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ABSTRA.Gr 

This thesis describes and analyzes the author's field experience 

with the Michigan Department of Public Health. As a supplementary 

experience to the academic training in Public Health Nutrition, the 

purposes of the field experience were: to investigate the health 

concerns in Michigan, to study the organization and programs of the 

department and particularly those of the Nutrition Section, and to 

observe how programs are designed and. implemented to meet the estab­

lished needs. The data for this thesis were obtained from personal 

conferences, observations, participation, and related literature. 

The activities planned for the author were designed to provide 

orientation to the practice of public health principles at the local 

level. Through these activities the author gained a more meaningful 

philosophy of public health, a better understanding of the various 

roles of a nutritionist, and increased skill in working with both 

professional and nonprofessional persons. Participation in the de­

velopment of nutrition guidelines for teachers of expectant parent 

classes provided opportunities for the application of knowledge and 

re-evaluation of teaching techniques. 
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CHAPrER I 

INTRODUCTION 

The education of a Public Health Nutritionist should provide a 

varied academic background including scientific facts, techniques of 

working with people, and an opportunity for practical application of 

this knowledge in a health agency. As part of the graduate program 

in Public Health Nutrition at The University of Tennessee, the author 

participated. for two months in a supervised. field. experience with the 

Michigan Department of Public Health. The objectives of the experi­

ence were: (1) to study the organization and administration of an 

official public health agency and. in particular that of the nutrition 

unit, (2) to gain a better understanding of the role of a nutritionist 

as a member of the health team through practical experience in various 

health organizations, (3) to increase skill in working with people, 

both professional and nonprofessional, (4) to participat� in various 

program activities and to observe how nutrition contributes to the 

effectiveness of these programs, (5) to develop techniques in indi­

vidual counseling, (6) to identify needs for further professional 

growth and development, and-finally, (7) to gain a more meaningful 

philosophy of public health. 

Today health is recognized as a priceless and undeniable right 

of eve-ry citizen regardless of his race, creed, color, or ability to 

pay. The health department functions in two main areas relating to 

1 
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the personal health of the individuals in the community. First,the 

health department serves as a catalyst and coordinator. In this 

2 

role it leads in the development of services to be carried on by 

others. Secondly, the health department has certain roles in pro­

viding direct service. This thesis describes and analyzes the 

activities of the author in_local health departments and other health 

agencies in Michigan. 
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CHAPTER II 

STATE OF MICHIGAN 

To provide a background. of knowledge about Michigan, information 

is presented in this chapter regarding the physical characteristics, 

cultural aspects, population characteristics, economic factors, and 

vital statistics of the state. These are the major factors which in­

fluence health programs. 

Pgysical Characteristics 

Michigan is unique geographically because it consists of two 

large peninsulas, because it lies in the midst of the upper Great 

Lakes,and. because of the striking d.iffer�nce between the soils, climate, 

and. vegetation. The peninsulas of .Michigan are locally referred to as 

the Upper Peninsula and the Lower Peninsula and are separated by the 

Straits of Mackinac. In land and. water combined., Michigan is the 

largest state east of the Mississippi and. ranks tenth in the nation 

with a total area of 96,791 square miles (1). Ancient glaciers de­

termined. Michigan's topography and soil cond.i tions, end.owing the state 

with great water resources and. mineral deposits. The net result of the 

ancient glaciers was to create in southern Michigan a. belt of fertile 

�and well adapted. to agriculture, as well as to leave a region with 

thin and. sandy soils ill-suited-to farming in the northern portions of 

the state. Some of Michigan's most pressing economic problems of the 

twentieth century arise from these consequences of glacial activity. 

3 
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Michigan's natural resources are enormous and varied; and the 

state was, at various periods in its history, the leader in produc­

tion of lumber, iron, and copper. In addition, more than 50 percent 

of Michigan's total land area is still classified as forest and virgin 

land. The lakes that form the boundaries of Michigan today have had 

a powerful influence in determining its history. In every period of 

Michigan's development, the existence of water on all sides but one 

has influenced the activities- of its inhabitants. The Great Lakes 

have been invaluable as a means of transportation and source of food. 

They have been both an avenue to commerce and. a barrier t0 commerce 

and have determined to a large extent the d.irecti0n of the railroads 

and highways in the state. They affect the climate and therefore the 

agriculture; westerly win.ds blowing across Lake Michigan make possible 

Michigan's fruit belt along the west coast of the Lower Peninsula (1, 

2). 

Cultural Aspects 

Approximately 83 percent 0f Michigan's residents are native­

born. The state's f0reign-born population has come chiefly from 

Canada, Poland, Germany, England., and Italy. Over 9,700 Chippewa, 

Ottawa, and Potawatomi Indians are still living in Michigan, and in 

1963, about 21,000 acres in the state were under the jurisdicti0n of . � 

the U. So Bureau of Indian Affairs (3). Since 1950 there has been a 

decreasing trend in .the white population and a corresponding increase 

in the nonwhite pepulation. The 1970 census figures indicated. a 10.6 
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percent increase in the white population from 1960 but a 4le3 percent 

increase in the nonwhite population (4)o Varied cultural backgrounds 

have strong implications for the delivery of health services in Michi­

gan, demanding effective skills in communication with the various 

ethnic groups and a respect for individual customs and beliefs. 

Population Characteristics 

Michigan's population has more than tripled. since 1900� This 

growth is largely due to the increase in population in the lower part 

of the Lower Peninsula. The metrop0litan. areas of Wayne, Oakland., and 

Macomb Counties have been responsible for a considerable portion of 

this gain with an approximate sixfold increase since 1900. In con­

trast, the· population in the Upper Peninsula has gradually decreased 

from 10. 8 percent of the state·' s population in 1900 to 3. 5 percent in 

1967. The population in the upper part, of the Lower Peninsula has 

shown a similar trend; in·l900 this area represented 14.5 percent of 

the population, but by 1967- the percentage had dropped to 4.8 (5). 

The uneven distribution of Michigan's population makes dramatic and 

contrasting demands when providing health care or defining specific 

needs for program planningo 

Economic Fact.ors 

Ml.ch of Michigan's agricultural economy is dependent on migra­

tory workers, who account for 58 percent of the state's total farm 

labor force. Michigan's 90,000 migrant workers and their families 

are housed in 3,000 camps in 56 counties in the Lower Peninsulao 
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However, only 15 counties have organized migrant family clinic and 

hospital care services as provided by the Migrant Health Act (6). In 

addition, only about one-third. of the state's migrant camps are cur­

rently inspected and less than half of these comply with suggested 

minimum standards (7). The migrant's average yearly income is about 

$855 with total family earnings probably averaging less than $1,800. 

The infant mortality rate among migrant families is nearly twice that 

of the resident population while nutritional deficiencies, diarrheal 

diseases, impetigo, respiratory infections, and other ailments are 

frequently reported (6). -In any such sizeable group of nomadic people 

with low incomes and little formal education, health-problems are 

expected. to be numerous. 

Soon after the turn of the century, Michigan's dominant industry 

became the production of automobiles, which did more than anything 

else to transform Michigan from an agricultural state to an industrial 

state. However, the high degree of dependence on a single industry 

has resulted. in an economy subject to violent fluctuations. The tax 

burd.en on business has probably served to deter some industries f'rom 

coming to Michigan and has contributed to the loss of some already 

established in the state. Decentralization also has contributed to 

the loss of employment in the automobile industry. In the 1930's 

workers in Michigan accounted for more than 60 percent of all auto­

motive employment; however, by 1958 the state had. only about 47 percent 

of the nation's employees in the industry. Assembly plants were moved 

elsewhere to be closer to major markets • .Another factor in the reduced 
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labor force was automation, the installation or machinery and devices 

that reduced the amount of manpower needed. The state agency working 

for economic growth, together with local chambers of cormnerce, began 

seeking more diversified industries for Michigan. The state clearly 

had several advantages to offer, such as an abundant water supply, 

which is of major importance to many industries, and a pool of skilled 

laborers (2). 

Along with automobile manufacturing, other new industries have 

appeared. ·Lumbering, copper and iron mining, and agriculture drew 

high numbers of immigrants from eastern and southern Europe and others 

from the southern stateso However, lumbering, past its peak by 1900, 

became a minor industry while copper and iron mining declined. In 

addition, there was a mass migration from the farms and small towns 

to the cities as agriculture became mechanized and specialized. Thus, 

Michigan continued to move from an extracting economy to a processing 

economy. 

By 1950 the concern for the economic future of the Upper Penin­

sula was becoming serious, and a variety, of efforts were ma.de to dis­

cover means of improving the situation. For many years the possibility 

of building a bridge across the Straits of Mackinac had been considered. 

When completed in 1957, the Mackinac Bridge helped to establish closer 

links between the Lower Peninsula and the Upper Peninsula. The vacation 

and recreation industry seemed to hold the most promise for northern 

Michigan. However, the possibility of an enormous increase in the 

nation's population within the foreseeable future seems likely to 
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bring to an end the problem of agricultural surpluseso The soils of 

northern Michigan can be made productive when there is a need for the 

increased production of food and fiber. Much the same situation 

applies to the mining of iron -and copper. There are vast amounts of 

copper and iron ore in upper Michigan, but the expense of bringing 

them to the surface and refining them has made production uneconomical 

in competition with other sources. On the other hand, the nation is 

exhausting its mineral resources at a rapid rate, and the day may not 

be far away when it will be profitable to mine this ore in the Upper 

Peninsula (2). 

These economic shifts have been·accompanied by a growth in 

social consciousness, a wider dissemination of knowledge, and an in­

creasing ethnic diversity in the population (8). Accordingly, there 

have been increased demands for health services to meet the special 

needs of the growing metropolitan areas, and especially Detroit where 

approximately 50 percent of the state's p0pulation resides. 

Vital Statistics 

Michigan's population increased by 13.4 percent from 1960 to 

1970 to 8,875,083 (4). A major factor of the population growth has 

been the consistent excess of births over deaths. The number of live 

births began an upward trend in 1900, even though there w�re minor 

decreases during the depression years of the 1930 1 s and the war years 

of the mid 1940 1 s. An all time-high of 26.7 per 1000 population was 

reached in 1957 after nine consecutive years of increase; the year 
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1958 marked the beginning of a decline which has continued through 

1969 to a birth rate of 19.0 per 1000. Over this same period of time 

the death rate has decreased from a rate of 13.4 per 1000 in 1900 to 

8.8 in 1969. There has also eeen a changing pattern of age at death 

which reflects the decrease in deaths due to communicable diseases 

and other diseases of childhood and an increase in those due to 

chronic diseases in the old.er age groups (5, 8) . In 1900 approximately 

one-third of all deaths occurred under 15 years of age; however, the 

proportion has decreased to approximately one-thirteenth at the present 

time. ·In contrast, only slightly over one-fourth of all deaths occurred 

in the 65-and-over age groups in 1900, whereas in 1969 the proportion 

had more than doubled to a percentage of 59.9 (8). Thus, these trends 

of decreased death rates and the increase in longevity have resulted 

in an increase in the total population. And furthermore� knowledge 

of these trends has implications for programming in public health, 

demonstrating the need for attention to the prevention and treatment 

of chronic diseases. 
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CHAPTER III 

THE MICHIGAN DEPARTMENT OF PUBLIC HEALTH 

I. HISTORY AND DEVELOPMENT 

The Michigan Department of Public Health is the fifth oldest in 

the United States. It originated as a State Board of Health in 1873 

from the efforts of Dr. Henry Baker, a regimental surgeon in the Civil 

War, who was convinced that a state public health service.would be of 

value in Michigan. · Despite the prevalence of disease, ,the· dangers of 

illuminating oils and poisonous wallpaper were used as the main argu­

ments for the need for a central board of health. Dr. Baker-was named 

the board.'' s first secretary and remained in that position for 32 years; 

his administration was based on the belief that the health.professions 

and the public had to join tegether and participate in the state 

health program. He gained cooperation from physicians by inviting 

them to become what he called listening posts in their communities-­

reporting to him on health conditions in their areas. These reports 

set forth facts about disease and the opinions af the writer as to 

the cause and spread. · Later they were compiled in the annual reports 

of the boards of health. 

In 1907 for the first time, the legislature provided for the 

appointment of a bacteriologist. Twelve years later in 1919, Dr. 

Richard M. Olin became the first State Health Commissioner. In that 

10 
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year, the State Board. of Health, as it was known then, was abolished 

by the state legislature and. instead its powers and. duties were vested 

in a State Health Commissioner (9). It is interesting to note that 

even though there was a Michigan Department of Health in existence, 

legally there was no such department. Technically speaking there was 

only a State Health Commissioner who had. been empowered to hire "such 

clerical help as he needed. in order to carry out the work of- his 

office. 11 However, in his first year of office Dr. Olin mad.e a signif­

icant step in the history of public health in Michigan when he hired 

Dr. Clifford. Young as the state bacteriologist . One of the first de­

cisions Dr . Young made was to-abolish all fees charged to physicians 

for laboratory examinations to aid in the control of communicable 

disease. And by 1922, the :tiichigan Department of Health began the 

production and. free distribution of biologic products for further con­

trol of cormnunicable disease.· 

The legal sanction to-provide local health services was granted 

in 1927 . At this time authority was given to county boards of super­

visors to establish and maintain county or multi-county health depart­

ments (9). 

Public health in Michigan taday deals with far different 

problems from those of the early days . For example, cormnunicable 

diseases are no longer the major causes of death as they once were . 

Improved. public education, immunization, sanitation, and better methods 

of treatment have been responsible for this shift in emphasis . 
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1'3gislation for reorganization which was enacted. in 1949 and 

1965 recognized. the need. for carrying out public health programs on 

12 

a coordinated. and. comprehensive basis. Under the 1965 Act 144 agencies 

and. organizations at the state level were consolidated. into 19. The 

Michigan Department of Health was renamed the Michigan Department of 

Public Health and was expanded. to include the Veterans Facility, Alco-· 

holism Program, and Crippled Children's Cormnission (which are now 

located. in the Bureaus of Health Facilities, Community Health, and. 

Maternal and. Child Health, respectively) . The Act also provided for 

the replacement of the State Health Commissioner by the Director of 

Public Health, and the appointment of an eight member State Public 

Health Advisory Council by the Governor. At the local level, the 

legislation provided. for ma.ndatary local health departments either 

as single units or in cooperation with other counties. In 1966, for 

the first time, every county in the state was served by an approved 

local public health service. Other provisions of the Act signifi­

cantly increased. state financial support for local programs on a 

population basis from a total of 2. 84 percent in 1964 to 8.13 percent 

in 1965 (10). The latter provisian which originally served the needs 

for disbursement of funds ha.s recently created inequities,·which will 

be explained later in the d.i.scussion of the Division of Local Health 

Administration. 

Federal legislation also ha.d a significant impact upon public 

health in Michigan. Title XVIII of the 1965 Soc�al Security Amend­

ments (Medicare) provided. health insurance and. medical benefits for 
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the aged. Michigan health departments had the responsibility of apply� 

ing standards, certifying approved facilities to provide care, working 

with utilization cormnittees in hospitals and nursing homes, and either 1 

providing or sharing in the development of quality home health services. 

In carrying out the directives of Title XVIII, the goal in Michigan has 

been high quality of care, efficiently organized, economically provided, 

community oriented, and with continuity of comprehensive care assured. 

Title XIX extended eligibility to all persons who were eligible for 

federally aided public assistance programs, regardless of age. In 

Michigan, the Department of Social Services was designated as the 

agency with primary administrative responsibility for Title XIX. Other 

legislation provided increased funds for Regional Medical Programs 

(heart disease, cancer, stroke), Maternal and.Child Health Services, 

Crippled Children Services, Child Welfare, and a comprehensive 

medical care program for children and youth (11). 

One of the most significant pieces of legislature of the sixties 

was P. L. 89-749, or the Comprehensive Health Planning and Public 

Service Amendments of 1966. Through this law, formula and project 

grants were ma.de available to states; and through the states the local 

units received funds on a flexible basis according to their particular 
,·· 

needs. In ad.dition,the Act specified. that states must designate a 

single agency which would be responsible for the administration and 

supervision of the state health planning function. In Michigan the 

agency was established in the Executive Office of the Governor as the 

Office of Comprehensive Health Planning to review and approve the 
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applications for area-wide agencies in the state. In January 1970, 

Governor Milliken reorganized the composition and functions of the 

state agency. Through an Executive Order a Comprehensive State Health 

Planning Commission was created as a technical advisory body to the 

Governor. This commission consisted of directors of executive depart­

ments of state government in health fields and the chairman of the 

Advisory Council. The Director of the Michigan Department of Public 

Health is a member. The Comprehensive State Health Planning Advisory 

0:>uncil, made up of a majority of consumers of health services, was 

given the responsibility for advising both the U>mmission and the 

Office of Compreh�nsive Health Planning (11,12). 

The implementation of comprehensive health planning is still 

in the beginning stages. However, these federal programs reflect a 

new national consensus that the family and the community, not the 

medical center alone nor the isolated disease, are the proper focal 

point for the states' efforts to promote health. 

II. RELATIONSHIP OF STATE TO LOCAL HEALTH DEPARTMENTS 

Although autonomy at the local level is emphasized, the local 

health department has certain responsibilities to the state. Michigan 

law (P. A. 306, 1966) requires that local health d.apartments submit a 

plan of organization for approval by the Director of Public Health. 

It further specifies that the respective health officers meet the 

professional qualifications established by the Director. In addition, 

the Board of Health must establish and maintain a program of basic 
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public health services which meets the state department's Minimum 
. . . 

Standards of Performance. The state Director of Public Health pro-

vides consultative and training services to the health departments 

15 

to implei:n,ent this Act (13). Since 1969 the local health departments 

are required. to submit a biennial program plan for approval. And 

finally, programs and policies are prescribed in the state statutes 

but are implemented. by local boards of health or the state health de­

partment (14). 

There are currently 51 local health departments serving Michi­

gan's 83 counties through single county, multi-county, and three city 

health units (Figure 1). Over·half of the counties are served by 

district (multi-county) health departments. The trend. is toward 

further consolidation of health units for greater economy and more 

uniform basic public health services. Health departments are con­

trolled. by Boards of Commissioners either through a district Board 

of Health or a county Board. of Health • .An equal number of repre­

sentatives from each county are elected by the Board of Commissioners 

to serve on the district Beard of Health. However, in a single 

county unit the Board of Commissioners selects a county ·Board of 

Health of five members. 

Recognizing the shortage of qualified. health manpower, the 

state employs a Regional Administrative Team, which includes a 

physician and. a non-medical administrator and. may include a nurse or 

sanitarian. The team is permanently assigned to a region which con­

sists of two or more health departments that d.o not have these 



www.manaraa.com

/ 

One-county health departments 31 
Two-county health departments 8 
Three-county health departments 3 
Four-county health departments 4 
Five-county health departments 1 
Six-county health departments 1 

48 
D Three city heal th departments _l_ ···51-

• Denotes main office in districts 

16 

Figure 1. CJC>unty and District Health Departments in Michigan. 
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professionals on their staffs. The health d.epartments pay 40 percent 

of the salaries and. the state pays the remaining 60 percent (14). In 

addition, the Associate Plan, an interim substitute for the District 

Plan, makes it possible for health d.epartments to contra.ct with each 

other to share administrative officers while retaining their inde­

pendent boards. However, they must form a coordinating committee (14). 

III. ORGANIZATION OF THE MICHIGAN DEPARTMENT 

OF PUBLIC HEALTH 

The organizational chart for the Michigan Department of Public 

Health, as it existed. in January 1971 is shown in Figure 2. The de­

partment is organized into seven major functional areas called bureaus. 

These includ.e: Bureau of Mmagement Services, Bureau of Environmental 

Health, Bureau of Maternal and. Child Health, Bureau of Ciommunity 

Health, Bureau of Health Facilities, Bureau of Health Care Administra­

tion, and. the Bureau of Labaratories. The divisions within each 

bureau are further d.i vid.ed into sections and finally program areas. 

At the present time, the officers of the department include the 

Director and. five Associate Directors who also serve as bureau chiefs. 

A discussion of the department's major programs and services is found 

in the following section. 

IV. PROGRAMS AND SERVICES OF THE MICHIGAN DEPARTMENT 

OF PUBLIC !IBALTH 

The constitution of the state of Michigan recognizes public 

health as ua matter of primary public concern." The broad. goals 
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Advisory Bodies* 

MICHIGAN DEPARTMENT OF PUBLIC HEALTH m 
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Director of Public Health ---� Locol Hool,. Depo-•• 
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····-t_J 
Bureau of Bureau of 
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of the department are: 

To prevent disease, to prolong life, and promote health, 
both physical and. mental, through organized community programs 
for the sanitation and. protection of the environment, control 
of communicable diseases, education of individuals in personal 
hygiene, and the development of quality, comprehensive medical 
services, and facilities for the early diagnosis and effective 
care of the sick (15) . 
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The administrative means for effectively implementing these objectives 

are found in the programs and services of the d�partment ' s  seven 

bureaus. 

Bureau of Management Services 

Well managed health services require planning, health statis­

tics, communication; training, and. administration. The Bureau of 

Management Services is designed to provide these supporting services 

for all state health department programs. It is divided into a central 

office staff and. three major divisions. The personnel in the central 

office act as the staff of the Director of Public Health and super­

vise the other services of the bureau. The Division of InforI!'lltion 

and. Education· is organized into communication teams to serve major 

programs in the six bureaus . This division issues all departmental 

news and. publishes the 11Circular,17 a bulletin carrying information 

to the local health departments; Michigan ' s  Health, the state health 

journal which is published quarterly for all interested citizens; 

110ccupational Health," a newsletter on occupational disease problems 

and standards for industries; and "This Week, 11 the inter-departmental 

newsletter. Statistical data are collected, analyzed, and reported 

through the Center for Health Statistics (15) . 
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Center for Heal th statistics. Through the Michigan Heal th 

Survey, the Center for Health Statistics is developing a statewide 

health information and retrieval system which will be the first of 

its kind in the country (1).  The initial part of the system, Project 

ECHO (Evidence for Conmru.nity Heal th Organizati�m), is a three-year 

demonstration household survey project begun in 1968. The project 

is financed by a combination of federal contractual, Regional Medical, 

and local funds . Broad goals of the survey are : to produce current 

information on the population, the environment, health and medical 

care; to stimulate needed health action; and to measure change or the 

lack of it (6 ) .  Currently, ECHO is an ongoing program in six counties 

and cities in Michigan which make up the major population areas. 

These include Ingham, Kent, Genesee, Ieanawee, and Muskegon Counties, 

and the city of Detroit. The c�mputer program is affiliated with 

Michigan State University. Essentially it is a system for data col­

lection and analysis; the primary goal is to produce and. utilize cur­

rent data, which also provide a way to measure change 'in evaluating 

programs. Data are based on a simple random sampling of the cormnunity. 

The results of the program in Grand Rapids (Kent County), for example, 

have allowed the health department to locate target areas within the 

city which have the highest frequency of health concerns. The types 

of information available through the program include: environmental 

characteristics, as they relate te the home and home conditions from 

a public health standpoint; demographic characteristics; reported med­

ical care; reported. health status; and selected social concerns ( 16 ) . 
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Bureau of Environmental Health 

Beg:iIJ.ning with the organization of the State Board. of Health in 

1873 there has been concern about environmental control s The component 

programs of the Bureau of Environmental Health are related to the de­

partment's primary goal of 110ptirnum health for Michigan' s  residents 

and visitors " through the control of environmental contamination. The 

bureau ' s  objectives are to ensure an attractive, comfortable, convenient, 

and healthy environment by controlling pollution at its sources, reduc­

ing health and safety hazards of the environment, converting wastes to 

useful purposes, and improving the aesthetic value of man ' s  surround­

ings. The emphasis is on prevention. To achieve the bureau ' s  0bjec­

tives, six programs have been established. They are: General Environ­

mental Health, Water Supply, Wastewater, General Occupational Health, 

Air Pollution Control, and Supporting Technical and Laboratory Services 

(6) . 

Bureau of Maternal and Child Health 

The Bureau of Maternal and Child Health carries the department ' s  

responsibility for health services for mothers and children . The 

bureau provides professi0nal and lay education, screening programs, 

prenatal care, family planning, and medical care for handicapped chil­

dren, including the mentally retarded.. The state recognizes that 

services provided for women during pregnancy and for children who are 

sick or handicapped help to assure that children develop to their full 

potential. The role of the maternal and child health program is ta 

help stimulate, plan, develop, and implement health services for 
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mothers and children, starting with good prenatal care for expectant 

mothers and. continuing through the child's preschool and school years . 

Programs of health education and health services are aimed at the pre­

vention and early treatment of disability and disease and are designed 

to bring the advantages of modern scientific medicine to Michigan 

mothers and children in need ( 2,9) o Some of the operating programs 

are described below. 

Family Planning Program. Family Planning Programs are located 

in 57 of the 83 Michigan counties and are administered by local health 

departments; by planned parenthood associations (funded by Office of 

Economic Opportunity (OED), or Department of Health, Education, and Wel­

fare), or by a maternity and infant care project ( 17) . Currently there 

are comprehensive family planning projects in Berrien, Genesee, Ingham, 

Kent, Saginaw, and Wayne Counties . All projects are funded through 

the local health departments with the exception of the Wayne County 

project, which is funded through the Detroit Planned Parenthood Associ­

ation (15 ) .  There are a total of 26 counties, chiefly in the rural, 

less populous areas, in which there are no organized public family 

planning programs . Of the estimated 1, 762 , 000 women between the ages 

of 15 and. 44 in Michigan, an estimated 183 , 176 are indigent and there­

fore eligible for public family. planning services . Approximately 46 , 810 

or 26 percent of the women are currently being served through organized 

public family planning programs (17) . The Family Planning Program of 

the Division of Maternal Health proposes the following long-range objec­

tives: 
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1. To reduce to a minimum unwanted pregnancies by making avail­

able to all women in Michigan a means of spacing pregnancies, thereby 

giving them freedom to choose the number of children desired and the 

opportune time to have them. 

2. To make at least minimum services available in the 26 counties 

in which there is presently no organized public family planning program 

available . 

The methodology proposed for fulfilling the second objective is 

to extend the services provided by the respective local health depart­

ments through increased state funds for family planning and through 

appropriate consultation r'or program implementation (17).  

Expectant Parent Education Program .  The Program for Expectant 

Parent Education works to provide . local health departments current 

resources and materials which are needed to conduct effective educa­

tional programs for expectant parents. In · Michigan, there are over 

125 centers for expectant parent c;Lasses with an annual enrollment 

estimated at 25 ,000, and over 200 persons are involved in teaching 

( 15 ) . However, it is estimated that only one in four primagravidas 

have access to prenatal education . Of these, J0, 000 �re identified 

as high-risk maternity patients including the adolescent and the 

me�ically indigent mothers-. In 1969 there were 26, 390 births to 

mothers aged 15-19 . When several thousand more multiparas of the 

high-risk group are added to this number, the need to develop and 

improve educational programs is evident (9).  Information about 
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nutrition and family planning, part of aey adequate educational pro­

gram, is essential for all potential parents . Suggested guidelines 

for conducting the classes have been developed and are currently being 

revised. In addition, the Maternal Health Division annually organizes 

and conducts a conference for teachers of expectant parent classes . 

Ouest speakers are invited to share their experiences _with the pr�natal 

class teachers. Some of the topics to be included in this year 1 s 

Waldenwoods Conference are listed belaw and illustrate the wide range 

of concerns related to maternal health . 

1. New Concepts and. Emphases in Maternal Nutrition 

2. Maternity and Human Relationships 

3 .  · New Roles for Fathers 

4 .  Health Education for the Pregnant Adolescent 

The broad, long-term goal of this program. is to bring the advantages 

of quality prenatal educational activities to all parents in Michigan, 

but especially to the medically indigent and high-risk patients . 

Detroit Maternal and Infant Care Project. The Detroit Maternal 

and Inf ant Ca.re Project {DMIC) began in 1964 after a demographic 

study had defined five census areas in the heart of the city where the 

majority of medically ind.igent mothers lived. The study revealed that 

the highest maternal, neonatal and perinatal mortality rates, and pre­

maturity rates occur in these areas . In addition, these high-risk 

mothers received late and irregu.lar prenatal care or none at all, few 

postpartum visits, and no family planning services :  onJJ, ene-third 

of the infants had received well child care (18 ). When the areas of 
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meet the established need. 
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The purpose of the project is to provide comprehensive maternity 

and infant care services for the high-risk medically indigent families 

of Detroit. Project activities are directed and coordinated by a 

central project staff, consisting of a Director, Associate Director, 

Public Health Nursing Consultant, Nutrition Coordinator, Chief �dical 

Social Consultant, Health &lucation Consultant, Administrative 

Assistant, Horne Economics Consultant, Statistical Assistant, and 

Clerical Worker. The Project Director also serves as Obstetric· Con­

sultant and the Associate Director as Pediatric Consultant . The 

project is administered jointly by the Bureau of Maternal and Child 

Health and the Detroit Department of Health. Other participants in 

the project include four Detroit hospitals referred to as the sub­

projects, the Visiting Nurse Association, and Wayne State University 

M3dical School ( 18 ) . Through the program comprehensive inpatient · 

and outpatient services are provided to approximately 3500 mothers 

and their infants within hospital settings . PeI'sonalized service 

from the multidisciplinary staff is the keystone for- encouraging 

early, regular, and continuing maternity and infant care . 

Nutrition counseling and diet instruction is provided by five 

dietitians who serve four prenatal and two infant clinics within the 

hospital sub-projects . Emphasis is placed on helping the patients 

improve their nutritional status during the prenatal period and 

improving the feeding practices of their infants . Those high-risk 
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patients selected. by the dietitian because of nutritional problems are 

referred for intensive follow-up services . The Michigan State Univer­

sity Cooperative Extension Service has offered the skills of its 

nutrition aid.es to DMIC patients and their families . The nutrition 

staff also includes a Home Economics Consultant, who serves as a 

liaison between the project and the nutrition aid.es . Therefore, she 

provides feedback on the kinds and. quality of services given the 

patients by the aid.es . 

The Nutrition Coordinator serves as consultant to the central 

and. sub-project staff at each hospital and. provides technical and 

administrative direction to all nutrition, dietetic, and home economics 

personnel . An additional responsibility of the Nutrition Coordinator 

is to encourage the use of food. stamps 'bY: individuals in need .. She 

related that only about 37  percent of those persons eligible for food 

stamps participate . The U. S. Departments of Agriculture and Health, 

Education, and. Welfare collaborated. to institute a supplemental foods 

program, which provides monthly allotments of selected foods to women 

during their pregnancies and for one year following delivery, to in­

fants, and to preschool children to the age of six years . Focus Hope 

is a project of the nutrition staff designed to enlist volunteers to 

provide transportation for mothers to obtain the food. from one of the 

three distribution centers in Detroit (19 ) .  

The DMIC Project has demonstrated several procedures to evaluate 

services . Evidence that .the high-risk patient is being served is 

illustrated. by the fact that more than 50 percent of the patients are 
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out-of-wedlock at the time of their admittance to service . M:>re than 

75 percent of the patients are getting prenatal care by the second 

trimester of pregnancy, helping to establish a trend toward earlier 

use of prenatal services . Well used family planning services have 

contributed. to an improved. spacing between births; for example, only 

25 percent of the mothers served in 1969 have returned. for an addi­

tional pregnancy under the program . And. furthermore, one year after 

delivery more than 66 percent of the infants are being followed in 

continuing programs of medical supervision (20 ) . 

Bureau of Community Health 

The programs of the Bureau of Cormnunity Health are organized 

on the departmental philosophy that good public health services de­

pend. on strong local health departments working with appropriate 

state and federal agencies in a "partnership for health" (21) . 

Through consultation and assistance in administration, the bureau 

assists local health departments to identify health problems, to 

develop plans to solve them, and to effectively implement those plans . 

In accordance with the increasing concern that planning for 

the organization and delivery of health services be carried out · on 

a comprehensive basis, the bureau has adopted this approach in a 

number of its program activities and is seeking to expand it into 

others . The health program originally oriented only to migrant 

laborers and their families has been re-directed to include the entire 

rural community and Michigan ' s  Indian population . Through a joint 
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effort of state and local public health and social service agencies, 

an urban health center, integrating all of the services of these 

agencies, is under development in Detroit with a second under con­

sideration in Mlskegon (21). Through a project grant from the U. S. 

Public Health Service , under the provisions of the Migrant Health 

Act (1962), the Michigan Department of Public Health employed a 

migrant health �onsultant to provide liaison with all the involved 

voluntary and official agencies and to stimulate the full use of 

connnunity health facilities by migrants working in Michigan. The 

core of these facilities is mad� up of local health departments. 

Since most of them have difficulty in extending services to migrants 

because of under-staffing and lack of funds, project grants are avail­

able through the Bureau of Cormnunity Health (7, 21). 

The bureau maintains two major program areas : Disease Con­

trol, which is implemented - through the Division of Connnunicable 

Diseases, the Division of Chronic Disease , and the Division of Dental 

Health; and Administrative and Consultant Services, which are pro­

vided by the Division of Local Health Administration (Figure 3). 

Division of Communicable Diseases. In addition to its in­

vestigative and informational activities in connection with infec­

tious diseases, the Division of Communicable Disease handles the 

distribution of more than JO serums, globulins, anti-toxins, vaccines ,  
I 

and other biologic products used by health departments, clinics, and 

private physicians in maintaining health or combatting sickness in 
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Michigan (15). Diseases of an infectious nature which affect the 

Michigan population are estimated by the Public Health Service to 

cause each worier to lose an average of 5-1/2 days annually. Eight 

out of every 100 Michigan school children are absent daily, and over 

one-half of these absences are due to communicable disease (21) . The 

working days lost due to infectious diseases ,  the educational 

advantages which are lost, the inconvenience , and the expense are 

enormous . While the consequence may be disability for some, to others 

these diseases mean an untimely death. 

The last rubella epidemic in Michigan occurred in 1964-65 with 

a total number of 28 , 859 cases reported for both years. The number 

decreased to 1, 953 in 1968. However, in 1969 a total of 4 , 307 cases 

were reported and a mass immunization effort, directed at kinder­

garten through third-grade· children, was started in November of the 

same year. The division distriputed enough vaccine to local areas to 

protect 80 percent of Michigan ' s  children in the age groups who most 

frequently transmit rubella virus. The number of cases reported · for 

1970, a total of 3 , 012 , indicated a downward trend yet a continuing 

high case number. Immunization efforts have now been broadened to 

include all Michigan children through eleven years of age. One of 

the specific objectives for 1970-71 of the Division of Communicable 

Disease is to establish the surveillance procedures for congenital 

rubella syndrome (21) . If future epidemics are to be prevented there 

is a need for continued immunization of preschool children. The addi­

tion of rubella vaccination to the immunizations required before 
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children enter school and the participation of Michigan in the federal 

vaccination project, both effective in 1970, are expected to go far 

towards accomplishing the "rubbing out n of rubella as a serious 

disease threat in Michigan (15) . 

The Tuberculosis Control Program is located in this division. 

The goal of the program is to 

• . . further reduce tuberculosis from a major public 
health problem to a relatively minor one through early case 
detection, chemotherapy, early identification of infection, 
and widespread application of chemoprophylaxis to high-risk 
groups (21).  

In 1969 the program in Michigan continued to shift from a hospital­

oriented program to an outpatient-oriented program. Services pro­

vided by the division include: 

1. Assisting local health departments and official or volun­

tary agencies in promoting tuberculosis education through the use . of 

. mass media, printed materials, and exhibits that will be understandable 

to the target populations. 

2. Providing training funds to personnel from state and local 

health departments for courses relating to tuberculosis control. 

J .  Coordinating services that care for the patient ' s  related 

medical, socio�cultural, vocational, and emotional needs (21 ).  

Division of Chronic Disease. A by-product of the increased 

control of connnunicable diseases is the rise of chronic illness and 

disability as a major medical problem . Chronic diseases are the 

greatest killers in the United States and in Michigan. The Division 
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of Chronic Disease administers programs to deal with the problems re­

lated to heart disease, renal disease, cancer, diabetes, blindness, 

alcoholism, and drug abuse. Activities within these programs are con­

centrated on screening, detecting, casefinding, rehabilitation, and 

education and training of both professional and nonprofessional popu­

lations. Diagnosis and follow-up care are provided through referral 

to private physicians and local health departroonts (15,21). 

It is generally accepted that a complete health appraisal should 

be done annually on the adult population. This, however, is not prac­

tical nor possible since there are not enough physicians to provide the 

periodic heal th examinations. This problem can be improved somewhat by 

the application of multiphasic screening tests to provide a baseline 

indication of one ' s  health status and the early detection of chronic 

diseases (21). One approach to this problem at the local level, a new 

program in Kent County, will provide for rnultiphasic screening to 

identify chronic diseases early. The initial target group will be 

men and women over 40 who are apparently well, but who have not seen 

a doctor in several years. (Project EC!I) provides this information in 

its survey questionnaire.) Personnel at the Franklin-Hall Clinic will 

obtain medical histories, weight, chest x-rays, blood pressure, uri­

nalysis, blood tests, and tests for venereal disease. This will be 

primarily a casefinding program; irmnediate referral and follow-up will 

be handled through the health department. At the present time, the 

Franklin-Hall Clinic operates as a walk-in clinic in one of the target 

areas in the city of Grand Rapids (as identified by E CHO); individuals 



www.manaraa.com

may come during the week and every night for various services and 

medical treatment from physicians and nurses. Nutrition counseling 

by the health deJ')a.rtment' S·, nutritionist is available monthly on 

Wednesdays and weekly on Thursday nights (22 ) . 
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The state department provides consultation, supplies, and labor­

atory services to health departments and other agencies to establish 

clinics for multiphasic screening and. early detection of chronic 

diseases . The division's rehabilitation staff consists of con­

sultants in health education, medical social work, physical therapy, 

occupational therapy, and rehabilitation nursing . Emphasis is placed 

on maximizing the effectiveness of consultants by conducting training 

courses, seminars, workshops � and conferences for the benefit of vari­

ous health departments, institutional staffs, ·and other official and 

non-official agencies concerned with rehabilitative techniques . Cion­

sultants are involved in recruiting, evaluating credentials, orient­

ing allied health professionals, and arranging contracts for provision 

of Medicare services in Home Health Agenci�s. As reorganization takes 

place in the Division of Chronic Disease, it is expected that con­

sultants will be directly involved with planning and implementing cate­

gorical programs te control kidney disease, heart disease, and alco­

holism . 

Michigan law defines alcoholism as a "chronic and progressive 

illness, characterized by an excessive and uncontrolled drinking of 

alcoholic beverages" and 11a public health problem affecting the general 

welfare and the economy of the state. 11 Although the roots of this 
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health problem are hidden within nerma.l drinking customs, evidence of 

the magnitude of alcoholism can be faund in the impact on ·,industry, 

traffic accidents , family disruption, and related social costs . The 

. National Council on Alcoholism estimates that the disease costs U. S .  

businesses $4,300, 000, 000 annually. Various studies have shown that 

the number af families on welfare ralls facing econernic prablems 

caused or intensified by alcoholism range from 10-25 percent ef the 

total case load . Numerous · studies have documented a relationship be­

tween parental alcehelis� and emationally disturbed children (21) . 

The Alcoholism Program for HLchigan is designed ta : expand the treat­

ment capabilities statewide; encourage increased educatienal efforts 

through all forms of mass nadia, and establish a local alceholism sur­

veillance program which wilr pravicie essential baseline inf'ermatien 

upen which program development and expansion decisi_ons can be based • 

. Michigan law now requires that all sch.eel systems include alcoholism 

education in their curriculums; consultants from the division assist 

the D9partment ·of :Education in strengthening alcoholism education in 

the schools throughout the state . 

Division of Local Health Administration . · The state continues 

to rely upon county and district health departments for t� major 

part of the enforcement and implementatien of state health laws and 

for delivery of public health services to the residents of and 

visitors to Michigan. The primary efforts of the Division of Lecal 

Health Administration are directed to supporting and strengthening 
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local health departments by providing both consultation and direct 

services. Emphasis is on assistance in local department plarming, 

organization, administration, financing, and evaluation . In addition, 

this division contains a Public Health Nursing and Public Health 

. Nutrition Section . The Nutrition Section will be discussed in the 

following chapter . Nursing consultants provide leadership in develop­

ing pre-service and in-servi-ce training pregrams for local staff 

groups around the state (15) . The Nursing Section is also involved 

in establishing and supervising Home Health Agency programs. 

During the fiscal year 1969-70 local appropriations from county 

tax funds for the support of local health departments totaled more 

than $20,795,731. State and federal formula funds, with special 

project supplements, added approximately $3,000,000 . Therefore, tax 

funds for the operations of local health departments approximated 

$24,000,000 of which about 87 . 5  percent was local, 4 .9 percent federal, 

and 7 . 6 percent state monies. The amount has not changed significantly 

during the past five years; - however, during this time, the- cost of de­

livery of local health services has increased 35 percent . In - addition, 

35 of the 51 local health departments report the following major con­

cerns. Four health jurisdictions (multi-county units) face decreasing 

local appropriations due · to shrinking tax bases as the population de­

clines and unemployment rates rise . In a number of areas, the demand 

for health services are increasing as a result of an influx of tourists, 

vacationers, and sports enthusiasts, which at times quadruples the 

permanent resident population . In other words, while local health 
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appropriations and sales tax rebates to local units of government are 

based on the permanent resident population, demands for health 

services are produced by a transient population which is sometimes 

four times as large. Furthermore, there are chronic staff shortages 

in many health jurisdictions, due in part to a lack of finances to 

hire additional perso_nnel . There is a definite need for increased 

state appropriations (14 ) e  The division is unable to provide adequate 

consultative coverage to all areas of the state; this is true for 

administrative practices, public health nursing, and nutrition (21) . 

The regional approach to public health administration seeks 

to improve the delivery of service by organizing effectively to 

utilize the available personnel and resources . Through further re­

organization of local health departments irr Michigan, it is antici­

pated that the total number of such units serving the people can be 

reduced from ·the present 51 to approximately 30-35, resulting again 

in better use of scarce professional personnel and in more effective 

public health program administration.  

Bureau of Health Facilities 

The Bureau of Health Facilities was formed as a result of the 

reorganization of the forroor Bureau of M9dical Care Administration 

into two separate bureaus during the year 1970-71 .  Until 1969 one 

could open a private hospital without obtaining a license if t,here 

was no obstetric service and support was possible through payment 

for services . In cempliance with ferm.er laws and the State Hospital 
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sponsible for the licensure and inspection of approximately 275 

hospitals, 397 nursing horn.es, 42 medical care facilities, and 102 

extended. care facilities in the state . Other services provided in­

clude consultation for health facility planning, construction, and 

operation (23) . 
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In 1967 the dietary consultants who were responsible for the 

inspection and certification of health care facilities with regard. to 

their food service moved. from the Nutrition Section in the Bureau of 

Community Health to the Bureau of Medical Care Administration . The 

consultants are now located in the Division of Health Facility 

Standards and. Licensing in the Bureau of Health Facilities . 

Bureau of Health Care Administration 

The Bureau of Health Care Administration was the second bureau 

formed with the reorganization of the Bureau of Medical Care .Adminis­

tration. The major efforts of this bureau are focused on the observa­

tion and evaluation of patients by physicians and nurses . Therefore, 

the objectives of the bureau are directed toward determining the level 

and intensity of care needed by an individual, the ability of a health 

care facility to provide the ne·eded care, and the appropriateness of 

the care being provided . Consultants provide medical evaluation of 

health facilities for licensure and. certification, and. specialized 

consultation in matters relating to the governing body, medical staff 

organization and functioning, utilization review, and epidemiology (6 ) .  



www.manaraa.com

38 

Bureau of Laboratories 

The combination of competencies in the Bureau of Laboratories 

affords Michigan a unique resource for dealing with many public health 

problems. The diagnostic facilities for physicians and health officers 

permit better diagnosis of infectious diseases and better definitions 

of the disease problems of the state. The new Clinical Laboratories 

Licensing Program gives the physician some assurance that private 

laboratories do quality work. Legislation was enacted in 1968 to 

allow the department to carry out a complete licensing, inspection, 

and proficiency testing program to control clinical laboratories . The 

biological products production faci�ities provide ready supplies of 

materials to deal with disease problems once they are defined . The 

work in developing products to treat cancer represents another facet 

of the laboratories' efforts to answer a challenge in an area of public 

health where success has come slowly ( 15 ) . 
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CHAPTER IV 

NUTRITION SECTION 

This chapter reviews the history and development of the Nutri­

tion Section. In addition, this chapter describes the present phil­

osophy and objectives of the Section as well as the programs and 

services which are planned to fulfill these objectives o 

History and Development 

In the late 1920 1 s there were already some nutrition services 

being provided in Michigan . Maternal and Child Health funds supported 

teams of physicians,  nurses, and dietitians who functioned in a clin­

ical capacity, traveling throughout the state examining school children 

and other groups,  and who provided consultation . 

In 1936 Michigan took advantage of funds provided through the 

Social Security Act to employ nutritionists. For the first time nutri­

tion was located in the health department. Until 194.5 the nutritionists 

were located in the Ibreau of Maternal and Child Health and their 

schedules and programs were prepared by nurses. This arrangement 

proved. unsatisfactory. As a result , in this same year, one of the 

three nutritionists,  Mrs . Alice Smith, was given the responsibility of 

state supervisor . The supervisor and nutritionists began work toward 

developing their own programs and schedules. Some of their early 

activities included becoming involved in the State Nutrition Committee, 

establishing an affiliation for dietetic interns with the University 

39 
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Hospital, issuing a monthly newsletter entitled "Nutrition News for 

Public Health Personnel, " and preparing a camp food. service manual 

for the 500 children's camps in the state . In addition , a new nutri­

tion position was established and consultation was offered to the 16 

tuberculosis hospitals throughout the state. 

Further demands were made for nutrition and dietary consulta­

tion . For example , with the passage of the National School Lunch Act 

in 1946 , the State Superintendent of Public Instruction requested the 

staff's involvement not only for periodic visits and. evaluations but 

also for workshops throughout the state . The Hill-Burton Act of 1947 

required that all hospital dietary plans be reviewed by a dietary con­

sultant . By 1948 the staff included six nutritionists and one dieti­

tian . And during the health department reorganization in the following 

year, the nutrition program was re-located in the Division of Local 

Health Administration and the Nutrition Section was formed . 

In the early 1950 1 s the Nutrition Section began working with 

the Nursing Home Association in their program for upgrading the quality 

of service provided . Later a 11Food Service Guide for Nursing Homes" 

was prepared by the Section. Many other educational and reference 

materials were developed,  including the "Hospital Food Service :tvanual. " 

In add:ttion , a second dietary consultant was employed. 

The number of children ' s  camps had increased from 500 to 1000 

by 1962 and the Section employed a nutritionist to work with summer 

camps. As services expanded and demands increased, the programs of the 

Section became increasingly diversified .  Evidence of this fact is well 
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demonstrated by the following developments in the early 1960 1 s :  

1. A referral system for providing services to families having 

children with .phenylketonuria . 

2. The beginning of the annual Diet Therapy Conferences co­

sponsored by the Michigan State Medical Society, two medical schools, 

and the health department. 

J .  The expansion of the Hill-Burton and other institutional pro­

grams with the subsequent position for a third dietary consultant. By 

1965 the Section �as composed of three units which included Administra­

tion and Special Projects and Studies, Community Service, and Institu­

tional Services (24 ) . 

The accomplishments described above reflect the capabilities of 

a strong staff and a dynamic Chief Administrator. However, early in 

1967 Mrs . Smith retired and for two and one-half years the Section was 

without administrative leadership. As a result the staff gradually 

decreased in number to only two Nutrition Consultants and two Dietary 

Consultants (who, as mentioned earlier, transferred to the present 

Bureau of Health Facilities) .  

A new Chief was employed in November of 1969 . At the present 

time the nutrition staff consists of the Section Chief and a Nutrition 

Consultant who has been reassigned to a single county . Their objec­

tives and program projections are described in the following discussion . 
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Philosophy and Objectives 

'!'he present nutriti�n program is based .on the philosop� that 

adequate nutri:t,ion. is . one 0:f the .factors necessary :for goad peysical 

and mental development.. Furthermore, because there is a relationship 

between an individual ' s  health and productivity and his food intake, 

there is a need for the health department to identify peeple in the 

community who have nutritien-related health problems and· te p-lan 

services to meet the identified needs (21) . The major . responsibilities 

of the Section Chief for program develap�nt include: 

1 .  Develaping the nutrition program. 

2 .  Establishing work-ing relationships and serving as the 

liaison within the agency -and with outside related agencies . 

3 .  Recruiting and supervising the nutritien staff . 

4 .  Providing consultation to local health department nutri­

tionists . 

5 .  Informing nutritionists in the state of program develop­

ments and ne� information (25) . 

Programs and Servi ce s 

The Nutrition Chief has established four major priorities for 

program development. Emphasis is directed toward day care centers, 

nutritien education in schools, ma.tenial and infant health, and local 

health departments (25 ) . 

There are 238 day care centers caring for 7,302 children in 

Michigan, and it is predicted that there will be seven times as many 

children in care by 1975 . Children in day care should receive one-
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third to two-thirds of their daily nutrient requirements based on the 

number of hours spent in the center. Licensed day care centers must 

serve food which will meet these requirements. The Michigan Department 

of Public Health has printed guidelines and standards including those 

appropriate for food service and nutrition (26) . However, the food 

service evaluations are ma.de by day care consultants in the Iepartment 

of Social Services . After establishing channels of communication,  the 

Section Chief ' s  objective is to initiate workshops for the Day Ca.re 

Chnsultants. Further plans for five selected counties include assess­

ing each food service program in terms of the established standards and 

providing consultation to improve services . 

Secondly, she is developing a working relationship with the Ie­

partment o� Public Instruction, specifically with the Health Educator 

who is responsible for the development of state curriculum guides. The 

intent here is to relate the need for and provide the expertise for 

including nutrition education in the content of the curriculum guides 

for school age children . 

The third. priority is related to the Expectant Parent &iucation 

Program of the Bureau of Maternal and Child Health. Research has shown 

that nutrition plays a vital role in the development of the fetus and 

the response of the maternal body. Through the Expectant Parent classes, 

nurses are reachin� approximately 25, 000 Michigan parents annually. 

Parents should be provided with information to help them choose a better 

diet which will ultimately improve the nutritional status of mothers 

and infants . With this in mind, the Nutrition Chief discussed the idea 
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of developing nutrition guidelines for the te�chers of expectant 

parent classes with the state Maternal and Child Health Consultant . 

Upon her approval, the Nutrition Section and four - nutritionists from 

local agencies in the state began work on the format and subject mat­

ter areas for the guidelines - (25) . The author participated in the 

development of these guidelines as the major project of the field 

experience; therefore, the content will be discussed in the following 

chapter. 

Services to local health departments constitute the fourth 

priority .  Emphasis i s  placed on assisting local health departments 

in determining nutrition related problems and in planning services to 

meet the identified needs . To demonstrate the need for nutrition per­

sonnel in a local health department, the Nutrition Consultant was trans­

ferred recently from her original position serving four counties to 

one serving a single county . She will still be employed through the 

state Nutrition Section, yet her services will be provided through 

the county health department . It is anticipated that this pilot project 

(that is , the state providing a nutritionist to work with and through 

a county health department) will determine whether intensive service 

might help alleviate nutrition related problems among high-risk groups ._ 

And at the end of one year the lacal Health Department Director, Nutri­

tion Section Chief, and Nutrition Consultant will meet to evaluate the 

year's activities and to determine if the project should be continued 

another year. The objective of the Nutrition Section in supporting 

this project is to demonstrate the value and need for a nutrition 
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position with the county so that the county will want to fund a nutri­

tion position of their own at the end of the project. The services 

of the Nutrition Consultant will involve the following: in-service 

education for local health department staff, orientation for new 

staff, clinic participation, and work with outreach workers and con­

sumers through OED Model Cities Centers. She will also work with the 

Health Educator to determine the feasibility of nutrition education 

programs in five schools in lew-income neighborhoods, provide consulta­

tion to the local Visiting Nurse Association, and provide educational 

programs for the county day care centers (25, 27) . 

Some nutrition services are available for citizens of Michigan 

from local health departments , voluntary agencies , and projects which 

are not administratively related to the Nutrition Section. - Four full­

time public health nutritionists serve in local county health depart­

ments. In addition, nutritionists are ernplayed by the following 

voluntary agencies and projects: Ietroit Maternity and Infant Care 

Project, Detroit Visiting Nurse Association, Project PRES CAD (Detroit 

Children and Youth Project) ,  and the Tri-County Family Planning 

Project. It is recognized that due to the limited number of nutri­

tionists employed in local health departments and the small staff of 

the Nutrition Section, the majority of health departments do not have 

access to nutrition services (25 , 26) . The Chief will continue to 

encourage the establishment of additional positions and will also re­

cruit regional consultants as funds are available. 



www.manaraa.com

CHAPTER V 

ANALYSIS OF PROFESSIONAL DEVELOPMENT 

An analysis of one ' s participation and observations from the 

field experience is es sential to measure professional growth in terms 

of one's objectives. Many opportunities for learning and professional 

growth were provided in the field experience in Michigan . These 

experiences are described and their contribution to the author's 

growth and understanding identified in the following chapter. 

Philosophy of Public Health 

Before one can analyze the field experience in terms of her 

observations and participation, it is appropriate to describe her 

personal philosophy of public health. It is apparent that the author ' s  

philosophy as presented in this section is a composite of her academic 

education and concurrent field experiences as well as the practical 

field experiences with the Michigan Department of Public Health. 

Students of Public Health soon realize that finding or con­

structing an encompassing yet straightforward definition of health is 

impossible for all practical purposes. Health is a relative term, 

and therefore, has many broad and specific interpretations. The chal­

lenge of each professional involved with public health is to think in 

terms of the total health of the individual and community first and 

afterwards on the contribution his discipline and expertise can offer. 

46 
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In other words, each is a health worker first and a sanitarian , nurse, 

or nutritionist second . This concept suggests the appropriateness of 

the health team approach to solying personal and community health 

problems. Although the team approach in public health has long been 

advocated, its use is not widely practiced . Special projects, such as 

the comprehensive Children and Youth, Maternal and Infant Care, and 

Family Planning Projects, are demonstrating the need for more team 

efforts among professionals . However, for the team approach to be 

effective, each member must understand well his own role as well as 

that of the other members to best serve individual needs. Secondly, 

each member must be confident within himself that he has an important 

contribution to. make and that he is not jeopard.izing his role by 

accepting or s�eking the advice of another team member . This is the 

key to the success of team action and interaction . 

The concepts of comprehensive health programs are best imple­

mented through the combined efforts of many disciplines . Within this 

framework the role of the nutritionist is to support and promote the 

philosophy and objectives of the particular program as a whole . She 

will also have specific objectives related to her field . Her ultimate 

goal is to help individuals develop and maintain food. habits which 

contribute to optimum health . It is also her responsibility to assess 

the nutritional needs of the community and to plan, coordinate, and 

evaluate the nutritional component of health programs and. services to 

meet the identified needs . Furthermore, she serves as a consultant on 

matters related to nutrition within and outside of the agency and plans 
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and conducts in-service education and. orientation programs for /wprkers 

in nutrition and. other professions . In add.ition,it is necessary to 

carefully select, prepare, and evaluate nutrition education materials 

for both professional and nonprofessional groups . These responsibilities 

indicate the expertise of a qualified and concerned nutritionist . 

It is apparent that the nutritionist, as well as the other team 

members, cannot function effectively as an isolated discipline. 

Through a clear understanding of the roles of each professional and 

their shared efforts, the individual, family, and. community neecis, .. will 

be served. As a team these professionals can do much to improve the 

quality of family living as long as the health services they provide 

are people-oriented and professionally implemented . 

Consultation 

Consultation is an important function of the public health nutri­

tionist. This problem-solving .process is an effective means of extend­

ing nutrition services with other professionals and indirectly with 

nonprofessionals. The purpose of the consultant is to offer advice 

or suggestions rather than to dictate or make any decisions for the 

consultee . From the consultation, the consultee may: gain a more 

efficient method of attacking or solving the problem, learn a more 

effective way of del,ivering services to individuals in her care, gain 

a better understanding of the nutrition-related problem and methods of 

imparting this knowledge to others, and develop a working relationship 

with the consultant for further help . 
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There were several opportunities for the author to observe con­

sultation visits during the field experience. However, the visit de­

scribed in this discussion was chosen because the author actively 

participated. in the consultation with the nutritionist. 

A preschool teacher for Deaf Education and the Physical Thera­

pist requested the consultative services of the Public Health Nutri­

tionist of the Kent County Health Department . The educators were 

concerned about the adequacy of the dietary intake of one of their 

students, who will be referred. to as Paul. Paul is a six-year-old, 

partially deaf and partially blind child who, as a result of rubella, 

has been diagnosed. as severely mentally retarded. He does not walk 

and until recently was fed solely by a spoon as he lay on the floor 

on his back. He does not chew, since all food he has been given has 

been either liquid or strained baby food. A study of the record of 

his food intake over several weeks indicated the need for increased 

protein , calories, and other essential nutrients. 

According to the teacher, the mother of Paul is a native 

Filipino, the father American. A characteristic of the Philippine 

women is to refrain from placing any restrictions on children up to 

the age of two· ·and . .  one-half years. It is assumed that, because of 

Paul's handicaps and because of possible guilt feelings on the 

mother ' s  part, the mother never tried to help him master develop� 

mental tasks. Both the teacher and. physical therapist believe that 

Paul does have some potential for both motor and mental improvements; 

however, they also realize that he needs adequate nutrition for the 
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needed strength to make further advancements . 

The task of the nutritionists was to help plan a daily menu 

pattern which would introduce more solid foods so that gradually the 

child. could learn to chew, but more importantly to increase his 

nutrient intake to supply him with his needs for added growth and 

strength. It was stressed that the change in pattern of eating would 

be slow, and patience should guide both the mother and teacher. The 

nutritionist and. author discussed planning for six feedings each day, 

since Paul is not accust.omed to eating a large quantity of. food over 

a 24-hour period . 

From this experience the author learned that often nutritionists 

must integrate their knowledge of nutrition, hum.an interrelationships, 

economics, psychology, and human development in solving individual 

needs. And because the nutritionist allowed the author to do much 

of the consulting, the author gained experience and confidence in work­

ing with other professionals . Furthermore, the consultation conference 

was an example of several professionals sharing information, and the 

author had the opportunity to observe how each contributed to the 

problem-solving process through their own expertise, as well as to 

learn new information about customs of Filipino families. 

Conferences with Other Professionals 

Throughout the field. experience the author had numerous con­

ferences with other professionals. The purpose of these conferences 

was mainly for orientation to the various agencies. However, the 
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author found that these conferences offered her a unique opportunity 

to develop her skills in communicating with other professionals and 

in establishing good rapport. Furthermore, since the author had not 

had previous work experience, she learned not only the importance of 

orientation conferences with other professionals, but also the impact 

of good cormnunications between the health team members. 

Planning Conference 

' Local health departments need to measure the effectiveness of 

the health services they provide to the local community. For program 

planning, it is essential that these services be analyzed and evaluated 

in relation to vital statistics, community health needs, and available 

resources . The author observed a conference to develop a reporting 

system for Personal Heal th Services for Oakland County Health Depart­

ment : one which will also be a practical tool for recording nutrition 

services. The conference included the Oakland County Assistant Direc­

tor of Nurses, who is chairman of the committee, the two local health 

department nutritionists, and the state Nutrition Section Chief. For 

three months the local nutritionists have been pretesting a method of 

reporting on an optical scan form. Problems have arisen from the fact 

that the categories for reporting by the nurses have been defined 

according to diagnoses, and these do not reflect actual nutrition 

services. For example, some categories included: Normal Nutrition, 

Diabetes Service, Other Chronic Conditions Service, and Weight Control. 

The challenge proposed to the nutritionists was to define their 
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objectives for a nutrition reporting system . The nutritionists de­

cided that the reporting system should reflect the specific nutrition 

activities and services rendered; that is, the category of Normal 

Nutrition Needs is not specific and should be divided into the various 

areas of normal nutrition concerns, such as infant feeding, prenatal 

nutrition, family nutrition, or budgeting and meal planning . Simi­

larly, the kind of therapeutic nutrition service or instruction 

rendered should be designated as sodium restriction for an individual 

or diabetic class .  Although the suggested changes appear simple, the 

real challenge is to develop clear categories which will be meaningful 

in analyzing the type, number, and outcome of nutrition services 

rendered . 

The author recognized the necessity of planning with clear 

objectives in mind . Nutritionists must be prepared to define their 

objectives, methodology, and evaluation tools for meeting healtn needs 

within a given agency . With -a tool of this type, the nutritionists 

can see where and how their time is spent which will aid in program 

planning. The reporting system may also be used to show justifica­

tion for budgeting, expanding existing or developing new programs , 

or adding additional personnel . 

Developing Nutrition &iucation Materials 

The preparation, evaluati0n, and use of reliable nutrition edu­

cation materials is an essential part of the nutritionist ' s  functions . 

Inherent in these evaluations is the continuous review of existing 
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materials for their current value. In addition, when preparing or 

evaluating educational materials ,  one should keep in mind the specific 

objectives of the medium, its usefulness in terms of the intended 

population, and. the reliability of the information. Furthermore, it 

should be both attractive and. legible . 

The author was requested to evaluate a pamphlet entitled, "Vita­

min C Calendar for Michigan" (1966) to decide whether it should be re­

printed. or discontinued.. The following paragraphs illustrate :the 

points the author considered when evaluating the pamphlet. 

Are people likely to count milligrams of vitamin C on a daily 

basis? In a practical sense this. is doubtful. A suggested. pattern 

for each season rather than (or in addition to) a list of suggested 

menus might be more useful in planning menus to include enough vitamin 

C each day. This would. suggest flexibility in meal planning r 

In the interest of econonzy', how many people request literature 

for one nutrient? Probably few. Therefore, it may be more valuable 

in terms of nutrition to promote "good health through the seasons. " 

The pamphlet states that adults need. 70-75 milligrams of vita­

min C each day. The· Reconnnended Dietary Allowances as revised in 

1968 lists 60 milligrams as the highest recommended. amount (28 ) . 

The pamphlet d.oes not give its source of information. However, it 

indicates children need. less and teen-agers more, but these values 

and ranges are not given . If the pamphlet was written for households  

composed of adults only, its scope and value is limited . 
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not known just what limit for children would be considered dangerous, 

but certainly the pamphlet should give the Recommended Dietary .Allow­

ance for children, which is approximately 35-40 milligrams. Pauling ' s  

publication, Vitamin C and the Common Cold (29), has motivated many 

people to flock to the druggist for vitamin C supplements. It is a 

challenge for nutritionists to premote or support such practices only 

when they are scientifically and physiologically sound. Perhaps now 

the approach should be to focus on the dietary role for vitamin C and 

to inform the public that large doses are not advised and can even be 

harmful . 

In pursuing the matter further, the author was interested in 

the quantitative use of the pamphlet or how many cepies had been dis­

tributed in the last year •. · It was found that from February 1970 until 

February 1971, 4 , 310 copies were distributed to various agencies . This 

may seem a large number but some of this may be a result of Pauling ' s  

book released in 1970 also. After considering the current usefulness 

of the publication , the pamphlet was not recormnended for reprinting. 

Counseling Nonprofessionals 

One of the specific objectives of the field experience was to 

provide the author with practice in counseling and interviewing. The 

author had several oppertunities to participate in individual nutri­

tion counseling in Kent County and Oakland County Health Departments, 

the Tri-County Comprehensive Family Planning Project, and the Detroit 
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Maternity and Infant C,are Projects . The author chose to include the 

report of one counseling .session in its entirety . 

Case Study 

Tri-County Family Planning Project 

Mrs . A expressed. to the nurse at the Tri-C,Q"9i'.lltY Family Planning 

Project a desire to lose weight and asked. for advice on some food 

problems of her six-year-old son . The nurse referred the patient to 

the nutritionist on the staff. The author _counseled with the patient . 

Studying the patient ' s  chart has been found to be of great help 

in evaluating the patient ' s  needs and finding out the reasons she 

expressed for requesting services prier to actual ceunseling . From 

studying her chart, the following pertinent information was gleaned . 

She is a white divorcee, age 35, with two children (ages 6 and 8 ) . 

Mrs . A is overweight (212 lbs . )  and has high blood. pressure . There is 

a history of heart disease in her family and her father has diabetes. 

These factors further indicate the advantage of weight reduction . It 

was evident from a 24-hour dietary recall that Mrs. A needed some 

simple instruction in basic nutrition . She skips breakfast and occa­

sionally lunch also, picking up snacks during her breaks at work; 

then at night she prepares a rather large meal for the children and 

herself. She states that· often at work she does not even get · the 30-

minute lunch break to which she is entitled; she is a waitr�ss in a 

short-order restaurant . She also reported that she has another snack 

(pop, potato chips ) after the children go to bed around eight o ' clock; 

she attributes this habit to beredom, inactivity, and nervousness. 
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In counseling with this patient, the author attempted to find 

out about her daily eating pattern, work, and activities in order to 

make practical as well as reasonable suggestions. Cost and time seemed 

to be the factors most involved in skipping lunch. Therefore a lunch 

prepared the night before, since the morning time is rushed, was sug­

gested. Some examples of appropriate food suggested - fqr\ 1the lunch in--­

cluded hard-cooked eggs, pickles, carrots, celery, slice of bread, 

cheese, and fresh fruit. This provided a way to have a good lunch, 

to save some money, to have coffee at work with the ladies, and to 

avoid the need for several high calorie snacks during the day . Break- · 

fast was also discussed as not only important for herself but also for 

her two young children. Having breakfast is one good way to train 

young ones to enjoy well-balanced meals. It also provides another 

opportunity to be with the children and to see that they start the 

day in a good. frame of mind. This would also be good for Mrs. A. 

Mrs. A said that the only time she really had to be with the children 

was at suppertime when she is tired. Then the children go to bed at 

eight o'clock. She agreed readily to try this plan. 

In explain�ng what foo_ds Mrs. A needed each day, the author 

used a copy of the Basic Four Guide to Good Eating. A simple meal 

pattern to fit her individual needs was planned with her help . Such 

an outline helped her ta plan for _enough to eat each day within her 

calorie needs. Fresh fruits and vegetables were suggested for snacks 

during the day at work or at night. Skimmed or non-fat dry milk was 

suggested for breakfast and supper. An important fact was that Mrs. A 
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�s accustomed to planning meals--at least for the supper meal .  She 

remarked that she plans and prepares a market order for a week in 

advance. Furthermore, from the discussion she may be motivated to a 

little additional planning including breakfast for herself and the 

children as well as lunch;-for herself. She was encouraged to return 

or to telephone the staff nutritionist if she needed further help . 

Mrs. A expressed concern for her six-year-old son who often 

refuses vehemently to eat at the table but who is hungry later and 

wants to snack. From discussion and questioning, it appeared that 

possibly Mrs. A's anxiousness and practice of trying to force her son 

to eat was contributing to his actions . The author suggested that 

sometimes children reject- food when they do not feel well or when 

something upsetting has happened at school. Feelings are hard to 

express for young children, and they often show how they feel in other 

ways, such as refusing to eat . Also appetite may vary from one meal 

to another as well as from day to day. A simple question of "What 

did you do at school today?" might reveal the answer to his behavior . 

It was suggested that she try this indirect approach without trying 

to force him to eat; but if problems persisted to call the nutritionist 

and/or the Maternal and Child Health Consultant for further help. Mrs. 

A seemed pleased and relieved after this discussion. 

Upon further study of her file the author discovered that Mrs. 

A had already discussed her son with the Maternal and Child Health 

Consultant . The notes revealed. that Mrs . A was very concerned about 

this son. It seems that his teacher has advised Mrs . A to get the 
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drug Ritalin for her son .because he is a "problem" in school. Mrs. A 

took him to a doctor who does not believe that he is hyperkinetic and 

who will not prescribe Ritalin . It is easy to understand the nature 

of her concern; her anxiety is probably transmitted to the son at meal­

time which also may add to the frustration of both . 

The author found this study very worthwhile . It clearly demon­

strates the fact that the nutritionist must go beyond her expertise 

in nutrition per se . She must incorporate her knowledge of family 

life, child growth and development, and educational psychology as 

well. The author enjoyed being actively involved in patient counsel­

ing .  A keen interest in people and her background in nutrition and 

education are invaluable in the counseling role . 

Specifically the author has gained greater confidence in indi­

vidual counseling . Through the observation and participation in 

counseling, the author believes that she is better prepared to inte­

grate her knowledge of nutrition, interpersonal relationships, and 

comnru.nication skills in understanding individual needs. She also 

recognizes the need. for continued. study in diet therapy. 

Group Work with Nonprofessionals 

The nutritionist is often involved in working with nonprofes­

sional groups. This method for providing service is important because 

she can reach . a large number of individuals who share similar concerns . 

The author observed two examples of teaching nonprofessional groups . 

Similar concepts were demonstrated by each, even though one class was 
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directed toward teaching sixth grade children on basic nutrition, 

while the second was designed for adults on sodium restricted diets. 

Careful planning in terms of one's objectives and considera­

tion of the needs of the particular group are essential to the best 

utilization of the available time. There are several facts which 

should guide the nutritionist in planning for group instruction. 

These include : the expectations of the particular group, appropriate 

teaching techniques which will actively involve the group, supportive 

visual aids, and a means of evaluation from the group. In addition, 

the nutritionist should be. sensitive to the responses from the group 

and be able to adapt her presentation to a level suitable for their 

understanding . 

Development of Nutrition Guidelines for Teachers of Expectant Parent 

Classes 

The major project for the field experience was participation 

in the development of nutrition guidelines for teachers of Expectant 

Parent Classes. As described earlier, Expectant Parent Classes are 

taught by nurses throughout the state and reach approximately 25,000 

individuals annually. Previously guidelines for conducting these 

classes had been developed; however, no resources for discussion of 

nutrition were available to the teacher . With the approval of the 

Program Chief, the Nutrition Section organized a plan of action for 

meeting this need. Guidelines, integrating nutrition into the sub­

ject outline, were to be developed for nurses to use in planning 

the class content. In addition, abstracts of papers about prenatal 



www.manaraa.com

60 

nutrition would be prepared by nutrition students at the University of 

Michigan to be included for the nurses ' reference. Prior to the field 

experience, a committee of nutritionists had identified six concepts 

to be developed.. These included: 

1. Food means many things to many people. 

2. Food is essential to supply nutrients to build the cells for 

bones, organs, and tissues which will form a baby. 

3 . Changes needed in -the diet during pregnancy will depend on 

the mother's physiological status and individual needs during pregnancy . 

4 .  Pregnancy has a natural pattern of weight gain based on the 

development of the fetus and changes in maternal tissues. 

5 .  Certain manifestations of a physical or emotional nature 

may occur during a normal pregnancy . 

6. Infants are individuals whose growth rate, developmental 

characteristics, and nutritional needs vary within a range defined 

as normal. 

The author was asked to serve on the committee and was assigned 

concept five for which she- was to develop appropriate content, sug­

gested activities, and tools or visual aids. The final copy of the 

outline which was developed and a list of the materials which were 

provided for the nurses in a packet are found in the Appendix. An 

additional responsibility of the author involved consultation with 

both the M3dical Director and Maternal and Child Health Consultant of 

the Bureau of M3.ternal and Child Health regarding the nature of edema 

in pregnancy. 
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Each concept was presented to the committee as a whole for re­

view . As a result, many changes were made in all concepts in a com­

bined effort to make them concise, complete, and useful. other func­

tions of the committee included choosing appropriate visual aids and 

suggesting activities for teaching the concepts more effectively. 

It was decided that some of these activities and visual aids should 

be demonstrated at the final presentation of the guidelines at the 

Waldenwoods Conference for the teachers of Expectant Parent Classes. 

The committee acted as a team in working toward a single goal. 

The author recognized that everyone is not expected to agree on all 

matters, but that sharing opinions and ideas is essential to effec­

tive functioning . In addition, the task of developing materials for 

other professionals to use in teaching offers an opportunity for 

nutritionists to re�evaluate their own teaching teclm.iques . The 

author also realized that· her background. in educat.ion was most help­

ful .  She recognized. that . planning was an essential part of the com­

mittee ' s  functions . At the close of each committee meeting, the 

objectives for the following meetings were identified . This practice 

allowed the members to prepare in advance and resulted in better 

organization. Furthermore, the author has gained confidence in work­

ing with other professionals and recognized. the need for continuous 

self-evaluation. 
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CHAPTER VI 

SUMMARY AND EVALUATION 

Mmy opportunities were provided during the field experience 

in Michigan which allowed the author to accomplish her initial objec­

tives. Through a study of the state and the organization and programs 

of the Michigan Department of Public Health, the author has a broader 

understanding of the health needs in Michigan, how these needs are 

identified, and current program emphases to meet established priori­

ties within these needs. This background knowledge increased her 

appreciation of effective planning for the administration of health 

programs for maximum benefit from the time, cost, and manpower required. 

In additien, the author has gained a deeper appreciation of the 

role of a public health nutritionist as an important member o� the 

health team. She recognizes that the nutritionist must be able to 

work in cooperation with other team members to make an effective con­

tribution. In addition to a basic knowledge of nutrition she must be 

capable of communicating with the various groups and individuals who 

need her services. Through pra.ctlcal application of interviewing, 

consulting, and counseling techniques , the author gained confidence 

and increased her skill in cormnunicating with both professionals and 

nonprofessionals. 

Through active participation with other nutritionists in the 

development of nutrition guidelines for Expectant Parent Education, 
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the author was provided additional opportunities for professional 

growth and application of knewledge from her academic training . 

Essentially she participated in the planning, development, and con­

cluding stages of a specific project with a nutrition component which 

contributed to the effectiveness of an ongoing program within another 

bureau . 

Evaluation was an important part of the author's field experi­

ence . Reports of activities, the purpose of visits, and an evaluation 

of observations or participation were written daily . These reports 

were helpful in identifying understandings gained through observation 

and in evaluating her performance in activities .  As a result the 

author feels that she will benefit from further experiences in apply­

ing the principles of diet therapy . In addition, she believes that 

she will learn from experience and consultation with specialists in 

the area of food service administration as she assumes her role as a 

public health nutritionist . Furthermore, the author recognizes that 

she has both strengths and cempetences to contribute to her function­

ing as a public health nutritionist . 

Finally, the author realized that public health cannot ade­

quately be defined within a constant framework . The interpretation 

of health is continually changing as needs from a growing and diversi­

fied population demonstrate the necessity of developing newer methods 

for providing comprehensive health services for all . 
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APPENDIX 

CONCEPT 5.: CERTAJN MANJFESTATIONS OF A PHYSICAL· OR EM)TIONAL NATURE MAY OCCUR DURING A NORMAL PREGNANCY 

CONTENI' 

Various factors affect food in­
take during pregnancy. Women may 
have an- increased appetite during 
the early months; this may result 
in an excessive caloric intake . 

Food may be eaten to unconsciously 
relieve boredom, anxiety, fear or 
other emotions . 

_ Cravings for particular foods are 
natural throughout the life cycle 
and not related specifically to 
pregnancy.  

Abnormal cravings fer nan-food 
substances may occur . Centinuaus 
pica may deter absorption of 
essential nutrients causing weight 
loss, anemia, and other problems . 

.. .. .. .. ..  
-SUGGESTED A.GI'IVITIES 

Discuss some of the natural · 
or expected feelings a mother 
might experience during preg­
nancy. Ask what foods they 
eat in greater amounts . Sug­
gest diversionary activities 
to relieve tension and as an 
alternative to eating. Dis­
cuss low · calorie· foods to eat 
in ti.loo of extreme hunger . 

RESOUR CE AND VISUAL AIDS 
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CONTENT 

Folklore and. superstition often - re­
late · certain foods with specific · 
outcomes of pregnancy. · No food 
alone has any magical powers to 
ensure a normal pregnancy or pro­
duce a healthy baby . 

The early months of pregnancy may 
be cemplicated. by discomforts due 
to . physi0logical as well as emo­
tional factors . Organic changes ,  
tension, and. other emotional states 
are pred-isposing factors to nausea . 
Dietary changes ,  rest and relaxa­
tion may give relief . 

Heartburn may result during preg­
nancy due to the depressed stomach 
functions and the relaxed. cardiac 
sphincter . Foods high · in fat or 
prepared by frying should be 
avoided because they are more 
slowly digested. .  

A liberal intake of fluids and - raw 
fruits and. vegetables plus regular 
exercise ·will minimize constipation . 

Gas is- the result of bacterial · 
action in the intestine ; it should 
not be attributed to any particular 
foods but rather the state of the 
individual . Foods which seem to 
activate the condition should be 
used moderately .  

SU GGESTED ACTIVITIES 

Discuss superstitions re­
garding food. and pregnancy . 

Explain practices which might 
be used. to relieve nausea, 
i . e . ,  crackers before arising 
in morning; 4-6 small dry 
meals and a bedtime snack • . 
Tolerated liquids may be 
taken one hour before or 
after a feeding of dry food . 

Illustrate using Birth Atlas . 

RESOU RCE AND VISUAL AIDS 

Birth Atlas . 

°' 
'-0 
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.. ... ... . ... ... __  
CONTEN-T 

During pregnancy there is a large 
increase ( 8 . 5  liters) in total 
body water . Non-dependent edema 
is not unusual in a normal preg­
nancy; the retained fluids are 
excreted .during the early post­
partum period . Strict sodium -re­
striction does not nece ssarily con­
trol fluid retention. 

SUGGESTED ACTIVITIES RESOURCE AND VISUAL AIDS 

Maternal Nutrition and the 
Course of Pregnancy (book), 
National Research Council, 
Committee on Maternal 
Nutrition. 

-..J 
0 
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1. Copy of complete nutrition guidelines .  
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ment of Public Health and. the Detroit Maternity and Infant Care 

Project . 

J .  List of Dairy Council locations in Michigan. 

4 .  A table showing the pattern of weight gain - during pregnancy and. a 

prenatal weight grid. with instructions for its use . 

5 . U. S. Department of Agriculture 1968 Daily food. guide for thrifty 

families. U. S .  Government Printing Office ,  Washington, D. C. 

6. U. S .  Department of Agriculture . 1970 Food for fitness. U. S. 

Government Printing Office, Washington, D. C . 

7. U .  S. Department of Health, Education, and Welfare 1969 Food. 

for your baby's first year . U .  S .  Government Printing Office , 

Washington, D .  C. 

8. Shank, Robert E.  1970 A chink in our armor .  Nutrition Today, 

5: No . 2 (Reprint) . 

9. Arena, J. M .  1970 Contamination of the ideal food. . Nutrition 

Today, 5: No . 2 (Reprint). 

10. National Research Council 1970 Maternal Nutrition and the 

Course of Pregnancy : Summary Report. National Acadel'lzy' of 

Sciences ,  Washington, D .  C. 
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