ,  v i tamin  a deficiency were  quite 
commo n ,  and 20-25% of the chi ldhood 
morta l i ty  was  related to measles complica-  
tions. We examined  1,116 school children 
of w h o m  58.6% had vi tamin A deficiency. 

As shown  in Table 1, utilisation of var ious  
M C H  services was  quite poor,  less than  
15% of pregnant  mothers  and  less than 1% 
of postnatal  mothers  had  received neces- 
sary maternal  care, and  less than 10% of 
children were  covered  under  D.P.T., pol io 
and measles vaccination.  

Method 

Tile project area covered  38 villages hav ing  
popula t ion of 38,675 which  was  taken up  
in a p h a s e d  m a n n e r  (1982, 84, 87). 1,2 
Similar ly  in t e rven t ions  w e r e  a lso  
in t roduced in a phased  manner .  As a result  
these interventions and results do  not  fulfil 
r igorous criteria of  wha t  one m a y  expect  in 
a formal  research study.  Also mos t  of  the 
data  happen  to be,of inservice data  wi th  its 
accompany ing  limitations. As none  of the 

TABLE 1. Coverage of Services 

Baseline data* HFA Target 
1982-84 1987-88 1992-93 2000 

Population 11,678 35,090 38,675 - 

ANC services 15% 74% 77% 100% 

Hospital delivery 8% 9% 26% - 

Delivery by trained person < 25% 85% 88% 100% 

Ref. of H.R.M. 0.4% 12% 65% - 

New born weight taken 9% 50% 88% - 

New born weight < 2-5 kg - 46.13% 36% - 

Grade tli & IV children 16% 4.6% 3% - 

Vaccination Coverage 
BCG 33% 93% 970/0 85% 

DPT 9% 76% 94% 85% 

Polio 7% 79% 93% 85% 

Measles - 77% 95% 85% 

Vitamin A coverage 19% 88% 86% - 

*Baseline survey and first year inservice data 
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government functionary were working in 
file area, the project had to undertake all 
the programmes activities carried out by 
government primary health centre. 

The Community Health Project (C.H.P.) 
activities operates under four tier system 
at village level CHV's, AWW's & TBA's (1 
per 700-1000 population) together form the 
first tier; the second tier consists of the 
multipurpose workers (1 per 3500-4500 
population) who undertakes weekly visit 
to every village and gets support and guid- 
ance from supervisory staff (1 per 12,000 to 
15,000). Mobile medical team, which con- 
sist of a doctor, compounder, health edu- 
cator, use to visit each village every week. 
This mobile service was weaned off after 
six years. At the fourth tier comes a well 
equipped hospital providing most crucial 
referral support. 13 

Interventions 

In an attempt to improve the health status 
of mothers and children the interventions 
shown above were  introduced over a 

period of one decade. 

Development of Local Resources 

To make the implementation effective, 
committed and competent man power at 
all level is very important. The decision to 
strengthen locally available manpower, 
like TBA, CHV & AWW, was made in 
view of two reason. Firstly, there is disin- 
clination among competent professionals 
for rural life and work, and most of them 
do not have knowledge and faith in pri- 
mary  health care approach. Secondly, 
there is an availability of local people who 
are committed, ready to learn, acceptable 
and accessible to the local community. 3 In 
rural areas 80-90% deliveries and newborn 
care are being given by TBA's. Efforts were 
made to strengthen them by providing 
task related training to conduct home de- 
liveries with all its do's and don'ts, and 
were equipped with appropriate technol- 
ogy like delivery pack, 4 pictorial cared etc. 
Similarly a new cadre of maternal and 
child care worker (MCH worker) were de- 
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veloped after proper selection from among 
CHW, AWW and providing them appro- 
priate training, supportive supervision and 
monitoring they proved to be better work- 
ers (SEWA-Rural team, community based 
less qualified and trained rural health 
worker as an alternative to female health 
worker, an un-published paper). More 
importantly their dignity was preserved 
and their self confidence was raised by 
demonstrating that they can assume the 
responsibility of looking after their own 
common minor health problems. This has 
potentiality of leading to self reliance on a 
long run. 

Appropriate Health Service Delivery 
System 

It is well known that inspire of having well 
conceived and well meaning programmes 
like ICDS, PHC schemes, the country has 
not achieved the desired results because of 
ineffective implementation. We at SEWA- 
Rural tried to develop a system which is 
appropriate to the social context and 
situation, for instance curative services, 
Health Education (H.E.), vaccination and 
maternal services were provided in the 
beginning at their doorsteps at most 
acceptable place, at the convenient time, 
e.g. early morning and late evening, at a 
affordable cost/free of charge, through 
mobile dispensary van. To develop 
rapport and confidence, the services were 
provided on a regular and continuous 
basis. Mobile van/dispensary went to each 
village at a pre-determined day of week 
and place regularly. 22 Good health 
traditions and beliefs like hanging neem 
twig or lemon at the entrance of house 
where child is afflicted by infectious 
d i s e a s e s  like measles or chicken pox are 

encouraged. This tradition ensured the 
desired isolation and rest. At the same 
time harmful tradition like not taking any 
medicine even when post measle 
complication arises, was discouraged & 
the importance of medical treatment at 
such time was explained by appropriate 
H.E. p r o g r a m m e  like role plays. H.E. 
programmes preceded most of our field 
service programme. 

Appropriate Planning and Management 

In general it is observed that planning is 
often done "to down" without under- 
standing the real problem and local situ- 
ation. In early eighties it was observed that 
mortality related to measle complication 
was high, and as a result measle vaccina- 
tion was introduced. This was done when 
the government had not introduced measle 
vaccination in its programmes. Similarly, it 
had been our endeavor to follow "at risk' 
approach to utilize the limited resources in 
better use. More inputs were given to iden- 
tity, treat and closely monitor the high risk 
children and mothers. 5a Performance re- 
lated incentives were given to grass root 
level health workers. Different categories 
of decisiori were taken by various level of 
workers. The organisation's values 2~ were 
inculcated through regular and open dis- 
cussion in group meeting. Several partici- 
pating meetings were held at central, 
subcentre and village level with different 
workers involved in the programme, 
jointly or separately depending upon the 
issues to be discussed. These joint meet- 
ings besides breaking the social and cul- 
tural barriers, helped in team building and 
also served the other important purposes 
to improve implementation, e.g. problem 
solving, joint decision making, sharing of 
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information, work scheduling, motivating, 
building mutual trust and respect, collect- 
ing the complete and correct data of vital 
events, and improving communication and 
co-ordination. 5.1 

Lot of importance was given to S & M. 
No matter how good a system in child care 
we may develop it has to work on day to 
day basis. For this supervision, guidance 
and support was provided at field level 
and central level by various measures like 
check list proforma, individual contact, 
monitoring reports and records, cross su- 
pervision by workers themselves & com- 
munity monitoring of workers by group 
meetings with beneficiaries. Simple health 
information and monitoring system TM was 
developed over a time to generate useful, 
complete and quality data which facilitate 
monitoring of performance and which 
would be dependable, for future action 
plan. 

REFERRAL SUPPORT 

One of the important constraints of pri- 
mary health care is the delay in receiving 
the adequate referral care during life 
threatening emergencies. Community 's  

decision of not utilizing the hospital serv- 
ices has resulted from their past frequent 
bad experiences they have encountered 
with the existing hospital services. There 
are incidences when the poor illiterate 
family from distant villages, at times mort- 
gaging their only source of livelihood, 
come to the hospital as a last hope of sur- 
vival for their beloved one. When they re- 
alize that doctors are not available and en- 
counter callous and inefficient staff, and 
inhuman hostile atmosphere at hospital 
they no more trust the referral services. Ef- 
forts were made in the project to provide 
timely and adequate support at various 
level by different functionaries at an af- 
fordable cost. 

The present referral system which has 
been evolved over a period of 10 years has 
three levels. 2'4 (See above Figure on this 
page). 

Apart from taking care of the commu- 
nity's felt health needs, the systematic re- 
ferral and follow up of discharged patients 
at different levels have raised community's 
confidence, and increased their involve- 
ment in other programmes. Many times 
the discharged patients and their relatives 
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TABLE 2. Curative Services 

1982-84 1985-86 1987-88 1989-90 1990-91 
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1992-93 Total 

Village Level Services 
Village functionary 5187 7478 29 ,076  11,932 8095 6797 68,568 
Health workers - 4527 29 ,420  22 ,316  18 ,200  1 8 , 5 6 7  73,030 
Mobile unit 7014 7204 2900 4726 - - 21,844 

Hospital Services 

OPD 1970 4971 5588 15 ,735  17,530 
Indoor 234 548 687 1067 1230 

17,220 63,014 
1123 4889 

become the change-agents in a village. As 
envisaged, most of the mortality and mor- 
bidity are declining gradually. The con- 
stant cross monitoring of hospital and 
P.H.C. staff, as well as the social auditing 
done by the community itself have im- 
proved the services substantially. Mbthers 
and children have been particularly bene- 
fitted by this system since more familiar 
people such as TBAs or other village level 
workers are involved in caring for them at 
various levels. As shown in Table 2, acces- 
sibility and utilisation of hospital services 
have markedly increased. 

Developnlent of Appropriate Technology 

Having good knowledge about the culture, 
customs, language and practices of the 
community, efforts were made to design 
an appropriate technology in the area of 
training, record keeping and health educa- 
tion which was relevant and acceptable to 
the women, their families and the commu- 
nity, which would convey critical mes- 
sages and information. 6 Following are 
some of the examples, 
1. Pictorial maternal and child health card 
helps to get important messages effectively 

across to mothers who may be illiterate. In 
addition, it was useful to train the village 
level worker who also may be illiterate or 
semiliterate. The participation of mothers 
and other women for child survival in- 
creased remarkably by using such pictorial 
cards. 
2. Delivery pack. A compact, inexpensive, 
presterilised delivery pack with a long 
shelf life and simple to be used by illiterate 
TBA to conduct home delivery aseptically. 
This type of technology was an excellent 
example of taking science to the door step 
of the rural people. It provided much 
needed scientific touch to the traditional 
art of medicine and symbolized the impor- 
tance of cleanliness and scientific tech- 
nique for intranatal & newborn care. 4 
3. Pictorial manual for record keeping 
and guidance of Dais. Besides providing 
data on vital events of the village and 
monitoring their performance, this manual 
helped the TBA to review and refresh their 
knowledge. 
4. Health education and training material. 
Posters, slides, booklets, video movie 7 etc. 
were translated as well as developed in 
collaboration with other voluntary organ- 
isations. This material is easily understood 
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and utilized by the community workers 
and proved a useful educational tool. 

COMMUNITY PARTICIPATION 

This is very critical to achieve in commu- 
nity health in general and child survival in 
particular, as preventive health is low in 
peoples priority. Lack of information, 
knowledge and poor quality of available 
services add to the problem. 

Information and health promotional 
messages to women and men about the 
different issues, like risk of mother and 
new born during pregnancy, and labour 
and how to prevent them were given 
through appropriate health education pro- 
gramme, qlmulation of recent unfortunate 
event like maternal or perinatal death in a 
village was ~.reated by performing a role 
play or puppet show, e.g. a highrisk child/ 
pregnant women not availing medical and 
referral care and succumbing to death or 
giving birth to a stillborn baby or a low 
birth weight baby. Due to the recent mem- 
ory of the event, people identified easily 

with the event during the role play, and as 
a result the message became very effective. 
Inspite of this involvement of mother and 
other members of community in enhancing 
service utilization. Marginal success to in- 
volve community on the programme has 
been achieved, s It is hoped that better par- 
ticipation will be achieved in health by in- 
tegrating it with recently started need- 
based income-generating programmes. 

Integration and Linkages 

The problems of poor maternal and child 
health status is a complex one. It cannot be 
solved in an isolated manner. It requires 
integrated approach and networking, and 
linkage of multiple sectors and services? 
Efforts were made to establish some of 
linkages and integration, so that limited 
available resources ate put to use in much 
more beneficial and effective manner. 
Some of the linkages were as follows: 

Voluntary organisations <-> Academic institution 

Voluntary organisations <-> Government system 

Service <-> Training <-> Research 

TABLE 3. Impact on Health Status 

1982-84 1987-88 1989-90 1992-93 HFA Target 
Baseline 2000 

Total population 11,578 

Live birth 214 
Still born babies 10 
1st week death 17 

New born death 27 
Birth rate 20 
Perinatal mortality rate 125 

New born mortality rate 125 

Infant mortality rate 172 
Preschool mortality rate 12.8 

35,090 44,330 38,675 - 

857 1065 964 - 

22 25 18 - 
37 44 38 - 

44 64 58 - 
25 29 24.9 21 
69 65.3 58 30-35 

62 61.4 60 - 

92 81.6 75.7 < 60 

5.8 5.9 4.6 10 
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One of the constraint in providing pri- 
mary health care is non-availability of 
competent,  technical and professional 
people. The organisation got recognised 
for field training of nurses, interns and 
field placement of post graduate students 
of social work, rural studies, etc. etc. This 
arrangement served the dual purpose. It 
provided orientation, exposure and oppor- 
trinity to study the real situation and to 
generate new insight to the students, s"~ be- 
sides providing technical input to the or- 
ganization. Collaboration with the govern- 
ment helped to learn the constraints, limi- 
tation and strength of either side besides 
conserving the resources, avoiding confu- 
sion in the community and confrontation 
among the workers. In an unprecedented 
arrangement, the government of Gujarat 
handed over one P.H.C. to S.R. with cent 
percent grant and freedom for innovative 
strategies and action plans. Though some 
questions and tensions in this collabora- 
tions so far, remain unresolved, 2-s other 
linkages are : 

Preventive <-> Curative Services 
Health <-> Nutrition <-> Family Planning 

Maternal <-> Child Care 

P.H.C. <-> Hospital Services 

The integration of curative and preven- 
tive aspects as also between various pro- 
grammes were achieved to a remarkable 
extent. Preventive aspect received consid- 
erable impetus even though patient of fam- 
ily were visiting hospital for curative serv- 
ices. Similarly as and when needed benefi- 
ciary could receive curative service like 
treatment of minor ailments and referral, 
along with vaccination, antenatal care, 
health education, family planning coun- 
selling at door step in village itself during 
mobile visit. 22 This helped the family as 

many services are available in village and 
all at a time saving their time and wages. It 
helped health provider also as the services 
could be given in short time and transpor- 
tation cost could be minimised. 

Operation Research 

The field operation research study were 
started with the help of the interested post- 
graduate students. 4 As a result critical is- 
sues and problems related to M.C.H. could 
be studied in detail, factors responsible for 
present status ascertained and alternative 
and appropriate interventions tried to 
achieve the better results. It provided an 
opportunity to review and analyse litera- 
ture and data, and a possible answer to 
strike a balance between the desirable, the 
critical and feasible. In addition it pro- 
vided the otherwise missing professional 
and intellectual satisfaction to doctors and 
widen the operational horizon of the work- 
ers. 

Impact 

All these interventions have made signifi- 
cant impact on the health situation over 
the years as shown in Table 1, 2, & 3. 

Utilization of majority of M.C.H. serv- 
ices has reached to the target to be 
achieved by 2000 A.D. Vaccination is one 
of the best established area of our work in 
child health. It has evolved from heavy 
time and intensive door to door campaign 
to a low key centralised programme hav- 
ing practically no backlog left uncovered. 
There is near-eradications of measles mor- 
tality, newborn tetanus and dramatic fall 
in the prevalence of vitamin A deficiency, 
complication of childhood tuberculosis 
and dehydration death. 2~ 

Proportion of severe malnutrition in 
children has dropped from 16% to 3% by 
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nutritional supplements, regular growth 
monitoring, checkups by doctors, intensive 
health and nutrition education. 2-8 Weighing 
of newborn baby during 1st week has in- 
creased from 9% to 86%. There is marginal 
fail of incidence of L.B.W. babies from 46% 
to 36%. Delivery conducted at hospital has 
increased from 8% to 26% and referral rate 
of high risk mother from 0.4% to 65%. 

As shown in Table 2, 68,568 patients 
were treated by village level workers and 
73,030 by health worker at village level. 
Service of mobile dispensary have been 
weaned off gradually as utilisation of hos- 
pital services has been started improving, 
i.e. from 1970 patients a year to 17,220, an 
almost nine fold increase in ten years of 
period. 

As shown in Table 3, the childhood & 
infant, m,~rtalities have reduced to less ~ a n  
half, but after an initial fall there was very 
little further improvement in perinatal and 
neonatal mortality. 

First week neonatal deaths are account- 
able for 65 - 70% newborn death and 65- 
70% Of infant death because of newborn 
deaths. There is a fall in incidence of sepsis 
in newborn death, but the number of ba- 
bies dying because of neonatal asphyxia 
has apparently increased probably as a re- 
sult of improved data collection and re- 
porting, 40-50% of newborn deaths are be- 
cause of L.B.W., 30-35% of perinatal deaths 
are still born, because of factors attribut- 
able to maternal health and services util- 
ised/available during pregnancy, labour 
and early pureperium, (un published in- 
service data). There is an immediate need 
to strengthen the existing facilities of neo- 
natal and perinatal care at all level. Those 
h, ho conduct most of the deliveries in rural 
area, i.e. TBA's and nurses at home and in 
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health center required appropriate training 
to improve their skill and knowledge.  
There is a need to design safe, simple, 
cheap butefficient technology to diagnose 
and manage low birth weight babies and 
birth asphyxia at community level. 
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