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PREFACE

4 The report which follows represents the principal findings
and major recommendations of Phase II of the Project undertaken by
the American Public Health Association (APHA) on behalf of the United
Stateo Agency for International Development (AID)-Technical Assistance
Health Division (Contract AID/csd/2801). The Project was a col-
laborative effort of the APHA and the World Federation of Public
Health Associations (WFPHA), and focused on the role of indigenous
national voluntary health agencies and professional associations in
developing countries. Throughout the report with the initials VHO
are used, they refer to both types of voluntary organizations.

Financial support for the Project came from AID and numerous
organizations provided valuable technical assistance. Particular
recognition is given to members of the APHA International Health
Committee, and of the WFPHA Advisory Committee* who assisted staff
with Project design and analysis, and with arrangements for personal
contacts with key health leaders in the countries surveyed., The
World Health Organization (WHO) and its Regional and Country Offices
lwere particularly helpful when Project staff conducted the field
surveys. Assistance was provided also by the National Health Council
and the Association of Voluntary Action both of which provided
valuable information about the VHO sector in the United States,
Similarly, the World Council of Churches provided useful information
about the health programs of the religious organizations in developing
countries. The School of Public Health, University of Pittsburgh, and
the Department of Sociology, University of Connecticut both provided

computer time and assistance in analyzing the project data,

Appreciation is extended to the government officials and VHO

representatives in all of the 63 countries that were surveyed, for

*hefer to list in Appendix F.



" their willingness to complete project questionnaires and for their
continuing interest in Project developments.

Special thanks are offered to Dr. Hugh R. Leavell, Dy, Malcohn
H. Merrill and Dr Thomas R Hood all "of whom have at oae time or
another ‘served as directors of the Project. Special recognition isd
extended to Miss Mary Jo Kraft for her invaluable assistance in
“ editing'and preparing this report. Mr. Roger Johnson is congratulated
on his patience and endurance in preparing the graphs for the report
and Miss Mary Ann Sullivan and Mrs, Carol Pewanick for their dedication
and expertise in editing and typing the report. |

The Report contains seven chapters. The first three present
the background and outcome of Phase II; the fourth, fifth and sixth
chapters provide an in-depth analysis of Project data, and the seventh
interprets the project findings. The Appendix provides a summary

of project statistics and case studies,

In addition to the material presented, the APHA has made
preliminary analyses of specific types of VHOs. For example,
preliminary profiles have been prepared on public health, family
planning and Red Cross Societies, Although the information is available
to do in-depth studies in each of the basic 12 VHOs surveyed, Project
funds were not sufficient to carry out such activities within the scope
of the contract with AID, '

It is significant that through the Project the first known study
“of VHOs 1in developing countries was made. It is hoped that the
“interest developed will stimulate both academicians and administrators
totexplore and utilize the many interesting and important aspects

of VHOs in the developing countries. | | |
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I. INTRODUCTION
A, BACKGROUND INFORMATION

In 1970, the American Public Health Association (APHA) working
in collaboration with the World Federation of Public Health Associations
(WFPHA) initiated a project entitled "The Role of National Voiuntary
Health Organizations in Support of National Health Objectives." The
project was financed1 by the Agency for International Development (AID)
and was to be addressed to the following areas of concern: 1) what
is the prevalence of voluntary health organizations (VHOs) in AID-
assisted countries; 2) are the existing VHOs making important
contributions to the achievement of national health objectives;
3) would it be possible to accelerate improvements in the delivery
of health services by strengthening the VHOs, and 4) would conditions
permit the development of a viable voluntary health sector.

B. OBJECTIVES OF PROJECT AND METHODOLOGIES EMPLOYED

The Project was to achieve the following:

l. study and report on the status of development of
voluntary health organizations (VHOs) in AID-assisted

countries
2, 1identify the major functions which VHOs were performing

3. identify factors determining the effectiveness of VHOs
in helping achieve national health objectives

4. develop and test a methodology to facilitate improvements
in the effectiveness and efficiency of a VHO.

The Project, which was carried out over a three-year period,
was supported by a staff of three -- a Project Director, working
half-time and two full-time employees, a Senior Health Specialist
and a Project Assistant with provision for consultants,

1Contract AID/csd/2801, June 30, 1970.



' The wethodulogy included the use of questionnaires, field
surveys, two pilot demonstrations and two conferences, one regional
and the other national in scope.

At the time the Project was initiated, there were 36 AID-
asglsted countries, = After a careful review with AID personnel in
.: November 1970, it was decided that 18 of these selected by AID would
be included in the study and that other countries which were not
receiving AID assistance would be included if their national public
health association were a member of WFPHA, It was also decided that
considering the size of the Project staff, it would be impractical
to attempt to identify and prepare a directory of all of the
voluntary health organizations in the countries to be surveyed;
and that in-depth studies of a selected sample of VHOs would be

of greater value,
C. TYPES OF VHOs

There are three distinct types of voluntary health organizations:
service agencies, professional and institutional associations.

The membership of the service groups usually comprises
representatives of both the health and non~health sectors of society.
These organizations are usually concerned with a specific problem,
e.,g. tuberculosis, leprosy, blindness or with the provision of health
services for a specific segment of the population, such as women,
children and refugees.

The professional agsociations, on the other hand, are usually
concerned with a broader range of health problems and issues. While
there are some exceptions, most of these groups do not engage in the
provision of health care services., Ordinarily their focus is on up=-
grading and maintaining professional standards, stimulating public
debate on health issues, influencing health legislation and the
setting of national prioritivs. The membership of the society may
be limited to a single discipline as is the case with Dental, Medical



and’ Nursing Associations, or it may be open on a multi- discipline
;asis as is the case with Public Pealth Associations,

Institutional associations comprise groups with special areas
Aof interest and expertise such as Associations of Medical Schools
or Schools of Public Health, Hospital Associations and Health Councils,

'f All three types of VHOs were represented in the surveys
conducted during the Project and two of them, a service agency and
.& professional organization, were selected for the pilot demonstration.

All of the VHOs included in the study had the following
characteristics: they were operated on a non-profit basis; the
membership met periodically to elect officers and determine policy;
they were national in scope, independent in action and concerned
primarily with curative or preventive health issues and/or services
rather than with rehabilitation or welfare.

D. PHASING OF ACTIVITIES

As originally designed, the Project was to consist of three
phases: an exploratory phase, an in-depth data collection/analysis
and demonstration phase and a country program phase, The decision
concerning implementation of Phase III to be held in abeyance until
Phase II was completed. For details concerning the activities to be
pursued during the various phases, the reader is referred to Figure I-1
on page _ﬁ_. Phase I was completed in February 1972 and the results
of the exploratory work which had been carried out were submitted to
AID in writing on February 29, 1972, Phase II, the subject of this
report, was initiated in April of the same year.

E, PHASE II ACTIVITIES

1. Selection of VHOs for in-depth study.
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By the end of Phase I, it was evident that the
numbers and kinds of VHOs in developing countries
were far greater than originally anticipated and
that the resources available for the Project
would not permit an in-depth study of all of
them, It was decided, therefore, to survey only
12 organizations and to gather data about them
from 63 rather than 36 countries, the number of

countries surveyed during Phase I.

The VHOs selected consisted of five professional
associations and six service agencies. The former
comprised the Medical, Nursing, Dental, Occupational
Therapist: and Public Health Associations, and the
latter, the Red Cross, and the Tuberculosis, Family
Planning, Mental Health, Nutrition and Prevention of
Blindness Associations. The only institutional type
of VHO included was the Hospital Association. Since
this was the case, the data obtained has been
incorporated with data from professional associations

in all tables and figures contained in this report.

The rationale used in selecting these groups was two-fold:
they reflect a cross-section of interests and activities
and were the organizations most frequently found in the

countries that were surveyed during Phase I. The
prevalence of the 12 types of VHOs selected for

in-depth study is shown in Appendix B.
Distribution of questionnaires and results
Based on the returns and analysis of the Phase 1

questionnaires, it was decided that it was both feasible
and desirable to expand the questionnalre survey during



”iPhégé“IIf:’Théjcdvernment'andZOrga@izatibn questionnaires
wwéfé”féﬁised,'deletihg unproductive items and incorporating
new questions about fiscal arrangements, VHO-government
relations and VHO program activities. -

The revised organizational questionnaire was sent to

501 VHOs in 63 count'.'ies.1 Two hundred and eighty-eight

responses were received; a return rate of 58 per cent,

Shown in the following table are the numbers distributed,

and returned by type of organization with the per cent of

return for each. '
“

TABLE I-1: VHO QUESTIONNAIRE DISTRIBUTION AND
RETURN RATES, PHASE II

(by Type cf VHO)

L ——.

o NUMBER NUMBER PERCENT
“. TYPE OF VHO SENT RETURNED RETURNED
]
A, All Professional
and Institutional
Assoclations 248 140 57%
1. Nurses 57 37 65%
2, Medical , 52 23 447,
3. Dentists ' 50 24 48%
"4, Public Health 38 S 25 66%
5. Hospital 31 . . 15 487
6. Occupational o »
Therapists 20" 16 80%
B. All Service f‘f>, A : '
Agencies 253 148 59%
1. Red Cross | 62 o 32. 52%
2, Family Planning 55 42 767
3. Tuberculosis 49 30 617%
4. Blind .37 17 467
5. Mental Health 32 18 56%
6. Nutrition 18 -9 50%
OVERALL TOTAL 501 288 58%

PR . R

;See Appendix A.



iﬁ?*iﬁé SalwdﬁéééibnhairéBQXZSCv&éféﬁéeﬁf fo Bfé;ni;étiéh&
in developing countries and 221 to those in developed
countries, The VHO response rate for all countries was

58 per cent. It will be noted from the following Table
that the return rate from countries in East and South Asia

‘and Africa was somewhat higher than in Latin America.

_#—
TABLE I-2: VHO QUESTIONNAIRE DISTRIBUTION AND ‘
RETURN RATES, PHASE II

(for All VHOs)
W

e v . NUMBER NUMBER PERCENT

REGION SENT RETURNED RETURNED
I. All Countrics 501 288 58%
I1I, Developing Countries 280 160 57%
A. Latin America 132 . 70 53%
B, East & South Asia 90 54 60%
C. Africa 58 36 62%
'II. Developed Countries 221 128 58%

IR S

Of the 248 questionnaires sent to the five professional
“and one institutional organizations included in the study,
140 were réturned. The response from those surveyed in
the deveiOped countries was 15 per cent higher than from
those in the developing countries, Only 4 41 per cent
return was achieved in T.2iin America. (Refer to Table 1-3

on the next page.)



- .TABLE I-3: - VHO QUESTIONNAIRE DISTRIBUTION AND
RETURN RATES, PHASE II

(for Professional Associations)

NUMBER NUMBER PERCENT
REGION : SENT RETURNED RETURNED
M

. I, All Countries ' 248 140 57%
II Developing Countries 137 68 50%
*-A. Latin America oo o 29 . 41%
B. East' & South Asia Y 27 647
C. Africa ‘ , 24 12 - 50%

%iI%WDeve}ppedjCountriesfx i v»llLvmw&» D 72/ : ww GS%L;,

" The overall return rate from service agencies was, about

the same as for professional and institutional VHOs,
59 per cent as compared with 57 per cent; but in this
instance the response. from developing countries was

“higher than from developed countries as shown below,

D
‘TABLE I~4: VHO QUESTIONNAIRE DISTRIBUTION AND
' RETURN RATES, PHASE II

(for Service Agencies)

T 5
n

e

< S

; k]

NUMBER NUMBER PERCENT

REGION SENT RETURNED RETURNED
' I. All Countries 253 148 59%
II. Developing Countries 143 92 : 64%
A. Latin America . 6 41 . 67%
B. East & South Asia 48 27 56%
C. Africa 34 24 71%
1I1. Developed Countries 110 56 51%



The revised government questionnaire was sent to |

63 countries, 40 of which were classified as
developing and 23 as developed. The overall return
rate was 57 per cent with the highest return achieved
by those of developing countries.

- L .
{ TABLE I-5: VHO QUESTIONNAIRE DISTRIBUTION AND
‘ RETURN RATES, PHASE II

’ (for Government Questionnaires)

NUMBER NUMBER PERCENT

REGION SENT RETURNED RETURNED
I, All Countries 63 36 57%
II. Developing Countries 40 24 607%
A, Latin America 18 . 10 56%
B. East & South Asia 11 7 647%
C. Africa 11 7 647
III. Developed Countries 23 12 52%

e

3.  Field surveys

During Phase II, the Project staff conducted field surveys

in 13 countries,1 five in Africa, three in Europe, three in
Latin America, and one each in the Near and Far East., The
purpose was to gain additional firat-hand knowledge of the
programs, operations and problems of VHOs. During Phase I
similar field surveys had been carried out in nine countries.2
The surveys were designed to build on the questionnaire

information and to probe deeper into the structure and

1Dahomey, Ethiopia, Kenya, Nigeria, Tunisia, Belgium, England, France,
Argentina, Brazil, Chile, Iran and Japan.

2Korea, India, Indonesia, Philippines, Taiwan, Thailand, Colombia,
Costa Rica, Venezuela,



activities of VHOs. They also provided an opportunity
fof'?rojectvataff to discuss with government officials
and VHO répresentatives the kinds of impediments that

iﬁhibit the effectiveness of VHOs.

Three of the developed countries. (Belguim, England
and France) were included among those surveyed because
of their relationship as former colonial powers.

Jﬁéan was included because of its regional influence.

Each of the field surveys has been reported in detail
and copies of the reports have been submitted to AID.

Pilot demonstration projects

As a result of field surveys during Phase I, two VHOs
were identified and selected for the pilot demonstrations

that were to be conducted during Phase II.

The VHOs that were chosen were the Centro de Orientacion
Familiar (COF), a Costa Rican agency which was engaged in
sex education and family planning information activities,
and the Philippine Public Health Association (PPHA), a
multi-disciplinary, national professional group. These
organizations werc specifically chosen because of their
different levels of sophistication and their varying
health interests.

A detailed description of these pilot demonstration
projects is found in Chapter V of the report, '

Conferences

As a concluding part of Phase II activities, two VHO
conferences were held to disseminate the findings of tha

10



questionnaire and field survey analysis, and to expose
national VHO leaders to the results of the pilot
demonstration projects, The conferences were also
designed to elicit from the participants their thoughts
as to 'where we go from here." The conference in the
Philippines (July 8-11, 1974), hosted by the Philippine
Public Health Association, was an East Asian regional
conference, attended by representatives from 32 organizations
of 18 countries. The Costa Rica Conference (July 18-20,
1974), was a national meeting, hosted by the Centro de
Orientacion Familiar. It was attended by 54 VHO
representatives from 18 VHOs as well as a number of
officials from government and other organizations,

A more detailed description of the conferences ig

found in Chapter V.
Case histories

An additional data source during Phase II was obtained
from case histories prepared by representatives of
selected VHOs. Each history describes an activity
which the VHO considered successful and one which might

be of interest and value to members of other VHOs,

The Project staff was particularly intercsted in case
histories that would provide illustrative material
about methods used to increase the membership of the
organization, to secure increased financing from local
sources, to counteract health problems, to improve
programs and services, to stimulate public concern
about health problems and to increase community
participation in solving them. Summaries of the 12
histories that were submitted are found in Appendix E,

11



/1Othet ‘project activitias

“In“addition to the basic activities of the' Projact,
“iv'the staff and consultants also carried out'studies in

' gpecial interest areas.

‘. One activity involved the collection of information
“s'and the design of a presentation illustrating
* the phases of organizational development through which
~'a VHO passes as it becomes stronger and more sophisticated
in its activities. Part of this process also involved
-developing a checklist of items to be considered in
making an evaluation of a VHO. A report of the activity
1s described in detail in Chapter VI of this report.

A flow diagram illustrating all of these stages of the data
collection process included in Phases I and II is presented on

the next page.



FIGURE I-2: DATA COLLECTION anp ANALYSIS PROCESS
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II. SUMMARY.CONCLUSIONS AND-RECOMMENDATIONS™

A, CONCLUSTONS
) S Jhoy a
Three significant conclusions were derived from the study:

és

While VHOs in developing countries are contributing
in varying degrees to improving the health services,
ghey are not working to their full potential due to

a lack of expertise and resources.

f. ihe Ministries of Health in developing countries are

: héuehvmore aware and dependent on their national VHOs
yghan is generally realized, and they are expecting the
ﬁHOs to do much more in the future, particularly in
rerms of educating the public about health.

3. Without additional input it is unlikely that the goals
" of the VHOs, as perceived by themselves and their

governments, will be achieved in the immediate future,

An analysis of the data collected during the Project han
revealed that the VHO sector in developing countries, (i.e. the
voluntary service and professional associations) is entering a period
of transition., Although the three basic functions of the VHO sector
are service, education and influencing change, the degree of emphasis
placed on any one of these functions varies with respect to the
sophistication of the VHO sector, the types of health problems in
the country, and the success of the health system in meeting these
problems. In general where the VHO sector is weak, the health
problems severe, and the health delivery system inadequate, the focus
of the VHO sector is on providing health care services which supplenent
those of government. However as the VHO sector becomes more sophisti=-
cated, and as the health problems become less severe and the health

system more effective, a transition occurs in the focus of the VHO

14



sector in which-education and influencing changes~to improve the
:overall health conditions:.in the country become the priority functions,

It is the advent of this transition that was clearly indicated
by the VHOs and governments responding to the Project questionnaires
and field surveys. The service VHOs in developing countries are
presently carrying out a greater number of activities than the
professional associations and their emphasis is on providing health
care services. Governments in many of the countries provide direct
subsidies to the service VHOs, particularly in the Latin American

countries,

In the future, however, both service and professional VHOs in
developing countries reported that their major emphasis would be
placed on the following types of activities: educating the public
about health; stimulating increased citizen participation in health
activities; and undertaking innovative demonstrations and other
pioneering activities in the health field.

Governments in the developing countries unanimously share
the view of their VHOs, and not only agree on the changing emphasis
of the VHOs but also expect them to do much more in the future,
These views represent a significant turning point in the role of the
national VHOs in developing countries. The tables in Chapter IV of
this report illustrate these future perceptions of government and the

VHOs in the developing countries.

In the past, most of the professional associations in developing
countries focused their attention on protecting the interests of their
members, Little thought or action was directed toward the health needs
of the people who the health workers serve, or the conditions under
which the services are provided. The data collected from these
associations does, however, indicate their desire to take a more
active role, particularly in the area of influencing change., 1In
reporting their future areas of interest, the professional associations

anticipate emphasizing activities that will bring them in closer

15



cdntqg;;with,goyernment,»e.g,gcarrying out. pilot demonstration
Jgéfbjggps,_and assisting government in setting priorities, and planning
' §hd evaluéting health programs, Indeed, the inference can be

made that the professional associations in developing countries

hope to serve as an important link between private citizens and

the government, helping to interpret the views of one group to

the other. This move away from activities which purely serve the
self-interest of the association members, to activities which

benefit and support the health system of the country, can indeed

be a move that will strengthen the professional associations in

the developing countries,

The Project data suggests that many of the service VHOs in
the developing countries foresee their role as being that of
increasing citizen participation in seeking solutions to health
problems, The primary emphasis of these agencies has
been on the provision of direct health services to the community.
Often these health services are designed to fill in gaps in the
government service and involve administering clinics and hospitals,
In some instances there has been a successful transfer of these
services to government, so they can be expanded on a national basis,
This has been particularly true, for example, with many tuberculosis
agencies., In other instances governments indicate that the services
presently provided by the voluntary health agencies neced to be
supported and expanded. The collection of blood is perhaps the best
illustration of this pattern. In some areas, the service VHOs reported

that they look forward to transferring their clinics or hospitals over
to government, In others however, the loss of health facilities,

which are financed by government or external donors, would require
a re-evaluation of objectives, a task which some of the VHOs are

not particularly interested in undertaking at the present time.
There are two major problem areas which inhibit government

from increasing their utilization of the VHOs and as a result tend
to reduce the effectiveness of VHO activities in developing

16



countries, The first is the lack of mechanisms for fostering -

close working relationships between the organizations comprising

the VHO sector and their government, Data collected 4.1 analyzed

by the Project shows that of all the VHOs surveyed, approximately
half of them have formal relations with government. (See Chapter IV)
In the developing countries these formal relationships exist to a
much lesser extent. Resources, therefore, are widely spread,

often leading to an imbalance in their usage, Similarly, the lack
of knowledge of what other organizations are doing often results

in a duplication of activities. Thus, although the data from the
governments in developing countries suggests their desire to have

a more active VHO sector in their country, there were no satisfactory
mechanisms being used to increase coordination and communication

between the groups.

The second problem is the lack of specific policies and
procedures to assist and encourage the transfer of successful VHO
activities to government, and the subsequent identification of new
functions for the VHOs. Of the 36 governments surveyed, 80 per cent
indicated that they have not solved the problems involved in transfer.
By undertaking further investigation, hopefully the governments can

identify the necessary means to overcome these problems,

In addition to their activities, the sophistication of the
organizational characteristics of VHOs in developing countries must
be related to their ability to achieve goals. For example, well-
defined objectives and sound organizational leadership were shown in
the pilot demonstration projects to be the two most cssential elements
in strengthening a national VHO in a developing country. This appears
. to be true for both the professional associations and service agencies,
Once these two elements have been achieved, then expanded activities of

the VHO can be undertaken, and broad membership participation encouraged.

Although 69 per cent of the service agencies and 25 per cent of the

professional associations in developing countries employ full-time,
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"paid executive directors, many of these individuals work only parts-. .
time. . It would appear that some give higher priority to other . ..
activities because they view their work with the VHO as being of
secondary importance, This is particularly the case when the
individual is engaged in private practice as a professional. . Many
VHOs are not developed to the degree needed to carry out an
effective level of activity. Organizational characteristics such

as membership development, fund raising and committee participation

are not functioning fully.

Also, the data analysis has shown, that in many of the VHOs
in developing countries only key leaders from the urban areas are
members. The lack of rural leadership involvement inhibits the
organization's ability to be a truly effective body at the national
level. Sometimes the activities of the VHOs do not adhere to the
organization's stated objectives or to its potential role in helping
improve health services. In some countries, it was observed that
the VHOs are not using their resources effectively nor are they
focusing on objectives that relate to improving the delivery of health
services in their country. It can be concluded, therefore, that if the
VHO sector in developing countries is to become a viable and depend-~
able resource, active measures should be undertaken to strengthen the

organizational characteristics of its membership,

One of the major differences between the VHOs, in the developed
and developing countries, is the close relationship which has been
shown to exist between the VHOs in the developing country and their
government. Governments in these countries seem to have a good
understanding of their VHO sector and expect a great deal more from
it in the future. Unfortunately, however, the govermnments reported
that they have neither the resources nor expertise which will be
needed to strengthen the VHO sector.
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B. RECOMMENDATIONS

As a result of the findings drawn from Phase II of the
Project, it is concluded that the VHO sector in many developing
countries does have the potential for being a valuable resource,
but that this potential will not be realized in the foreseeable

future unless ways can be found to hasten the development process,

It would appear that the proper use of external sources of assist-

ance, such as the international VHOs and health organizations could

play a key role in hastening this process,

1.

It is recommended that a Phase III be undertaken to
build on the information and experience gained from
the pilot demonstrations of Phase II ana that emphasis
be placed on helping the VHO sector solve the two
major problems that are presently reducing its
effectiveness, namely coordination with other VHOs
and government and the transfer of successful
activities to government. It is further recommended
that Phase III activities be carried out in several
countries of Africa, Asia and Latin America so that
the results obtained can stimulate neighboring
countries to begin action on their own. A necessary
prerequisite, of course, will be to select countries
where there exists viable VHO leadership and
harmonious reclationships between the private and
official health sectors. It is suggested that as

a first step consideration be given to strengthening
one or more of the VHOs in the selected countries

so that others can be stimulated to take similar

actions to improve their operations,
The plan for Phase III country demonstration

projects should focus on a priority health problem

in the country, such as health services to poor
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PeoPie.' The plan should involve the VHOs in
activities where they feel best qualified and
aBié to work, such as educating and stimulating
\”1ﬁdi£izén participation in seeking solutions to
’n:ﬁéalth problems, The plan should delineate the
specific domains, both geographic and content
area, of each participating VHO; and at the

sgme time it should stimulate their interaction
with one another and their government. One '
possible approach in providing leadership to

this plan is through the national public health
associations, They more than any other type of
VHO represent a broad interest in health problems
and their membership is multi-disciplined
representing professional health workers and

lay persons interested in health. Regicnal
linkages should also be developed between VHOs

to strengthen the design of the plan, with the
eventual goal of international cooperation aimed
at improving the health of people in the developing

country,

In order that the VHOs be strengthened so that
they can maximize their contribution, it is
recommended that they be stimulated to:

a, Undertake a national effort to bulld a
strong VHO sector

The multi-disciplined public health
agsociation, because of its broad range

of health interests, is particularly
suited to initiate this effort. The

first step would involve identifying

all VHOs and their areas of action.

The second step would involve promoting
the concept of self-evaluation by each

of the VHOs, This would include reviewing
objectives to determine the degree to
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C.

which they were being achieved; identifying
existing constraints; and determining how

‘these constraints might be lessened,

Develop leadership elements

The leadership for the organization should
come from three areas: members, officers
and staff, Members should be encouraged
to be active in committees and volunteer
their services in program activities;
officers should review policy and actively
develop linkages with the community; staff
should implement programs and relate to
other voluntary and official organizations.

Whenever possible VHOs should take
advantage of all available specialized
training programs designed to strengthen
their leadership. If none exist, they
should seek assistance,

Initiate sound administrative procedures

The staff of a VHO must have a dual
personality. On one hand they must
work on a personal basis with the
members; on the other hand they must
be accountable for the financial
aspects of the organization,

Accountability and a sound public
image are directly related, Therefore
the membership and the public can
better appreciate the efficiency of
the VHO if uniform accounting and
budgeting metheds are adopted,

Increase communication and working
relationships with other VHOs and
government

The voluntary health agencies and
professional health association should

move closer together. Their complementary
resources will enable them to collaborate
successfully on issues of mutual interest,
This may be accomplished by establishing

a national VHO council. Similarly,
establishing ties with government is
essential if successful programs are to

be transferred and expanded on a national
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3.

?ﬁéﬁis:rVBoth the VHO énd‘thebgovernment .
~should desdgnate formal channels so regular
relationships can be established.

e, Increase voluntary citizen participatio
in public~health-oriented activities

With limited resources, the VHO must
depend heavily on the involvement of
volunteers if it is to expand its
activities. Both domestic and foreign
volunteers can form this manpower pool.

-The direct involvement of the citizens
ag VHO members and volunteers will also
stimulate the acceptance of new ideas
in the community. These activities should
- be undertaken, on a planned basis, in
cooperation with government.

In order that the national governments in developing
countries work in partnership with their national
VHOs and thus make the best use of public and private
resources, it is recommended that the governments:

a. Work with the national VHOs in developing
formal mechanisms for coordination and
communication

Formal independent councils, composed

of both government and VHO representatives
appear to be the most satisfactory
mechanism for coordination. Such councils
should encourage the participation of all
VHOs. One of its major functions should be
the establishment of policies governing the
transfer of activities from the VHOs to
government., In addition, it is well for
both the VHO and the divisions of government
to centralize their inter-relationships by
designating an individual or office to act
as the main contact.

Increasing communications between the
government and its VHOs is essential if
health sector program, planning and
evaluation are to utilize the VHO and
government resources more esfficiently,
and provide broader health coverage.
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b,

c,

Review national health priorities, and work

~with national VHOs in identifying areas where
_ their expertise and resources could provide
- solutions

Including the national VHO sector participation
into the national health planning process

in the country, will result in a greater
community awareness of the government's
programs. Similarly, it will stimulate the
VHOs to perform more actively, and meet
specific goals.

Develop mechanisms to increase domestic
support for national VHOs

Government cannot only increase its

moral support, but it can also increase
its in-kind support for the VHOs and
their activities., Similarly, laws which
regulate the VHOs should be reviewed and
unnecessary restrictions should be
removed.

Simultaneously, governments can undertake
measures which increase the participation

of private individuals, including government
employees, as well as local industrial

support for the national VHOs. With this support,
tax benefits and tax exemptions can be extended
to the VHOs and their private donors, which produce
benefits that far outweigh the financial loss

to government, When tax-exempt provisions are
not present, government should institute

measures to encourage private donations to

VHOs. Also, foundations and other philanthropic
mechanisms can be encouraged to develop and
support the VHOs,

Stimulate the United Nations and its member
organizations to involve both the national and
international VHOs in implementing their programs

In particular, the World Health Organization

can be encouraged by member governments to
actively involve the Non-Governmental
Organizations which have "official relationship"
in carrying out important programs on a joint
basis. Other members of the United Nations
system can also follow this pattern. The
inter-relations developed through such joint
activities will enhance and strengthen the
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4.

CULBIULIL LY paLtitipawiOn approach to solving
health problems. Action can be obtained by
involving and getting the commitment of the
community,

In order that the national VHOs in developing
countries can demonstrate their potential, it is
recommended that the international VHOs and health
organizations be encouraged to:

a.

Focus thelr resources on assisting individual
countries make an assessment of their national
VHO sector

For example, national public health associations
might be well suited to bring together the
national VHOs, compile country information,

and convene a series of conferences to assess
the current strengths and weaknesses of the
national VHOs. A specific country plan for
strengthening the VHO sector could then

emerge from these actions.

Strengthen the concept of building relationships
between VHOs in developing and developed
countries so good ideas and experiences can be
exchanged

Such cooperative assistance should be part

of a specific national VHO sector development
plan, designed to focus the national VHO
resources on a priority health problem. This
plan should be developed in coordination with
the government,

Agsistance to the national VHOs should be in
both a financial and technical form. Therefore,
special procedures should be formulated for
providing development grants to national VHOs
in developing countries. Financial assistance
from external sources should, however, be
provided on a matching basis -- both financial
and in-kind. Similarly, a world-wide roster of
consultants who can provide expert advice and
information to the VHOs should be established.
Individuals selected should be chosen for their
particular expertise in VHO activities., Such a
roster could be prepared and maintafned by the
American Public Health Association,

If financial assistance is provided to the VHOs
in developing countries, specific steps should
be taken to assure that the recipients event-
ually become financially independent,
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Aié;:ASuppbft broad membership participation in the
activities of the national VHOs

Funds directed toward the support of national
VHO programs should be designed to include
support for VHO infrastructure, For example,
within the program design, funds should be
earmarked for supporting a special membership
advisory committee to oversee the planning,
implementation and evaluation of the program,
Committee members travel support and per diem
as well as staff support can greatly encourage
broader membership participation,

d. Support the development of an international
comnunications network designed to distribute
information that would benefit the strengthening
of national VHOs

The World Federation of Public Health
Asgociations, for example, could undertake
such an activity., Presently the Federation
is sponsoring a newsletter. This could be
supplemented with national, regional, and
international conferences. Specific VHO
staff training sessions could also be
developed at the conferences with the aid
of consultants,

e, Support the transfer of successful VHO activities
to government and the subsequent establishment of
new VHO priorities

It is of particular importance in strengthening
the national VHO sector in a country, that VHOs
be encouraged to undertake innovative demonstration
projects rather than expensive long-term service
programs, Foreign support should then assist

the governments to employ the successful methods.
The VHOs should likewise be encouraged to under-
take new activities and appropriate support
should be provided. Mechanisms for encouraging
and carrying out a smooth transfer of activities
should be developed.

f. Support the understanding of voluntarism within
the academic community in developing countries

Critically needed in developing countries is a
firm base from which voluntarism may be analyzed
and promoted. Foreign training grants, and field
tripsg provided to professors in schools of health
sciences and to the leaders of the VHOs, will help
strengthen this base,
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© III.  ORGANIZATIONAL CHARACTERISTICS OF VHOs IN DEVELOPING COUNTRIES

In cuu J.m.touucculn 0L tnls teporc, tne cnaracuerlsl::.cs or
national’ voluntary health organizations were discussed and reasons
were given for selecting the twelve VHOs as a sample group. The
statistical data analysis is based on the information received from
the VHOs and governments in the 63 countries surveyed who completed

the Phase II questionnaires.
A, PREVALENCE

Prior to reviewing the organizational charasteristics of the
VHOs, an analysis was made of the distribution of the sample group
of 12 VHOs in the 63 countries being surveyed. Determining the
prevalence of the VHOs, provided the Project with an understanding
of the statistical "universe' that the researchers dealt with,

Only a few countries have complete lists of national voluntary
health organizations. Constructing a reliable list of the voluntary
health organizations in each of the 63 countries being studied was
not thought to be feasible considering the resources and time
constraints placed on the Project. Nor was it the purpose of the
Project to produce a directory. The construction of a country
directory of national VHOs and their resources was thought, however,
to be an important task that could be accomplished in several

countries if Phase III of the Project was undertaken,

The prevalence of members of the saﬁple group of VHOs was

determined by identifying the presence or absence of each of the

12 organizations in the 63 countries being studied. The results of
this analysis are illustrated in Appendix B, It can be seen that
there is a large degree of variation in the number of voluntary health
organizations present in each country. Seven of the 63 countries have
all 12 of the organizations, and an equal number have three or fewer
organizations. Generally speaking, the developed countries have more

of the 12 voluntary health organizations than do the developing
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countries, However, there are several exceptions. Within the
small number of Eastern European countries included in the study,
all have a relatively small number of organizations. On the
other hand, a small number of the developing countries, such as
Venezuela, India, Korea, and the Philippines have a relatively
large number of the basic 12 VHOs, '

The prevalence of the professional and the service agencies
is in general equally balanced in all countries. One interesting
exception is Chile, where although seven of the 12 VHOs were present,
only two were service; the remaining five were professional, This
was confirmed later in the field surveys, and was attributed not
only to the fact that the government in Chile had nationalized all
of the health services, but that they had also instituted
restrictive regulations on the service agencies., The professional
associations, however, were totally independent in Chile, and
exercised a great influence on both government and the private

sector.

Within the service and professional organizetion groups, the
two most frequently found service agencies were the Red Cross
Society and the family planning agency. The most frequently found
professional associations were the Nurses and Medical Associations.
These organizations not only represent an older VHO, but they are

usually more complex in their organizational characteristics.

The overall conclusion to be drawn from this prevalence
analysis is that national voluntary health agencies and professional
associations do exist and are present in varying degrees in

developing countries,
B. ORGANIZATIONAL CHARACTERISTICS OF VHOs

Organizations vary in complexity from those having a few
members performing a limited task in a small geographic region
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to those having thousands of members perforning complex tasks in
| anﬁggﬁi;e:nhtion. Regardless of their size, complexity, and scope
,ofkoperation, however, organizations share some common dimensions
and can be validly contrasted with one another, In discussing the
organizational characteristics of the VHOs, attention is focused on the
factors common to an effectively operating voluntary organization.
Organizations, by definition, are pursuing specific goals and their
effectiveness refers to the success they have in achieving their
goals, Although pursuing different goals may call for different
types of organizational structures, it has been repeatedly observed
that there are a number of organizational characteristics which are
common to most effective organizations, regardless of the goals

they are pursuing.

Data presented on the voluntary health (service) agencies
and professional associations in the following graphs is divided
into six parts: information for all 63 countries surveyed; for
developed countries only; for developing (i.e. AID-assisted)
countries; and regional information for developing countries in
Latin America, Asia and Africa.

1. Membership size, sex composition, and social standing

The size of an organization's membership is an important
variable which can have an impact on many aspects of its
operation. A large membership indicates that the
organization is meeting its goal in an effective manner.
A decline in membership often forewarns of a loss in
effective operation, Also, the larger the size of the
membership, the more the resources that can usually be
brought into the organization in dues and contributions,.
These resources can be used for hiring a paid staff,
undertaking a new activity, acquiring permanent office
space, or some other necessary expenditure for increasing

the organization's effectiveness,
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PERCENT OF VHOS SURVEYED

It is important to point out that the term '"membership"
as used in this study refers to those individuals who
were reported to pay dues in order to belong to the
organization., Unfortunately, there are no standardized
procedures for recording these statistics, and the
variation in the amounts paid {or membership dues in
VHOs ranges from $0.10 to $80,00 or more per year per
member. Therefore, the credibility of statistics
regarding the actual number of members as reported by

the VHOs may be questioned in some cases.

FIGURE 111-1: PERCENT OF VHOs SURVEYED HAVING 1000
OR MORE MEMBERS

(BY ALL COUNTRIES, LEVEL OF COUNTRY DEVELOPMENT, REGION,
AND BY TYPE OF VHO)

ALL DEVELOPED DEVELOPING LATIN
COUNTRIES COUNTRIES COUNTRIES AMERICA ASIA AFRICA
100- 100
| ] |
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*Number of cases

Almost half of all the voluntary health organizations
studied have large memberships (1,000 or more members).
The difference in membership size between service and
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‘professional organizations is almost negligible, i.e.,
‘only five per cent, Professional organizations tend to
have just slightly larger memberships than the service
organizations. The only noticeable exception to this
pattern is in Africa where service organizations tend

to have larger memberships than.professional organizations,
The methods for recording membership statistics, and

the relative newness of some professional associations

generally explains this situation, Eight of the service
organizations surveyed in Africa have 1,000 or more

members, whereas less than 20 per cent of the professional
organirations surveyed have the same number of members.
This finding cculd reflect a relatively low number of
health professionals in the African countries as compared
to the other regions. Only 32 of the service agencies
surveyed in Latin America have 1,000 or more members.

This finding was verified during the field surveys, and

often reflects the elitism of the membership.

Voluntary health organizations in the developed countries
tend to have much larger memberships than do those
located in the developing countries. In the developed
countries, therec are generally more doctors, nurses, and
other professionals and workers in the health field and
thus, there is a larger pool of persons eligible for
membership in VHOs than is usually the case in the

developing countries.
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Occupation of members

FIGURE I11-2: PERCENT OF VHOs SURVEYED WHERE MEMBERS
ARE PRIMARILY AEALTH WORKERS

(BY ALL COUNTRIES, LEVEL OF COUNTRY DEVELOPMENT, REGION,
AND BY TYPE OF VHO)

ALL DEVELOPED DEVELOPING LATIN
COUNTRIES COUNTRIES COUNTRIES AMERICA ASIA AFRICA
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The majof occupation of the membership of the VHOs
provides one indicator about the interests of the
members. It also suggests the breadth of interests

brought to the VHOs.

Clearly, there is a distinct variation in the primary
occupation of the membership in the professional
association and the voluntary health agency,
Virtually all of the professional organizations have
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members who are professional health workers. Only
five per cent of the professional organizations have
& majority of their members employed other than in
health occupations. Seventy-five per cent of the
service organizar.ons , on the other hand, have a
majority of their members employed in non-health
occupations, During field surveys, there were
numerous occasionsAin which a broad spectrum of
lay persons were involved as active members of
service VHOs. These vatterns generally hold for
service an¢ professional organizations regardless
of their being located in developed or developing
countries or any of the three regions being
studied.

The clear implication to be drawn from this
finding is that the membership of voluntary
health (service) agencies in developing countries
is compused primarily of individuals who are not
in health professions, but who apparently have a
keen interest in a specific health problem. The
focus for increasing the membership base of a
voluntary health agency can thercfore be aimed
toward the entire community; whercas involving
the broader community in the professional
association, with the exception of the public
heaith association, is a more difficult task.

Looking at the sex composition of membership in
the VHOs surveyed, approximately 49 per cent of
the VHOs surveyed in the developing countries

were composed primarily of males, approximately
24 per cent were composed primarily of females,

and necarly 27 per cent were composed of a nearly
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equal mixture of males and female members., The
corresponding figures for the VHOs in developed

countries is given in the table below:

TABLE III-1 : PERCENTAGE DISTRIBUTION OF VHOs, BY SEX COMPOSITION
OF VHO MEMBERSHIP AND
LEVEL OF COUNTRY DEVELOPMENT

L
SEX COMPOSITION VHOs IN VHOs IN
OF VHO DEVELOPING DEVELOPED
MEMBERSHIP COUNTRIES COUNTRIES
P — . ]
Nearly Equal Mixture of
Males and Females 27% 377%.
Predominately Male 50% 39%
Predominately Female 237% 247
TOTAL 1007 1007,
(N=147) (N=105)

R S S

When we look at the service-professional VHO
dichotomy, there is a large difference in terms

of the sex composition of the membership.

Service organizations are more likely to be made

up of female only or '"mixed" memberships than

Just solely of male members. Only 37 per cent of
the service organizations are composed primarily

of male memhers. For the professional organizations,
the respective figure is 55 per cent. Thus, more
than half of the 138 professional organizations

surveyced are male dominated organizations.
The social class standing of the membership of

an organization is often reclated to the ability

of the VHOs to gain resources from their environment,
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Also, as has been viewed, in some countries, the
higher the social class standing of individual
members, the more likely the VHOs will occupy a
powerful position in society, and thus be capable
of bringing in a relatively high level of

expertise and influence.

Most of the 288 VHOs surveyed, 78 per cent, indicatec
that their members come from middle economic class
backgrounds, and only 16 per cent feel that their
members come from upper-class backgrcunds. In
contrast, only eight per cent of the VHOs reported
that their membership was composed of lower

economic level persons.

It is important to point out the extremely broad
variation between the economic conditions in
countries and thus, the extreme variation in
economic and social-class structure, Therefore,
these findings are relative, and should be
considered only in the context of a specific

country.

Members employed by government

The major type of employer of the members of a
voluntary organization can shed some light on
the possible impact that the organization can
have on its social environment. For the present
study, the major type of employer was reduced

to two categories - those employed by the
government and those employed by private

organizations or self-employed,



FIGURE I11-3: PERCENT OF VHOs SURVEYED WHERE MEMBERS ARE
EMPLOYED PRIMARILY BY GOVERNMENT

(BY ALL COUNTRIES, LEVEL OF COUNTRY DEVELOPMENT, REGION,
AND BY TYPE OF VHO)
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Fifty-four per cent of all the professional
associations surveyed reported that the majority
of their members were employed by government,
while only 26 per cent of the service agencies
reported the same. This same pattern exists in
breakdowns between the developed and developing
countries, with the VHO percentages in developed
countries being approximately one-fifth less than

those in the developing countries.

In the three regions where most of the developing

countries are located, the basic pattern continues
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'to exist with the interesting example in Latin
America where 77 per cent of the professional
associations reported that government was the'

primary eméloyer of their membership.

" ‘The implications to be drawn frem these findings’
" guggest that as a group, VHOs in the developing
countries have a greater quantity of their
membership employed by government than do the
VHOs in devéloped countries.

“In addition, consistently, professional
.associations in developing countries had
more of their members employed by'government

than did the service agencies.

*ilFiéld trips confirmed these findings,
barticularly in Latin America. The major
explanation for the high degree of membership -
employed by government is the fact that '
governments in developing countries are not
only the major provider of health services,
but also that government 1s usually the

largest employer.

The resultant effect of this situation is that
government employees in developing countries
play a dual role -- not only do they work for
the government, but they also plan an active
role as a member of a VHO, and contribute to
the improvement of health services in their

country.
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The date when an organization was founded can be
an indicator of its degree of effectiveness. For

example, older more established organizations

frequently receive greater legitimization from

the community and, hence, they receive more support

from their social environment than do "newer"

organizations,

A comparison of developed and developing countries

shows that nearly two-thirds of the VHOs surveyed

in developed countries were established before 1940,
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while the same holds true for only ome-third of the
VHOs surveyed in developing countries,

In the:'developing countries, professional organizations

tend to be slightly older than the service organizations,

This finding holds for all of the regions except Africa
“~where almost as many professional as service organizations

- were formed prior to 1940,

These findings suggest that the majority of VHOs in
developing countries are less than thirty years old,
and that the professional associations were established

before the service agencies,

5., Paild executive director

IGURE T11-5: PERCENT OF VHOs SURVEYED HAVING AT LEAST
ONE PAID EXECUTIVE DIRECTOR

(BY ALL COUNTRIES, LEVEL OF COUNTRY,DEVELOPMENT, REGION,
AND BY TYPE OF VHO)
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- One of the most important characteristics of a
voluntary organization is the presence of a full-
time paid executive director, The amount which .
an organization can accomplish increases
significantly when it goes from relying on
volunteer help in adding just one full-time,
paid staff member. In analyzing questionnaire
returns, those VHOs which did report a full-
time executive director had more complex
organizational characteristics and more
activities,

Of those VHOs surveyed in developing countries,
69 per cent of the service agencies had paid
executive directors, while only 25 per cent of

the professional associations had the same.

VHOs éurveyed in the developed countries are
more likely to have paid executive directors
than VHOs in developing countries. Of the
service agencies surveyed in developed countries,
75 per cent have paid executive directors;
similarly, 56 per cent of the professional

associations have paid executive directors.

Relying solely on volunteers to run an organization
can be risky as other duties can frequently
interfere with the volunteers commitment to the
organization., Whenr people are volunteering their
help, they at times tend to feel less commited

to put the activities of the organization before
other activities. With a paid executive director,
the affairs of the organization are dealt with on

a daily and continuing basis, and this allows for

the efficient coordination of the organization's
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activities. Responsibility becomes localized and
the members, as well as individuals and organizations
not affiliated with the VHO, can rely upon being able
to contact one person who can provide them with
information. A government official, for example,

can contact the paid staff member and be fairly
confident that he is dealing with someone hired

to speak for the organization.

It was for these reasons that one of the major
hypotheses in the pilot demonstration project was
to test the value of the presence of a full-time

paid executive director,

6. Number of Branches
FIGURE 111-6: PERCENT OF VHOs SURVEYED HAVING ELEVEN
OR MORE BRANCHES
{BY ALL COUNTRIES, LEVEL OF COUNTRY DEVELOPMENT, REGION,
AND BY TYPE OF VHO)
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The number of branches which an organization has
can have an impact on its ability to achieve its
goals. For example, if the VHO is engaged in
providing health education to the population, it
will most likely need to have a number of branches
located in various parts of the country, if it is
to have any significant impact in terms of the

number of people reached.

Most VHOs do not have a large number of branches
(11 or more). However, those located in the
developed countries, regardless of their type,
tend to have more branches than the VHOs located
in the developing countries. Approximately one-
half of the VHOs surveyed in the developed
countries have a large number of branches, but
only a little less than one-third of the VHOs in

the developing countries have the same.

It is interesting to note the similarity in
patterns in the developed country VHOs surveyed
and the VHOs in Asia, Two of the factors
contributing to this similarity may be the older
age of the VHOs in Asia and the geographic
conditions of the countries. Many Asian countries
are either very large in land area or are composed
of numerous islands, which tend to encourage the

decentralization of organizations.

One of the conclusions to be drawn from these
findings is that the VHOs in developed countries
do not tend to be as decentralized as is cormonly
believed. Some VHOs in the United States, Canada,
and England are an exception to this pattern, In

developing countries only one-third of the VHOs
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surveyed have a large number (11 or more) of
branches, the remainder have one headquarters
building usually located in the capital city,
Several factors account for the ''capital city
focus" of the VHOs in developing countries. Often
they lack paid executive directors. The
majority of 'middle class' people who are members
of the associations live in the capital city and
are employed in the health field and therefore,
usually work for governmment. In addition, most
of these VHOs in developing countries are very

new; some are less than five years old.

7. Number of committees
FIGURE I11-7: PERCENT OF VHOs SURVE/ED HAVING SEVEN
OR MORE COMMITTEES
(Y ALL counraxes, LEVEL OF COUNTRY,DEVELOPMENT, REGION,
D BY TYPE OF VHO)
ALL DEVELOPED  DEVELOPING LATIN
COUNTRIES  COUNTRIES  COUNTRIES AMERICA ASIA AFRICA
100 -100
50 50
o-l " l—-l [_I—J] "0

*(160)(124)  ( 59)( 62) ( 91)( 62) () a)(27) (32)( )
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The number of committees in an organization is

one measure of organizational complexity, As
organizations grow and expand their activities,
their committee structures also tend to expand,

This is particularly true of voluntary organizations
where activity rates are frequehtly increased by
encouraging members to become involved in the

activities of a committee.

The number of committees reported to exist in

the VHOs surveyed, vary little between professional
and service organizations, and between developed
and developing countries, Regardless of the type
of VHOs and where they are located, approximately

one-third reported having a large number of committees ==

that is, seven or more committees.

Field surveys, however, determined that although

many VHOs in developing countries have committees
listed in their organizational By-laws, only a few
organizations have functioning committees., For those
VHOs having active committees in developing
countries, the number usually does not exceed five.

In general, it was also observed that the professional
assoclations in developing countries had a greater
number of active committees than the service agencies.
This further suggested that the service agencies in
developing countries tend to involve their membership
less frequently in their activities, than do the

professional associations,

8ize of budget

The size of an organization's budget can have a
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decided impact on its effectiveness and purpose.
A large budget, relative to domestic income and
membership size, is an indication that an

organization is meeting with success in gaining

~support from its social environment. Also, as

an organization's budget increases, it is in a
position either to begin, or add to its paid
staff and to expand its activities., This adds
tremendously to the likelihood of an
organization's ability to achieve its goal.

FIGURE I11-8: PERCENT OF VHOs SURVEYED HAVING A BUDGET
OF $50,000 OR MORE

(BY ALL COUNTRIES, LEVEL OF COUNTRY DEVELOPMENT, REGION,

AND BY TYPE OF VHO)

ALL DEVFLOPED  DEVELOPING LATIN
COUNTRIES COUATRIES  COUNTRIES AMERICA ASIA

- 100

] servICE AGENCIES

B PrOFESSIONAL ASSOCIATIONS
*Number of cases

*(134)(104)  ( 48)( 50) ( 66)( 54) 1 33‘( 13)  ( 28)( 26)

( 29X 18)

Exactly one-half of all the 288 VHOs surveyed have

-an annual budget of $50,000 (U.S, currency) or more.

As might be expected, however, service organizations
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more often have larger budgets than do professional
organizations. Two-thirds of all the service VHOs
surveyed have annual budgets exceeding $50,000, About
one~third of the professional organizations have
budgets of a similar size.

Regardless of the level of development of a
country, the budgets of service organizations

tend to be much larger than those of professional
organizations, Looking only at professional
organizations, however, we find that those located
in developing countries have much staller budgets
than those located in the developed countries,

For example, only ten per cent of the professional
organizations surveyed in developing countries have
annual budgets exceeding $50,000. 1In Asia and
Africa the percentages are slightly higher. 1In
the developed countries 60 per cent of the
professional organizations surveyed have budgets
over $50,000.

Field surveys in developing countries in the three
regions verified these findings. One of the particular
differences between the service agencies and the
professional associations in developing countries

1s the degree to which the former group provides
direct health services to the public, These services
are often supported by grants or subsidies from
government and/or the official international health
agencies. Professional associations in developing
countries, however, are usually supported entirely
from membership dues or reveiue-generating mechanisms,
such as sale of publications and income from

investments,
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9, Sources of income

h The various avenues by whi.-h a VHO obtains funds
to support itself can serve as one important
indicator of the degree and manner by which
articulation is achieved with other groups and
organizations in the surrounding social structure,
On the one hand, an inspection of the numbers
and types of contributors can suggest the legree
to which the VHO'sgoals and objectives are
recognized as important to other segments of
the population. On the other hand, sources of
income can indicate something of the VHO's
effectiveness and viability. That is, if a VHO
cannot, or does not, engender the support of the
wider population, as indicated by the numbers
and types of contributions to the organizationms,
the achievement of its goals in the wider
society may become impossible. Indeed,
depending on the scope of its objectives, the
VHO may not survive if such support is
lacking, unless, ~f course, foreign donor
assistance is forthcoming and continuous. Another
relevant consideration is the importance which
different sources of income may have in influencing

the structure and goals of VHOs.

Respondents to the study were requested not only
to indicate the size of tkeir 1971 budget, but
also to indicate the percentage of their budget
derived from various sources. The percentages

reported were grouped into four main categories:
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a. -domestic government sources

= direct subsidies to support the VHO
annual budget

= contracts and grants to carry out
specific programs : ‘

b. domestic voluntary contributions

- mehbership dues
- glfts or donations from the public
- gifts or donations from industry

€. revenue sources
- payments from service projects or
publications
- proceeds from lotteries and sweepstakes
- seal sales, semi~postal sales, interests
and investments

d. international sources

- grants from foreign governmments

- grants from forecign, nongovernmental
organizations

- grants from international organizations
- grants from the United Nations (including
WHO, UNDP, UNICEF, UNFPA)

After grouping the reported percentages in the above
four categorics, an extensive analysis of the data was
undertaken. The findings from this analysis are presented
in Figure III-2 on the following page.
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FIGURE II1I-9: PERCENT or VHO INCOME RECEIVED rrom VARIOUS
SOURCES, By TYPE oF VHO SURVEYED
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Figure III-9 {llustrates the sources of income

for the 288 VHOs in the 63 countries surveyed, and
more specifically for the 148 service VHOs and

140 professional VHOs surveyed. Dramatic differences
are observed in the latter group of statistics,
While professional associations.depend on member-
ship fees of 75 per cent as their primary source of
income, the service VHOs have four, rather balanced
sources: voluntary contributions, revenue,
government assistance, and international assistance,
Professional associations, in general, receive very

little of their income from international sources.

The most outstanding differences between VHOs in
developing countries and those in developed countries
lies in the percentage of income derived from
international sources. VHOs in developing countries
get, on the average, 18 per cent from international
Bources, wherecas those in developed countries get

only two per cent. This greater proportion of income
from international sources for VHOs in developing
countries appears to be associated with their
receiving less income from voluntary sources. In
developed countries, VHOs received 61 per cent of
their income from voluntary sources, whereas those

in developingy countries got approximately 49 per cent,
In analyzing the professional and service VHOs in
developing countries, it was observed that the service
VHOs in developing countries surveyed, receive almost
one-third of vheir income from international sources,
and almost one-fifth from their government, Subsequently,
only 31 per cent cf their income comes from voluntary
contributions, 1In coutrast, professional associations

in developing countries receive three~fourths of their
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10,

.income from membership rees.
Rkt R T e e EPE

;wggleltﬁis finding regarding the greater proport;on of
;ihcéme from international sources for service VHOs in
‘dgyéléping countries is certainly not unexpected, there
is‘evidence from the field surveyé which suggests that
‘the dependence on international funding has important
imﬁlications for the characteristics and structure of
VHOs. Specifically, it has been found that service '
VHOB having large sources of foreign income frequently
‘have small memberships, few committees, and little
intefest in soliciting domestic funding via voluntary
contributions from the private sector. (See Figure III-10)

Sy, o

Ekpenditures‘

_The expenditures for the VHOs were broken into two

categories: overhead and activities. Overhead
included staff salaries, office expenses, membership
and fund-raising expenses. In the case of professional
associations, meetings and conference expenses were
considered part of their activity expenses, since these
were often their major functions, (See Figure III-11)

An overall review of the 288 VHOs surveyed revealed
that 67 per cent of their funds are expended on over-
head (1.e. salaries, office expenses, etc,) and
approximately 33 per cent on the activities they
perform. The amounts vary slightly for the service
and professional associations, with the service VHOs

spending closer to one-half of their budget on

“activities, (See Figure Il.-12)
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FIGURE I11-10: PERCENT oF VHO INCOME From VARIOUS
SOURCES

(BY LEVEL OF COUNTRY DEVELOPMENT AND TYP§ OF
VHO SURVEYED IN DEVELOPING COUNTRIES
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FIGURE I1I-11: PERCENT oF VHO INCOME EXPENDED oN OVERHEAD®
AND ACTIVITIES, By TYPE or VHO SURVEYED
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FIGURE I11-12: PERCENT or VHO INCOME EXPENDED oN
OVERHEAD* anp ACTIVITIES |
(BY LEVEL OF COUNTRY DEVELOPMENT AND TYP§' OF

~ 'VHO SURVEYED IN DEVELOPING COUNTRIES

VHOs in
DEVELOPED
COUNTRIES

ALL VHOs

VHOs in
DEVELOPING
COUNTRIES

SERVICE PRut cvvavivre
AGENCIES ASSOCIATIONS
(] overHEAD
ACTIVITIES
- *Includes salaries, office expenses, etc,

53



‘A comparison of VHOs eurveyed in the developing L
and’developed countries shows a smiliar distribution
of expenditures, with the service VHOs in the
developing countries spending approximately 43
'jber*cent of their budget on activities and the
professional associations spending 39 per cent

_of their budget on activities. It is interesting.
i':j':t:hat: in the pilot demonstration project, the
‘jservice VHOs expenditure pattern conformed with
#these statistics, while the professional association
had almost the reverse situation (i.e. 31 per cent

on overhead).

Considering all the responses to the questionnaire,
the one regarding information on expenditures was
least complete. During the country interviews,

it was further learned that many VHOs, both service
and professional, do not have any standard type of
accounting system, Neither do many VHOs have an
annual budget. More often, past experience has
developed an intuitive feeling in some of the staff
and has guided their actions. In several interviews
VHO staff explained that board members of VHOs often
have resisted preparing annual budgets for several
reasons. First, many of the board members and staff
lack the expertise and therefore do not wish to
embarruss one another. Second, if a budget is
prepared, based on actual expenditures, then it
provides a rather concrete picture of the finanecial
state of the VHO. Some board members are reluctant
to have such evidence available, for fear that the
prestige and image of the organization might suffer,
particularly if such information would become public,

54



Thus, although accounting and budgeting measures
are needed in many VHOs in the developing countries,
the approach to solving this problem must be met

on a sensitive basis.

C. FINANCIAL VARIABLES

As part of the Project, several areas of VHO finances

were analyzed to determine some of the key variables which affect
the financial patterns of the VHOs,

1.

Security of funds

As with other types of formal organizations, VHOs
must be concerned not only with whether there are
sufficienc funds available to do the work at
present, bu* also whether there will be funds

for expanded and future long-range work. The
charting of intermediate range goals (i.e. 5 years)
and the allocation of resources rely on some
degree of financial security. Secure funds are
also essential in order to attract top caliber
administrators and professionals. The unpaid
contributions of time and effort to VHOs on the
part of dedicated individuals is certainly
important, especially in the ecarly, pioneering
phases of voluntary organization development,

But in order to expand and intensify the work
already being done, VHOs must increasingly develop
their professional capabilities; this is most
difficult to accomplish without some financial
security. The fact that this would have an impact

was also verified by the demonstration project,

Respondents to the organizational questionnaire
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were asked whether there is a relatively secure source of
funds from which basic staff salaries and support
'yﬁére budgeted. About one~third of all VHOs
included in the survey reported an absence of a
secure source of funds. In general, there were
no major differences between VHOs. in developing
countries and those in developed countries, or

between professional and service VHOs.

One factor found to be related to the financial

security of an organization was its age, Consider-

ing all 288 VHOs, the older ones indicated that

they were more financially secure than the younger

ones. However, 71 per cent of the young organizations
in developing countries, as compared with 37 per cent
of those in developed countries, reported having a
secure source of funds. The fact that so many of the
younger service VHOs in developing countries receive

a significant portion of their budget from international

sources may account for this observation.1

The relatively large amount of income from inter-
national sources for VHOs in developing countries is
undoubtedly a phenomenon of recent origins, Those
established since 1960 received on the average 40

per cent of their income from international donors,
while those established prior to 1960 received well
below ten per cent and, as would be expected, the

older VHOs relied more as a group on domestic voluntary

income, whether contributions or membership fees,

While international funds are presently an important

1This situation is particularly true for the family planning agencies

in developing countries, most of which were established after 1965,
and most of which receive 90 per cent or more of their income from
international sources.
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source of income for VHOs in developing countries,
it would seem hazardous for the VHOs to rely
exclusively on international sources. As govern-
ments move more and more to take over the |
responsibilities once assumed by the national

VHOs, internationel donors may see their objectives
accomplished, withdraw their support for the VHOs,
or shift their support to new priority health
problems., And if the international donor was
another government, it may wish to deal directly
with the national governments through bilateral
agreements rather than with national VHOs, once
support of certain activities is transferred to
government., Furthermore, given the vicissitudes
of international polities, international support
for VHOs may be cut off at any time. It, therefore,
would behoove VHOs, especially the younger ones in
developing countries, not to rely exclusively on
international funds, but rather to start early to
diversify their sources of income to achieve a
minimum level of security. Principal efforts,
therefore, should be placed on develbping techniques
which can assure the national VHOs in developing
countries with adequate domestic support, obtained

particularly from the private sector.

Voluntary public contributions

One of the more surprising findings of the study
was the relatively large percentage, 42 per cent,
of VHOs which reported making no attempt to solicit
public contributions. Professional VHOs surveyed
were much less likely to solicit voluntary public

contributions than were the service VHOs, It was

often noted during thc field trips that the professional
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associations in developing countries relied almost
exclusively on membership dues for their financial
support. While membership dues are important, they
generally cannot provide the financial support
necessary to sustain or expand VHO activities,

0f those organizations which reported themselves

to be actively involved in obtaining voluntary

public financial contributions, over half, 53 per
cent, singled out personal contacts by members as

the most successful method. The remainder mentioned
various other methods as being more successful,
including group contact such as speeches and
seminars, contact by mailing, and thec use of the mass
media. Many VHOs mentioned some very innovative
approaches., One national prevention of blindness
association said they held charity shows and also
gponsored film premieres, A family planning
association regularly hcld dances and raffles. In
Central America, a common technique, apparently,

is to organize public collections during the time

of religious festivals, Another method mentioned
fairly often was volunteer door-to-door solicitations,
Few VHOs in developing countries appeared to solicit

funds from local corporations,

It became obvious from both the field survey and

the pilot demonstration project that there was a
critical nced for VHOs in developing countries to
have expert consultants work with the VHO leaders
in developing appropriate fund raising techniques.,
This expertise is critically lacking in most VHOs

in developing countries.
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3,

Tax incentives

One of the most important factors influencing

the receipt of voluntary financial donations to
the VHOs is the charactor of the country's tax
laws. 1In fact, the tax laws of a country can

be either important incentives or hindrances
affecting the formation, viability and success

of VHOs. The majority, 87 per cent, of all 28§
VHOs included in the survey reported having a tax-
exempt status, Furthermore, 63 per cent of the
VHOs receiving contributions from private
individuals reported that these donations werec

tax deductible for the individual. Service VHOs
more often than professional VHOs tended to report

tax deductibility of private voluntary contributions,

While the majority of VHOs reported having tax-
exempt status for themselves and their donors,

there appeared to be a great deal of confusion
regarding these matters when VHO and government
officials were interviewed. Many VIO representatives
were unclear about the laws regarding taxation.
Representatives from VHOs within the samc country
often expressed conflicting opinions. 1n fact,

many representatives were unaware that tax exemptions
were possible. Indeed, one of the first steps one
would take in strengthening the VHO sector in a
developing country, would be a thorough assessment of

the tax regulations on private philanthropy.

39



SUMMARY

As a result of the data analysis presented in this chapter
the major organizational characteristics of 157 selected VHOs
in 43 developing countries are now undersiood in greater detall,

Of particular importance is the conciusion that far more
national VHOs exist in the developing countries than previously
we'-e known. In fact, in some developing countries, the prevalence
of VHOs is similar to that of some of the developed countries,

In most of the developing countries surveyed, professional and

service VHOs exist in nearly equal proportions,

VHOs in developing countries have very specific organizational
characteristics. Professional and service VHOs each tend to have
their own pattern, however, some characteristics ure similar.

In general, voluntary health (service) agencies surveyed in the
developing countries have the following organizational

characteristics, They are:

8. Active memberships, relatively small and usually
from the urban, capital city area, with mixed male-
female membership predominately from the middle
wlass,

b, Hembers employed as health workers represent only
one-third of the membership, and a similar amount

of the membership is employed by government,
¢. Young organizations, only 25 per cent were established
before 1940; nearly two-thirds have p. "1 executive

directors,

d, Branches and committees in many service organizations
are not functioning to their full capacity, if at all,
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£,

g.

Nearly 60 per cent of those surveyed have annual
budgets of $50,000 or over.

A high reliance on international funding, 29 per cent
of income, and high proportion of funds spent on
activities, 43 per cent,

Foreign funding supports a large number of activities,
and although this has meant financial security for the
immediate future, service VHOs have not made great
efforts to solicit domestic private support., Lack of
expertise and understanding of tax laws also contribute

to the problem.

Professional associations in the developing countries surveyed

also have defined characteristics. They are:

b.

C.

d.

Small active memberships, usually from the urban,
capital city area, with predominately male or female

membership from the middle class,

Members almost entirely employed as health workers,

and more than half work for the government,

Young organizations, but slightly older than the
service agencies (i.e. 35 per cent established before
1940).

Paid executive directors are found in only 25 per cent

of the organizations.

Branches and committees exist, but not functioning
to full potential,
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£, Financially very poor, with only five per cent

h.

having annual budgets over $50,000,

Most of the income, 73 per cent, comes from membership
contributions, and expenditures are distvibuted with
approximately one-third for activities and two-

thirds for overhead. '

Generally are more isolated from the community and

do not receive foreign support to any great extent
to perform specific activities,



IV. MAJOR FUNCTIONS OF VHOs IN DEVELOPING COUNTRIES - .

. One uf the objectives of the Project was to identiiy the
major functions which the voluntary health organizations iﬁ
developing countries were performing. Three functions were
identified. These are: service, education, and influence o:

change, VHOs carried out these functions in nine types of

activities:

1, Educating the public about health

2, Stimulating community participation

3., Demonstrating and pioneering new ideas

4, Assisting government in planning programs
5, Influencing legislation

6, Training health workers

7. Evaluating national health programs

8. Providing personal health services

9. Providing financial aid to other groups
or agencies.

A, PRESENT AND FUTURE EMPHASIS

The Phase II Questionnaire contained a scale which was designed
to measure the extent of emphasis placed on these nine activities by
the VHO. The cmphasis on activities was sought both for those which
the organization is currently undertaking and those which it
anticipates emphasizing in the future, At the same time, a separate
questionnaire was sent to the chief government health official in
each of the 63 countries asking him to indicate what he believed to
be his country's VHOs' present emphasis on cach of the nine activities,
and what future emphasis the government would like the VHOs to take,

Separate responses were requested for both the professional and service

organizations.

The interpretation of the VHOs present and future emphasis on
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activities s illustrated in’Figure IV-1, page 85 . The '
activity which received the most emphasis at the time of the survey -
was educating the public about health, This finding was true for
VHOs surveyed in both the developed and developing countries. 'The
activity which uniformly received the leact emphasis by VHOs in
developed and developing countries was "providing financial aid to

other groups and agencies."

In general, the VHOs in the 63 countries surveyed look forward
to placing the greatest portion of their increased emphasis on
"educating the public about health."

The VHOs in the developed countries were found to give a higher
priority to attempt influencing legislation than were the VHOs in
developing countries., On the other hand, VHOs in the developing
countries were providing personal health services to a greater
degree than were the VHOs in the developed countries. In the future,
however, influencing legislation will receive a higher emphasis in
both types of countries, but more notably in the developed countries,
The apparent pattern for the future is that the VHOs in developed
countries plan to give emphasis to activities which either directly
relate or affect government, while VHOs in the developing countries
plan to emphasize activities that will increase citizen awarenecss
and participation in health programs. Field observations confirmed
these findings,

In most of the developed countries, basic health services
exist and the major health problems are related to aging, population,
and environmental pollution. Therefore, the VHOs in these countries
often consider government and private industry to be prime targets
for influencing change. For example, voluntary organizations in
Japan have mobilized citizen support to pressure selected industries
to reduce pollution which was identified as a major factor causing

the spread of Minamata discase.

In contrast, VHOs in developing countries tend to focus their
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FIGURE IV-1: PRESENT anp FUTURE EMPHASIS GIVEN To
VARIOUS ACTIVITIES, As REPORTED By
VHOs (For ALL VHOs anp By LEVEL oF
COUNTRY DEVELOPMENT)
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activities on services and education, helping to f£ill gaps in the
government health service. Unlike the developed countries, the

- health problem pattern in developing countries is be*h a mixture -

of specific disease problems, such as tuberculosis, malaria,
cholera, etc., and prcblems relating to groups of people, such
as over-population and malnutrition. With‘limited resources the
VHOs in developing countries act to supplement government health
services. Probably for this reason, the VHOs in the developing
countries are planning to give higher priority to assisting their

government in planning health programs and evaluating health needs.

Figure IV-2 on page _67 illustrates the present and future

activity emphasis of all service and professional VHOs surveyed.

At the time of the survey, the professional associations
were placing greatest emphasis on influencing health legislation.
Second in importance were activities which assisted government in

planning health programs.

In the future, the service VHOs apparently will continue
to give highest priority to educating the public about health,
There will, however, be a shift in the second priority as emphasis
on the provision of health care will decrease. Taking over second
place will be stimulating community participation in hecalth programs.
These changes suggest a future in which service VHOs will come into
much more direct involvement with the people, working with them rather
than for them, Professional associations in the future apparently
will retain their major emphasis on activities which relate to
influencing legislative actions, providing assistance in national

health planning, and undertaking demonstration projects.

Figure IV-3 provides a more specific picture of the VHOs in
developing countries, (Refer to page 68.)

Professional associations in the developing countries have
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FIGURE ‘IV-2% ' ‘PRESENT anp FUTURE EMPHASIS GIVEN To
~ VARIOUS ACTIVITIES, As REPORTED sy
VHOs (Bv ALL VHOs anp By TYPE oF

VHO)
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FIGURE IV-3: PRESENT anp FUTURE EMPHASIS GIVEN To
~ VARIOUS ACTIVITIES, As REPORTED By
VHOs 1~ DEVELOPING COUNTRIES
(sy TYPE or VHO)
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rather weak organizational characteristics, and their resources

are rather few. The information in Figure IV-3, and from the field
survey indicates however, that these associatrions have a strong
desire to do much more in the future. If their hopes are to be
realized, they are likely to require external assistance,

(Detailed descriptions of VHO activities in 18 of the developing
countries surveyed are described in detail in the field survey

reports presented to AID; refer to list in Appendix B-1,)
B. GOVERNMENT PERCEPTION

Knowledgeab}e government officials in the countries surveyed
were asked to estimate the extent of emphasis presently given to
a number of activities carried out by VHOs and to indicate which
of these the governments would like to see the VHOs emphasize in

the future. (See Figure IV-4 on page 70_.)

Comparing responses from VHOs and governments, there is a
fairly high degree of consensus about the activities in which the
VHOs engage. The least agreement is found in three activities
dealing with VHO-government interaction: assisting government
in planning programs, influencing legislation, and assisting
governments in evaluating health programs. For each of these,
the VHOs feel that they arc doing much more than they are given
credit for by the government. For example, almost 60 per cent
of the VHOs feel that they are presently placing some cmphasis
on evaluating national health programs, whereas slightly less than

20 per cent of the governments feel this is the case.

A particularly interesting situation exists in relation to
government 's perception of the VHOs that provide health-care services.
Government believes the VHOs are providing more scrvices than do
the VHOs. During field surveys this question was investigated,

It was observed that government representatives, particularly in
the developing countrics, werc 80 pleased with the services performed

by VHOs that they often over-reacted as a sign of their appreciation.
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Overall, governments in the developing countries have a
rather good idea of what the VHOs are presently doing. Although
-in some instances, governments consider the VHOs to be doing
less than the VHOs feel they are doing, there is general
agreement between the two. It becomes obvious that in the
future the government will expect a great deal more from both
the service and professional associations. In all cases, the
governments surveyed have greater expectations of the VHOs, than

VHOs have of themselves.

In the future, governments expect a very high level of
activity from the VHOs in virtually all of the nine activity
areas. Again, governments consistently expect VHOs to be doing
more than the organizations feel they will be doing. However,
the differences are, for the most part, very slight. The
principal area of activity where there is a large anticipated
difference is that of being a financial resource. Approximately
50 per cent of the VHOs feel that they will place some emphasis
on this activity, while 80 per cent of tue governments would
like to sce them do so, If the VHOs are to meet this expectation,
there will have to be some major fund-r»i:ing techniques

developed.

Figures IV-5 and IV-6 on pages 72 and 73, provide a comparative viev
of VHO activity emphasis, as perceived by the governments in the
developing countries. Members of the VHOs recognized that this
interpretation of governments judgement of their activities was a

method of evaluation.
C. GOVERNMENT ASSISTANCE AND REGULATIONS

As a result of the ficld surveys, the pilot demonstration
projects, and particularly the VHO conferences, it became abundantly
clear that government plays a very key role in determining whether
the VHO sector in a country can effectively achieve its goals,
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FIGURE 1V-5: PRESENT anp FUTURE EMPHASIS GIVEN To
| VARIOUS ACTIVITIES 1n DEVELOPING

COUNTRIES As PERCEIVED By GOVERNMENTS
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FIGURE 1V-6: PRESENT anp FUTURE EMPHASIS GIVEN To
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1, Types of assistance

In every country surveyed, it was possible to identify
specific measures which government had taken to assist
and strengthen the VHO sector. These measures are
tangible proof of the interest that governments of the
developing countrles have in their VHO sector. Among
those surveyed, Iran is perhaps the country which has

the greatest proliferation of assistance mechanisms.

It was found that there is wide diversity of incentives
%
used by governments in developing countries to assist their VHOs:

~ Direct subsidies or subventions for both
recurring and non-recurring expenditures

= Tax-exempt status for VHOs and tax
deductibility for donors

Contracts with VHOs for specific services,
such as direct health care and research

= Duty-free import of drugs and equipment

- Use of government cquipment, facilities
and/or personnel for VHO projects or services

= Time off for civil servants to attend
professional meetings; volunteer their
gervices in VHOs

- Free use of government services,
including postage

- Loan of government employees to work in
VHOs, with the government usually
continuing to pay their salaries

= Gift or loans of goverpment land or
property to assist VHOs establishing
themselves

= Provision of free time on mass media
owncd by government including radio and
television

v
In no one country were all of these mechanisms present; neither was it
always true that a specific type of assistance was available to all VHOs
in the country.
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-~ Permission to use government facilities
(e.g. postal or tax system) to assist the
VHO in obtaining, funds from the public
(e.g. semi-postal stamps)

- Payment of transportation and expenses
of VHO members to attend national and
international meetings

Virtually all, 92 per cent, of the 36 governments
responding reported that they provide some sort of
assistance to the VHOs. The following table
indicates the types of government assistance given
to the VHOs,

!

TABLE IV-1: TYPES OF GOVERNMENT ASSISTANCE
PROVIDED TO VHOs

PERCENTAGE OF GOVERNMENTS

TYPE OF ASSISTANCE PROVIDING ASSISTANCE
1, Financial 867
2. Materials, Equipment
and Supplies 407
3. Personnel 37%

mm

when asked, the specific type of financial assistance,
the governments responded in the following manner:
(See Table 1V-1A)
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TABLE IV-1A: SPECIFIC TYPLS OF FINANCIAL ASSISTANCE
WHICH GOVERNMENTS PROVIDED TO VHOs

L S TR

SPECIFIC TYPE PERCENT OF GOVERNMENTS
OF FINANCIAL PROVIDING FINANCIAL
ASSISTANCE ASSISTANCE

L ]

1, Direct Support
and/or Subsidies . 84%

2. Contracts/Grants for
Special Programs or
Services 69%

3. Loans/Mortgages 19%

4, Other Types of
Assistance* 427%

*e.g., matching funds, guaranteed purchase
of publications

L

2, Laws and rcgulations

In nearly all of the countries surveyed, VHOs are
obligated by law to register under a specific branch

of government., Overall, 86 per cent of the VHOs
completing the questionnaire indicated they were
registered with government. However, VHOs in developing
countrics were registered more often indicating perhaps
a closer scrutiny of VHOs in such countries. The most
frequent departments or ministries mentioned with which
VHOs were registered were those dealing with health,
edication and social welfare, and internal affaira.

In a few countries there is a specific agency in
government which by law registers all non-profit,
public interest organizations, It was obscrved for
example that this was very often the case in those

couniries which were former British Colonies (e.g., India



Gepre

and Kenya), It is interesting that in several former

Prench and British Colonies in Africa (i.e. Tunisia,

Kenya, and Nigeria), the laws governing the voluntary
organizations are nearly direct coples of the laws from

the former colonial power. In further investigation,
however, it was found that while the mother countries had
changed their laws -- some to a significant degree ~-=- the oli

law still exists in their former colonies.

The most common reasons for registration are for tax
purposes and as a form of incorporation. In the
Philippines, for example, most of the VHOs renorted
they were registered with the Securities and Exchange
Commission., In the United States, all VHOs are
registered with the Internal Revenue Service in order

to legally obtain tax-free contributions.

The typical process involved in registration appears
to include cubmitting forms with a description of

the officers of thec association, the constitution

and by-laws, and a statement of the financial assets
of the proposed organjzation, In some countries,

the governments use the registration to assure that
the internal affairs of the VHOs are being run
properly, and that they are not abusing their special

status,

Certain types of VHOs received official recognition
from governments by being chartered through decrees
or legislative processes, This 1is most often the
case with the Red Cross associations although other
organizations also mentioned being established

through special laws. While chartered VHOs often
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' get special attention from governments in terms

of subsidies, they usually maintain their voluntary
character by soliciting public contributions, The
members of Red Cross organizations, for example, are

virtually all volunteers from the general public,

In some countries, governments have established

" special mechanisms to rczulate different aspects
of the voluntary organizations. In Lugland, for
example, government has established the Charities
Commission to assure thc hi~hest standards are
being met with private funds which are collected
by voluntary organizations., In PBrazil, a special
unik hage been set up in fovernront to review all
voluntary organ{zations receiving funds 1rom
goverrment. Evéry threc vears the voluntary
organizations must provide proof of their work
and financial scouneness. 1If government is not
satisfied with the report, it may visit the
organization to undertake an cvaluation., Rzcommended
improvement in the voluntary orgaal~ation's
character are usually implemented, although the
the goveramert does have the regulatory power to

cloge the voluntary organization.

In many of the countxfes, the service agencies

arc reqeir.d t. submit an annual activity report.
Oftan govornment inspectors will t'en come to vislt
the VHO, to be sure that proper health standards are

being net,

When surveyed, nearly 33 per cent of the governments
indicated that they require all VHOs to be audited
at least oncc every two vears, This appeared to be

more the case in the developing countries, Thus,
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many governments in developing countries already
have some mechanisms to assure that proper use is
made of funds given to the VHOs,

Sometimes governments regulations intentionally

are used to prohibit or delay the establishment

of a VHO wishing to undertake a controversial type
of activity. This has been the experience of many
family planning agencies. For example, in onc Latin
American country, it took seven years to formally
register a family planning agency. Normally, this

process takes only two to four months,

The Project undertook research1 into the specific
tax regulations which the United States government
places on VHOs, The purpose was to determine
whether past experiences in the United States might
have some value to governments in the developing
countries. Although it is recognized that the
sophist.ration of the tax system varies in the
developing countries, it was during the field
surveys that many government officials asked

about mr.chanisms that could increase private
philarthropy in their country,

Voluntarism is an intrinsic part of the United
States society. In the United States, private
philanthropy has probably developed to a greater
degree than in any other part of the world,
Specific tax regulaticns over the years have
enabled and encourapaed private citizens to

donate funds to approved charitable organizations,

such as VHOs and to deduct this donation from

lWldill, Greg, Consultant for APHA, 1974, 'Federal and State
Regulations of Charitable Organizations - A Description and

Analysis,"

79



" their taxable income, In the judgment of the
government, the benefits derived from the VHO
gector receiving these funds outweighed the loss
of funds to government, In many ways,

government has viewed tax deductions to oo
voluntary organizations as a good way to

stretch limited resources and still derive

valuable benefits,

Nevertheless, over the years there have been
abuses. Private foundations have developed

as charitable organizations, some for private
interests, others for public interests,
Although many of these foundations have
performed notably by supporting and

encouraging the work of the VHO sector and
other sectors, a few have, in the past, used
their resources for more personal interests,

In 1969, an important Tax Reform Act was
passed, in which the United States government
established a new set of rules applicable to
charitable contributions and to the operation’
of charitable organizaticns. That legislation
was designed to insurc that tax benefits
conferred on charitable organizations result

in a rcasonable commensurate public benefit, A
series of new regulations were also established
to govern the operation of private foundations,
In addition, the act defined a new catcgor& of

foundations, the private operating foundation,
By and large, most private foundations (perate

on the interecst income carned on their invested
capital. Under the provisions of the 1969 Tax
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Reform Act, the foundations are required to distribute
’a11 income currently. The Act also imposes graduated

g

wA;;ﬁcéibns in the event of failute to distribute. To
prevent avoidance of the requirement for distribution
of income by investments in growth stock or non-
productive land, the Act requires a foundation to pay
out at least a specified percentage of its average
-noncharitable assets. The minimum payout is set at
8ix per cent for taxable years, beginning in 1970,
A private operating foundation, on the other hand, 1is
not subject to the same payout requirements. By
definition, a private operating foundation is an
organization that spends substantially all, 85 per
cent, of its income direcctly for the active conduct
of the exempt purposes for which it is organized,
Public organizations, such as VHOs, may accumulate
income and are not required to distribute any corpus.
Clearly then, the provisions of the Act favor public

organizations and private-operating foundations,

Under prior law, the charitable contributions

deduction allowed for individuals gencrally was limited
to 30 per cent of the taxpayer's adjusted gross

income. In the casc of gifts to privatc foundations,
however, the deduction was limited to 20 per cent of
the taxpayer's adjusted gross income. In order to
strengthen the incentive effect of the charitable
contributions deduction for taxpayers, the Act
generally increases the 30 per cent limitation to

50 per cent, The following table illustrates these

percentages.
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TABLE IV-2: PERCENTAGE OF ADJUSTED GROSS INCOME DEDUCTIBLE TO
‘ CHARITABLE ORGANIZATIONS, BY TYPE OF DONOR

(for United States only)

R e
* TYPE OF DONOR
TYPE OF 1
CHARITABLE INDIVIDUAL PRIVATE CORPORATION
ORGANIZATION (Industry)
m——————— e R
1, Dublic Supported .
Organization 50% 5%
(e.g., VHO)
2. Private Operating
Foundation 50% 5%
3, Private Foundation 20% 5%

The implications are clear, and the predictable
results occurred as the Act took effect, Donors
moved more directly toward supporting the 'public
supported organizations" and the 'private operating

foundations."

In many devecloping countries, philanthropy is being
institutionalized. 1In this regard, the experience
of the United States may be particularly relevant
as these countries consider alternatives for
widening the base of community participation in

health activities,
D. GOVERNMENT RELATIONSHIPS
As with other types of formal voluntary organizations,

VHOs arc by definition non-governmental in orientation. They

exist for the most part In the private, nonprofit sector of

1In the casc of a corporation, the total deductions for allowable
contributions may not cxceed five per cent of taxable income,
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society, In a very real sense, it 1s often the very existence
or absence of governmental health policies and programs which
lends VHOs their manifest raison d'etre. Indeed historically,
the function of VHOs has most often been identified with providing
those health services which governments -- because of disinterest,

political pressure or lack of resources -- do not provide.

Today it is generally recognized that the provision of
basic health services is a central function of govermments, In
this regard, VHOs have classically viewed themselves as promoters
of governmental health policy reform. In fact, one criterion of
the success of VHOs has been the degrece to which governments assume

responsibility for the service programs initiated by VHOs,

The very fact that VHOs so often place themselves in a
pioneering role creates potential tensions in their relations
with governments. For example, the very establishment of a service
agency normally gives wlitness and visibility to inadequacies.
Nevertheless, VHOs have assisted government on numerous occasions
by identifying unmet nceds. It comes as no surprise, therefore,
that the relations betwecen governments and VHOs are often
characterized by ambivalence and, occasionally, open hostility,
It would be erroncous to conclude from the foregoing, however,
that government attitudes are th~ source of poor relations whenever
and wherever they occur. VHOs are often at fault with their
tactless criticism and blindness to the problems of governments.
And even when governments begin to assume the former functions of
VHOs, which the latter had set as their objective, the VHOs may
feel threatened and stubbornly intransigent to change. Although
some amount of conflict is incvitable, it is unfortunate, whoever
is to blame, that such inamicablc relations shculd occur.
Regardless of the level of development of health care in a country,
it is essential that a favorable working relationship be cstablished
between governments and VHOs s¢ that the most efficient and effective
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system can be established, given the limited resources that are: - -

available, 'Given the scope of health problems in the modern
world, it is seldom the case that there is not room for both

governments and VHOs to play a constructive role,

1,

Coordination and transfer

The word coordination, as used in this study,
refers to the process by which government and the
voluntary organizations interact with the objective
of increasing communication, and making the most
efficlent use of their resources. As has been
described carlier in this chapter, there is at
present, a difference in emphasis in the major
functions of VIiOs in the developed and developing
countries. The developed countries are focusing
on influencing change, while the VHOs in the
developing countries although moving in this
direction, are presently focusing on services and

education goals.

From field surveys, literature, rescarch and the
questionnaire data, it has been found that coordination
between government and the VHOs is dependent upon a
number of factors. One factor is the prevalence of
VHOs in a country; another {s the major function of
the VIIOs as interpreced through their activities,
Another factor is the arca of interest of the VHO

and the rclationship of this area to the interests,
both practical and political, of government. Witness,
for example, the difficulties in initiating the family
planning movement in some countries., Onc additional
factor affecting VIIO-povernment coordination is the
basic government attitude toward the VHO sector.
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Three main types of coordinating mechanisms were found
to exist in the countries studied. They are: formal
councils or committees, special units in government,

and informal meetings,

Both the governments and the VHOs were asked to indicate
which of these mechanisms they presently use. The
results are preserted in the table below.

£ T

TABLE IV-3: MECHANISMS PRESENTLY USED FOR COORDINATION
BY ALL VHOs AND GOVERNMENTS SURVEYED

Percentage of Governments and VHOs Indicating
the Presence of Various Coordination Mechanisms¥*

AT

MECHANI SM PERCENTAGE OF PERCENTAGE
FOR GOVERNMENTS OF VHOs
COORDINATION (N = 36) (N = 288)

— — —
A. Formal Council or Committee
1. With both govermment and

VHO representatives 647, 50%
2, With only government -

personnel 6% 6%
3, With only VHO personnel 147 16%

B. Special Unit in Government
4, In a Ministry or Department
to coordinate all VHOs 17% 13%
5., In a Ministry or Department
to coordinate only those

VHOs which directly relate
to them 44% 17%

C. Informal Mechanisms
6, Informal mecetings of VHO and
government personnel 56% 39%

*Both governments and VHOs very often reported more than one
mechanism for coordinating work,

[PRRmmmmmmmm S SRR R
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+-The overwhelming preference between the VHOs and
government is to achieve coordination through both
formal councils composed of government and VHO
representatives, and through informal meetings of
both VHO and government personnel. These findings
strongly suggest that initiative should be taken,
particularly in the developing countries, to assist
with the cstablishment of a formal coordinating

body where ncne is present,

During field suyveys, it was noted that in most

of the developing countries, if coordination exists,
it is frequently limited to specific groups of VHOs.
For example, in Argentina there 1s a Health Education
Council; in the Philippines a Population Council, and
in Kenya, a Council of Professional Associations. In
fact, in none of the 63 countries surveyed, was the
entire VIO sector mobilized to coordinate their
resources with government, Indeed, herein lies a
major arca where assistance could be directed,
particularly in the developing countries where resources

are so limited,

A further analysis of Project data was undertaken, and
it was found that there was a high degree of correlation
between specific VHO organizational characteristics and
the use of formal coordination mechanisms with
government., These VHO characteristics included the
presence of: very clear objectives; full-time staff;
owned office space; several branches and memberships

exceeding 1,000 persons,

In many countrics, the issuc of coordination scems to be
realistically considered only when governments begin to
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assume responsibility for activities formerly
carricd out by the VHOs. During field surveys,
it was found that no specific policies exist

for transferring activitics from VHOs to
government. More frequently, transfers are
handled by government on a case-by-casc basis,
This observation was confirmed by the Government
Organization Questionnaire. Almost 80 per cent
of the governments reported that there were no
regulations regarding transfer. Usually, the
transfer process involves a phasing process, in
which government begins to pay recurring and
capital expenditures, while “he VHO continues

to administer the program. In some instances,
for examplce in family planning agencies, the
VHOs had used governmant facilities to undertake
programs, thus making the transfer more realistic

to both the VHO and the patients,

In some instances, the lack of specific transfer

policies or guidelines results in severe disruption

and antagonism between the VHOs and government.

(Notc: Philippine Red Cross Case History, Appendix E-XII,
{1lustrates onc such situation. In other instances,
government has transferred activities over to VHOs

for an interim period -- scc Iran Red Cross Case

History, Appendix E-V.)

As with coordination, the need exists for policies
which would help in botl the transfer process and the

subsequent identification of new target areas for the

VHOs.
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2, Joint participation

Both governments and VHOs were asked whether there were
cortain types of activities which lend themselves more
readily than others to joint participation., Eighty-three
per cent of the governments said "yes", whereas, only

53 per cent of the VHOs saia "yes.'" This may indicate

an unwillingness on the part of some VHOs to be involved
with government and be supervised by them. Indeed,
during the intervicws, some VHO representatives cautioned
that too much coordination is bad for a VHO. They felt
that too close an identification with government may
reatrict their flexibility., It was also expressed that
such coordination often entangles the orpganization in

the controversies of the political process, which could
casily mean a short life for the organization, especially

where government is prone to change hands frequently.

The VHOs and governments surveyed reported several
activitics which lend themselves to joint participation.
The most frequently mentioned were health education of
the public and training of health workers. The Red Cross
organizations most often mentioned disaster relief in
cagses of natural catastrophes, epidemics, and armed
conflictc, Some blind and tuberculosis associations
participate with government in mass screening programs

of school children; the associations provide the manpower
and the governments, the equipment and facilities. In
developed countries, conference planning, resecarch and
the establishment of health standards were very frequently
cited by government as arcas when joint VHO-government
participation is cffective, Also, governments ofter
provided subsidics to VHIOs to assisk in sctting up

demonstration projects to test the fcasibility of new



health~care delivery approaches. This latter example
was found to exist particularly in the United States,
Canada, and England., In the developing countries,
service agencies often receive government grants for
running health-care facilities. In only a few of the
developing countries surveyed were governments working
with the VHO sector on a problem.solving, pilot

demonstration bhasis.

Mne of the interests of the Project was to determine
whether the VHO scctor was involved in working with
their government in sctting national health priorities,
VHOs were therefore asked il their organizations were
involved in setting priorities for national health
needs. Sixty-five pcr cent of the VHOs in develop-

ing countries said '‘yes' while only 35 per cent of

the VHOs in developed countries answered affirmatively,
Those VIi0Os which more frequently mentioned involvement
appcared to have stronger organizational characteristics.
They not only had realistic, clear objectives, but they
often owned their own offices and more f[requently had a
well-developed administrative staff. They also appeared
to have greater membership involvement within the
organization. For instance, 60 per cent of the VHOs

in developing countries citing involvement in setting

naticnal health priorities had seven or more membership

committces.

In many of the developing countries, both professional
and service VHOs were invited to participate in the
preparation of their country's five-year plan for health
and economic development., Some countries have national
health planning commissions in which members of VHOs sit
as participants. Frequentlv, VHOs carry out specific

health surveys and cpidemiological studies at the request
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"iof 'government in order to determine national
health problems and needs. Finally, in many
countries, such as the Philippines, Mexico, Canada
and the United States, VHOs present expert
testimony before their national congress in

order to influence national health legislation,

Thus, VHOs, particularly in developing countries,
do have the potential to work closely with both
the government and the pecople, in improving the

health services in their country.

E. SUMMARY

The Project has focuged on the major functions of the national
voluntary health organization in developing countries. The principal
functions of the national VHOs fall into three categories: service,
education and influencing change. To achieve these goals the VHOs
perform a wide varicty of activities; nine of which were identified

as being performed most frequently.,

An analysis of the present and anticipated future activities
of the VHO sector in developing countries reveals that there is a
transition period occurring. The major focus of the VHO sector is
moving away from scrvice functions, and more toward education and

influencing change,

More specifically, as this transition occurs, the professional
associations will begir to play an incrcasingly important 1ole in
influencing changes which can improve the health system., 3Simultaneously,
scervice agencies will undertake fewer direct health-care programs,
and focus more on education, particularly uiming toward increcasing

citizen involvement in providing solutions to health problems,
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This transition is ‘a good sign for it tends to indicate
that a basic level of health services is being formed in the
develoring countries. As govermment expands these rervices,
the VHOs will accordingly adapt to meet the new needs. In the
carlier periods of development, it can be scen that primary
concern of VHOs fell upon providing services. Today, however,
with the improvemcnt of health conditions, the unmet health
needs are beginaing to change. Both the professional and service
VII0s can work together to provide a valuable contribution to
improving and expanding the health system., This new era of
work will require a broader degree of citizen participation in
the VHO sector activities -- either via direct membership or by

volunteers,

Governments in the developing countries are dependent to
a great degrec on their VHO sector, Goverrmeits see the increased
benefits which can be derived vhen voluntary citizen participation
is an integrated parc of health activites. Goverrments are also
aware of the possibility that private funds donated to the VHOs may
be misused, and they have begun to develop a series of regulations

to insure that proper standards are being met by the VHOs,

A major arca requiring strengthening is the development of
mechanisms which will enable the governments and th. r VHO sector
to join interests, incrcase communication, and thus use their resources
to produce the maximum benefits. In some countries, formal councils
have been established in special interest arcas. but serious concern

has not been directed toward mobilizing the entire VMO sector.

The potential exists in the developing countriee for the
national VHOs to consolidate their cfforts .nd develop a strong
VHO sector which can be looked upon by goverument: as .. dependable
resource. Governments would encourage this movement, but outside
resources are required to assist the process, if it 1s to be

accomplished in the near futurc,
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1y, " PILOT DEMONSTRATION “PROJECTS
A, OBJECTIVES

Two pilot projects were carried out as a part of Phase II to
test a number of hypotheses about ways in which vcluntary health
organizations in developing countries could increase their
cffoctiveness and efficiency. From the outset, it was recognized
that no worldwide or regional generalizations would result from
two pilot undertakings but it was belicved that the results
obtained from the demonstrations would be valuable in guiding
future decisions. The organizations sclected for the pilot
demonstrations were the Philippine Public Health Association (PPHA)
and the Family Orientation Center (COF) in Costa Rica, each of
which had unique characteristics. These are summarized in

Table V-1, page 93 .

~ The hypotheses to be tested during the demonstrations were
the following:

A larger and more active membership would

increase effectiveness

Closer coordination with other VHOs and
governmental agencies would lead to the
development of activities that addressed

national health issues and problems

Greater spezificity of goals and
‘objectives would result in improvements
"in planning and evaluation and be
‘reflected in greater efficiency and

‘effectiveness
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Increased financing from domestic sources
would make the organization accountable to
the community and, therefore, be a stimulus

for achieving efficiency and effectiveness

A full-time executive director would be a
key clement in strengthening the leadership
and administration of the organization.

R X -
TABLE V-1: CHARACTERISTICS OF ORGANIZATIONS ’
SELECTED FOR PILOT PROJECTS

“

PHILTPPINE PUBLIC HEALTH CENTRO DE ORIENTACION
CHARACTERISTIC ASSOCIATION (PPHA) FAMILIAR (COF)
Philippines Costa Rica -
—— — e ——— S —

1. Category Professional Association Service Agency
2. Major Total Health Sex Education and Family

Interests Planning Information
3. Major Activities Information to Members Information to Public
4, Age 0ld - 40 years Young ~ 5 years
5. Major Financial

Support Membership - 100% Foreign Donors ~ 99%
6., Stage of Country

in "Modernization

Process' Avcrage* Above Average¥*
7. Socio-Cultural Strong Weak

Background in

Country for

Supporting

Voluntarie
8. Government Health Partially Decentralized Highly Centralized and

System ‘Divided Between the

Ministry of Health and
the Social Security
Organization

*Compared to other countries in region, ;
B ST,

Q2



it was anticipated therefore, that certain reeults or
changes would occur in PPHA and COF, for example, that their
objectives and goals would be clarified, that their membership
would increase, and that they would receive broader financial
support from domestic sources. In addition, it was anticipated
that new or extended activities would be implemented, and that
increased collaboration would occur between the VHO and other

health organizations.

. . AID approved the pilot projects on July 12, 1972, and by
'Ahgust 9, 1972, APHA staff had travelled to the Philippines and
Costa Rica, met with PPHA and COF representatives, and developed
and signed an agreement for each of the projects. AID health
officers in each of the'country missions participated in the
discussions regarding the pilot.projects.1

The implementation of each pilot project was.similar

and censisted of four stages ac fzllows:

Stage I, Self-Evaluation - Time Framez, 0-1.5 month

Each organization was asked to undertake a
self-evaluation of its organizational
characteristics and functions. A specific
list of items was included. The material
from this self-evaluation would then act
as the base line data for the project.
APHA was to assist with this process.,

lpor details refer to "Pilot Demonstration Progress Report"

submitted to AID November 6, 1972,

2Time Frame refers not to an absolute time, but rather to the
time allotted within the framework of the 24-month period of
the pilot demonstration project.

9%



itage II, Plan of Action = Time Frame, 1.5-3.0 months

Following the identification of their present

strengths and weaknesses, each organization was
asked to prepare a Plan of Operation describing
the steps it would take to strengthen itself so
that it could achieve the pilot demonstration
objectives, Specific criteria were set forth
by APHA, but additional items were also allowed.

Stage III. Implementation - Time Frame, 3.0-23 months

Following the approval of the Plan of Operation,
each organization began to implement their
strategies. Periodic monitor trips by APHA
were made to assist with this stage. An
interim evaluation was to be held during

the mid-point of the demonstration project.

Stage IV, Evaluation - Time Frame, 23-24 months

During the last month the organization was
to undertake a complete evaluation of the
effect of pilot demonstration projects., The
results of this evaluation were then to be

presented at the VHO conference,

The flow diagram in Figure V-1 on page 96 illustrates how the pilot

demonstrations were incorporated into Phases I and II of the Project.

B, INPUTS

Assistance on the part of APHA to the pilot projects was
of two types: financial and technical, Over the two-year perxiod
APHA through AID grants provided the PPHA with 527,000 and COF
with $41,600. The budgets were jointly prepared by APHA and the
pilot organizations. One of the major concerns of APHA was that
the funds provided be used by each organization to hire a full-time .
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qualified, executive director.

The table below illustrates the breakdown of each budget,
The amount budgeted for salaries was used to pay full-time executive
directors, program services, and covered travel, equipment

and supplies.

TABLE V-2
PERCENTAGE OF PILOT DEMONSTRATION
BUDGET ALLOCATED TO SALARIES AND
PROGRAM SERVICES

e S S AR

BUDGET ORGANIZATION
ITEM COF PPHA
Executive Staff $22,400 $ 9,500E
Salaries (547%)* (35%)
Program Services $19,200 $17,460
(46%) (65%)
TOTAL $41,600 $26,960
(100%) (100%)

*Numbers in parentheses are the percentages
of the total budget.

—

Finances were administered through a letter of credit established
with banks in the Philippines and Costa Rica. During the first and
second year of operations, the APHA obtained independent audits of each

organization's expenditures.

Technical assistance was also provided by APHA. This included:

1. Working throughout the project with board members
and staff to assist in the design and evaluation of

the project

lThis item 1s lower for PPHA because of a lower salary scale
in the Philippines.
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2, Meeting with the executive directors to
discuss progress and to suggest solutions

to problems

3. ‘Travel grants to enable the executive
directors to attend the 1973 APHA annual

. meeting

4, Provision of written material concerning
fund-raising and conference planning and

“1$p1ementation

5, Provision of consultants to assist the
organizations in implementing their plan

of operation

6. Encouraging and assisting the respective
organizations to-contact other voluntary
health organizations and international

agencies,

C. CONSTRAINTS

Although there were no insurmountable problems encountered
during implementation of the projects, there were several constraints

which warrant brief discussion,

It was felt by both the APHA and the pilot organizations, that
the two-year period was tono short a time in which to expect outstanding
accomplishments. From the viewpoint of APHA and the organizations,
it was considered unfortunate that additional resources were not
available so that additional short-term consultants could have worked
directly with each project. This was particularly true with regard
to fund-raising efforts, :
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On a more specific basis, the PPHA project had several
constraints, Most important was the condition of martial law
which was declared within three months after the initiation of
the project. As such, motiviating public support, holding group
meetings, and publishing news items were very restricted., In
addition, the PPHA had almost no funds of their own at the
beginning of the project, likewise its leadership was limited.

In COF the major constraint was the problem caused by
multiple funding agents, and the reluctance of COF to identify

these agents to one another prior to funding commitments.

A final constraint was that of AID itself. In the process
of administering the projects, it was apparent that there were
differences in views between individuals in different AID
departments of what the goals of the projects should be, This
lack of communication with AID occasionally did cause APHA some
confusion in identifying objectives of the pilot demonstration

project in Costa Rica,
D. OUTCOMES

In discussing the outputs of the pilot demonstrations, each
project is presented individually,

1, Philippine Public Health Association (PPHA)
Having reviewed their status, the PPHA President and
Executive Board decided upon a specific strategy for
action in achieving the pilot demonstration objectives,

In summaryl, the strategy involved the following elements:

= to hire a full-time, exccutive director and staff

1A complete description is found in the "Pilot Demonstration
Status Report" issued to AID on May 1, 1973.

99



but allocate salaries at a minimum level., This
decision was made by the PPHA to prevent friction
from occurring between the government-employed

members who themselves are paid a rather low wage,

- to initiate administrative measures within the
PPHA and to establish a permanent and active

"national secretariat with local chapters,

- to initiate activities which would stimulate
the membership and thereby increase private
citizen involvement in activities of the
association and its support of national health,

family planning and nutrition programs.

The following tables illustrate the major
achievements of the PPHA project in terms of
actual changes that occurred. (See Table V-3 on

page 101 ; Table V-4 ou page 102 )

The PPHA, a professional association, was
initially described in 1972 by its President

as little more than a "desk drawer' operation.
The PPHA, which was started in 1932, had always
been run by the President though he was neither a
paid nor full-time employee., 1In 1972, the PPHA had
1,846 members, had no continuity of policy, no
part-time paid cmployeces, nor a formal office.
Its major activity was holding its annual
convention. There had been a scientific journal,
but due to increased expenses this had been

discontinued.

After 1971, APHA agreed with PPHA to provide a
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TABLE V-3:

PILOT DEMONSTRATION

PROJECT OBJECTIVE No. 1:

AREA of EXPECTED

PHILIPPINE PUBLIC HEALTH ASSOCIATION (PPHA)

Pilot Demonstration Project

To strengthen the organizational structure

of the pilot demonstration organizations.

¢

AREAS OF

ACTUAL

CHANGE

RESULTS or CHANGES

1. CLARIFIED ORGANIZATIONAL
OBJECTIVES AND GOALS

2. IMPROVED ADMINISTRATION AND
MANAGEMENT PROCEDURES

3. INCREASED MEMBERSHIP AND PUBLIC
"INVOLVEMENT

4. BROADENED AND INCREASED FINANCIAL
PARTICIPATION

SITUATION JULY 1972

Very Broad
(e.g., "To improve the health of the
people'" making it difficult to eval-
uate any results,)
President and his staff., No admini-
strative procedures.

1,846 health professionals

-Income = $986. Membership
source of income.
-No local support,

primary

SITUATION JULY 1974

Constitution and by-laws were revised
in 1972 providing more specific objec-
tives relating to the needs of the
country and the role of PPHA,

Hired: o
-Full-time, paid secretariat located _
in oZfice loaned by the President;
~Complete budget and accounting system..
initiated;
-Membership roster was established; and
-Eight chapters were strengthened.

6,056 health professionals
(few lay members)

-Income = $5,087. Membership primary
source.

~No private donations,

-Very small industrial donations for
journal.

-""PPHA Development Fund" of $1,200.
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TABLE V-4: PHILIPPINE PUBLIC HEALTH ASSOCIATION (PPHA)

PILOT DEMONSTRATION

PROJECT OBJECTIVE No. 2:

AREA of EXPECTED
RESULIS or CHANGES

PLAN AND EXECUTE PILOT DEMONSTRATION

PROJECTS

PREPARE AND DISTRIBUTE INFORMATION
AND EDUCATIONAL MATERIALS

COLLABORATE WITH FAMILY PLANNING,
NUTRITION, AND OTHER HEALTH PROGRAMS

FORMULATE AND PROPOSE HEALTH POLICY
AND - LEGISLATION

Pilot Demonstration Project

To assist the pilot demonstration organization in initiating"

or strengthening programs which increase public support in
improving the health, family planning and/or nutrition -

services of their countrv.

A REAS OF

ACTUAL

- CHANGE

SITUATION JULY 1972

None

Annual meeting of a few hundred
members.

On an informal basis by other members.

None

SITUATION JULY 1974 — -

Project on Mindorc Island offered
volunteer health services and sani-
tary water and waste projects to
prevent cholera were started in
Carael, Cavite, Dagupau City, an
San Fermando. :

Newsletter = 5,000 monthly circulation.

Journal = 2,000 semi-annual circulation

Annual meetinz = 1,300 participants.
Scientific sessions (every 2 months).
Pictorial exhibition,

Members distributed literature for
Population Commission and a proposal
for family planning/evaluation was
submitted.

PPHA helped Civil Service with promo-
tions, and the Budget Commission with
salary scales. National "Public
Health Week" was implemented.



$22,000 grant to conduct the two-year pilot project.
Although 35 per cent was allotted for salaries and 65
per cent of the $27,000 budget was allocated for program
services, PPHA actually spent 31 per cent on
administrative personnel salaries and 69 per cent

on program services.

To strengthen its administration, PPHA first revised

its constitution. Objectives were made more specific:

a, to ralsc the standard of public health and
to upgrade the delivery of public health
service in the Philippines

b. to contribute to the solution of public
health problems

c. to disseminate knowledge concerning public
health, encourage research and generate

new knowledge

d. to help coordinate activities of
organizations dedicated to public health

e. to protect the rights and interests of
its members and to work for their

general welfare
f. to establish and foster national and
international relations, cooperation and

%
goodwill among health workers.

The revision of the Constitution and By-laws also affected

#From the Philippine Public Health Association Constitution
and By-laws - Revised 1973,
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the term of the President, 1imiting it to a maximum
of three consecutive years. Also, membership dues
were increased from $1 00 per year ‘to approximately

81,40,

The PPHA established a national secretariat and ﬁired
a full-time Executiﬁe Director, assistant and staff to-
support the organization's administrative needs. An
office was established in office space which was

provided rent-free by the government.

Although the Executive Director's background was not

in the health ficld, his talents in public relations
were helpful in getting the organization moving forward.
This employee, together with a local auditor, established
budget and record keeping procedures, membership records
and initiated procedures for coilecting membership dues.
The Executive Board was re-activated and began to meet
on a regular basis. To increase membership, and to
decentralize the organization, there was much staff

and Board Member travel to activate local chapters.

By 1974, eight chapters were functioning.

One of the most notable achievements was the 300 per cent plus
rise in dues-paying members, from 1,846 (1972) to

6,056 (1974). The new members represented a broad
multidisciplinary group of health workers. Approximately
one-third were physicinns, another third nurses, and

the remaining third included health educators,

sanitarians, midwives, dentists, medical technologists,
lawyers, and some "special members', that is, private
individuals with an interest in health, Although special
efforts were made to increase the number of non-health
professional members, these were not particularly successful

although done on a personal-contact basis,
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As the number of members increased, so also did the
income of the Association. In 1972, the income”was
$986, while in 1974, it had risen to $5,087.1 Mean-
while, however, the expenditures of the Association
had increased to more than twice that amount primarily

because of publications and conferénce expenses,

The PPHA made direct requests to private industries

in the Philippines for support, but aside from some
small fees for journal advertisements, no funds were
obtained. Although the PPHA desired to undertake a
public fund-raising campaign, and requested a technical
consultant from APHA, neither funds nor time permitted

this to occui.

An additional step in fund-raising, however, did

occur when the PPHA and APHA formally agreed in

1973 to set up a PPHA Development Fund, which was

tax deductible to donors in the United States. Soon
after, a check for $1,200 was submitted by the Philippine
membership section of the Medical Association of San

Francisco.

With these Increased resources, the Association began

to expand its activities. Most notable were the
demonstration projects it undertook, It began to
mobilize its membership and the public to volunteer

their efforts in providing solutions to particular
health problems, mainly, water and sanitation facilities,
and the provision of health services to poor, neédy
people. In a project on Mindoro Island, the PPHA
mobilized over 50 of its members together with other

volunteers who, with the assistance of the Department

1Note: the By-laws of the PPHA provide for approximately 60 per cent

of the membership fee to go to the national secretariat. The
remaining 40 per cent remains with the local chapter,
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of Health and 'Department’of Navy, over a two-day
b%ribd'provided'physiCal exams, vaccinations, well-
baby care; dental care, and other health procedures
tbeVer 2,000 of the island's residents, The success

of this activity was noted by President Marcos.

Drawing on the experience gained from a f}ve-year
WHO-Japan~-Philippines Cholera Research investigation,
several sanitary water and waste facilities were installed

at reasonable costs,

The PPHA also increased services to its membership.
This began with a monthly newsletter averaging 5,000
copies per issue, and a quarterly journal. Soon,
however, because of publication costs and the staff-
time required to distribute them, journal publication

was reduced to twice per year,

“In 1974, the PPHA held its largest annual convention,
with more than 1,300 members attending. Much of the
format for this conference was patterned after the APHA
annual meeting, which the PPHA President had attended
the previous year. Included were exhibitions, round-

table discussions, and special debates.

The PPHA also initiated a series of regular scientific
meetings, which were held every two months., These were
open to the public and covered such topics as leprosy,
paramedical workers, dental health, and fluoridation.
A portable pictorial exhibit, covering various types of
health problems and secrvices was prepared by the PPHA

and set up in various public schools,

Gradually, the PPHA began to expand its contacts with
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other private and governmental organizations. Formal
contacts were made with 20 or more organizations, including
the Departments of Health, Defense, and various voluntary
and private organizations, As thesc relationships became
more formal, the PPHA was asked to collaborate in programs.
One activity included distributing information for the
Population Commission. As the PPHA developed into a
stronger organization, many of the other professional
associations looked to it for leadership. By 1974, fifteen
of these associations, including those of midwives,
malariologists, sanitary inspectors, and epidemiologists
had become affiliate members of the PPHA.

Becausc of the political situation in the Philippines

it was extremely difficult, if not impossible, to
influence change in health policy or legislative matters.
The PPHA did, however, undertakec several actions to help.
One included a proposal to government that assistance be
provided to health workers to enable them to obtain
adequate housing near their work. PPHA also collaborated
with the Civil Service Commission to assure that members
of the PPHA received career advancement benefits. Similar

negotiations were held with the National Budget Commission,

On a national basis, it was through the efforts of the PPHA
that July 7-13, 1974 was declared by President Ferdinand E,
Marcos as "Public Health Week,'' making more pcople conscious

of the value of better public health in their lives and work.

Evaluation of the pilot demonstration was made on a periodic
basis, primarily through APHA monitor trips and reports with

APHA and PPHA board meetings. No consultants were used by
the PPHA for an outside evaluation of the project, although
funds were available for this purpose. In terms of financial

expenditures, the pattern of the PPHA represents that of
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,.-most professional associations. Aside from staff

. salaries, funds were spent mostly on conferences and
‘publications. In the PPHA situation, the amount
expended on publications, particulatrly the newsletter
‘ althouéh impressive in style and content, took perhaps
too much time from staff to warrant continuation at

the same rate of distribution,

As a measurc of the progress achieved in the project,
the APHA applied its cleven criteria1 for an effective
VHO. The twelve-point increase in the PPHA's score
shown in Table V-5 on page 109 is an indication of the

success of this project.

2., Family Oricntation Center (COF)

On completion of their sclf-analysis, COF developed a
strategy for action2 in achieving the objectives of the
pilot demonstration project. The strategy included the
following:

to hire a full-time executive director and
administrative staff, at a salary rate

equivalent to that of the private sector

to initiate new administrative measures within
COF and to decentralize the management of COF
activities

--to expand the activities of the organization --.
particularly to rural areas of the country, with
the anticipation that greater citizen awareness
of COF's abilities would result in greater citizen

1Refer to Chanter VI for details.

2A complete description is found in the "Pilot Demonstration Status
Report' issued to AID on May 1, 1973.
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TABLE V-5: PHILIPPINE PUBLIC HEALTH ASSOCIATION
PILOT DEMONSTRATION PROJECT

_EFFECTIVENESS = MEASUREMENTS

SITUATION T SITUATION DEGREE OF
(July 1972) CRITERIA (July 1974) CHANGE
.. -~ -~ -~ -~ ]
1 Has clearly specified goals and 2 +1
objectives which are periodically
reviewed.
1 Is concerned with its growth and 2 +1

dynamism and, thus, actively en~
courages the recruitment of new
members,

1 Has an active board of directors. 2 +1

1 Provides leadership development 1 0
mechanisms for members and staff,

S

0 Has strong interrelationships
established with other organiza-
tions (including governmental) on
the local, national, and interna-
tional levels.

0 Is enthusiastic abont its program, 2 +2
thus maintaining a high level of
activity.

0 Makes serious efforts to raise 1 +1
' funds from local sources.

1 Is open to new ideas and 2 +1
approaches,

0 Has a paid, professional staff 1 +1
(at least a full-time, paid exec-
utive director) who is given the
freedom to exercise imagination
and ingenuity.

0 Administers its budget and other 2 +2
business matters with sound plan=-
ning.

0 Owns or rents its own office. .0 0
Total change

during Pro-
Ject +12

CODE: O = None, 1 = Poor, 2 = Fair, 3 = Good L
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iipport! 6f ‘COF.:

ot

.....

“of the COF in terms of the changes that occured over.
1thc two-ycar period. These changes arc listed bgnéathfﬂ
the specific project objective to be achicved., (See

Table V-6 on page 111, and Table V-7 on page 112,)

In 1972, the Centro de Orientacion Familiar (COF)

was run on a part-time basis by an Episcopal priest.

It was run as a charismatic institution and on an
informal level. DBasically, it was a non-profit

service organization, primarily concerned with family
life and sex education. Most of the funds available

to the organization came from AID through the local
demographic society, the IPPF, the government, and

the Episcopal Church. The staff in 1972 was comprised
of 17 paid members and 30 '"consultants', Activities
included DIALAGO (a radio program) and training programs
for professionals and the public in the arcas of family
life and sex cducation. COF held membership in CONAPO,
The Costa Rican Population Committee, an informal
coordinating committee of government and VHO

representatives,

During the two-ycar pilot demonstration project, COF

was provided with $41,600 of which 54 per cent was
budgeted for salaries, and 46 per cent for services., At
the time the agreement was signed in July 1972, it was
understood by APHA that aside from the AID (i.e.,
Demographic Association) funds to COF, no other foreign
funds were being made available, and, therefore, that

the results of the pilot project could be measured

in these terms. Soon after the signing of the agreement,

however, additional funds from foreign donors became
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"TABLE V-6: 'CENTRO DE ORIENTACION FAMILTAR® (COF)

PILOT DEMONSTRATION
PROJECT OBJECTIVE No., 1:

AREA of EXPECTED
RESULTS or CHANGES

CLARIFIED ORGANIZATIONAL

OBJECTIVES AND GOALS

IMPROVED ADMINISTRATION AND
MANAGEMENT PROCEDURES ‘

INCREASED MEMBERSHIP AND PUBLIC
INVOLVEMENT

BROADENED AND INCREASED FINANCIAL
PARTICIPATION

Pilot Demonstration Project

To strengthen the organizational structure

of the pilot demonstration organizations.

AREAS OF ACTUAL CHANGE

#

i‘Ge,ner:al focus, e.g., on improved family

SITUATION JULY 1972

‘1ife.

Very centralized; run by a part-time
director.

Twelve members.

Ninety-five percent of income ob-
tained from foreign funds, but nearly
85 percent of this originating from
AID.

SITUATION JULY 1974~ -

-New constitution and by-laws written
in 1973 which state objectives and
methods,

-Sharpened focus on rural area health
activities.

~Organizational reform which resulted
in decentralization by specific - v=u.
departments, L
-Board of Directors were activated.

=Full-time, paid executive director. .
was hired.

~Seventy-six members that represent
numerous professions and inter-
linkages with other government and
non-government groups.

~New category of 'Friends of COF"
having no voting privileges,

-Ninety-eight percent of income" ob-
tained from foreign funds (427 from
AID and 557 from UNFPA.

-Declared a "public utility" which
entitles COF to a tax exemption,

-Local funds raised: $650,

=In kind assistance: Radio, etc.
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TABLE V-7:

PILOT DEMONSTRATION

PROJECT OBJECTIVE No, 2:

AREA of EXPECTED
RESULTS or CHANGES

PLAN AND EXECUTE PILOT DEMONSTRATION
PROJECTS

PREPARE AND DISTRIBUTE INFORMATION
AND EDUCATIONAL MATERIALS

COLLABORATE WITH FAMILY PLANNING,
NUTRITION, AND OTHER HEALTH PROGRAMS

FORMULATE AND PROPOSE HEALTH POLICY
AND LEGISLATION

CENTRO DE ORIENTACION FAMILIAR (COF)

Pilot Demonstration Project

services of their country.

AREAS OF
SITUATION JULY 1972

Program included:
~Radio program (DIALOGO);
~Lectures and courses; and,
~Consultation services,

Prepared and distributed educational
materials relating to group objec-
tives,

-Primarily coordination with other
VHOs in family planning who were
part of CONAPO.

-Coordination with the Ministry of
Health.

-via CONAPO

To assist the pilot demcnstration or
Oor strengthening programs which iner
improving the health, family plannin

ACTUAL

ganization in initiating
ease public support in
g and/or nutrition

CHANGE T
SITUATION JULY 1974

-Expanded their exis ing activities.
-Initiated a pilot demonstration pro-
ject in San Ramon in November, 1973,

-Expanded existing program and broad-
ened the health content to include -..-
venereal disease, voluntary sterzli-
zation, and nutrition emphasis,

Collaboration with:
-CONAPO;
=Ministry of Health;
~Ministry of Education; and,
-Numerous international family plan-
ning organizations =-- UN, USA, Sweder

-via CONAPO



available to COF, By the beginning of year two of
the project, COF was not only placing priority on
project objectives, but also on the objectives of
the projects being supported by other donor groups,

A new Constitution and By-laws were prepared and
approved by the General Assembly in July 1973,
However, these were again reviewed and the
recommended revisions were approved by the General
Assembly of May 1974, '

In December 1973, the Board of Directors adopted
the following as the objective of the organization.

"COF's main objective is to promote and participate
in the establishment, practical application and
divulgation of a basic philosophy for integral sex
education. In this sense, sex education is
considered as the essential foundation for

responsible parenthood."

To achieve the objective, it was agreed that COF
would undertake the following activities:

- conduct formal and informal sex education
courses in cooperation with the Ministry of
Education and the other institutions of the
Nacionale Committee for Population Activities
(CONAPO)

- preparation of audio-visual and educational

materials for the general public and for

primary and secondary school students
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condyct training programs for, community
lgggers» .

mdtivation of the community through
regular courses and radio programs

pfovisionfof a professional consultation
service for the general public

active participation in the national
rural health program, in coordination
with the Ministry of Health. |

Soon after the APHA project was initiated, the priest
who had been the part-time Director of COF, accepted
a position with an international family planning
agency in the United States, In his new position,

he continued his relationship with COF since the
agency he joined supported a COF project and he

was responsible for monitoring its implementation.
About the same time the Vice Minister of the Ministry
of Health took office as Chairman of the Board.

It was at this point that COF acted independently,
Through the process of internal politics, the head

of one of the technical divisions of COF became the
Executive Director, replacing the individual who had
been employed three months carlier when the Episcopal
priest resigned. Although retained as Assistant
Director, this individual left the organization after
a short time. With the change in staff, APHA funds
were used to top-off the Executive Director's salary

and to pay the salary of the Chief of Administration,

As these administrative changes calmed, a new
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organizational pattern began to emerge. It was
decided that the primery focus of staff would be
service activities with vesponsibility for membership
drives, fund raising, etc. to be assumed by the

members,

In 1972, the COF had only 12 members, but by 1974,
the membership had increased to 76 active associates.
Each was selectively chosen with about 40 per cent of
the new members being females. The age of the group
ranged from 20 to 55 years and among its members were
lawyers, economists, teachers, social workers and

nurses,

Throughout the COF-APHA project, one of the major
concerns was to increase local non-governmental
contributions to COF., 1In 1972, COF on its own
initiative undertook a fund-raising campaign.

Although APHA proposed that consultants be used

to assist the design of the fund-raising effort,

COF felt it had sufficient expertise. Some $2,200

was used to finance the campaign, but only $650 in
donations were obtained. Unfortunately, the target
group for the fund raising was limited to COF radio
listeners, who, although they generously donated an
average of twenty-five cents per person, were not of
the economic level to assure a successful campaign.

In addition, a donation only entitled the contributor
to become a '"Friend" rather than a member of COF, a
status which did not permit voting privileges on policy
matters of COF. Perhaps this experience best illustrates
tiie need in many VHOs to utilize the expertise and
knowledge of consultants in fund raising where lack of

expertise can only result in defeat and discouragement,
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In 1974, COF achieved "Public Utility" status
frof*the ‘government, enabling it to be tax'exempt
and-enjoy a number of other benefits. Also, the
annual sutsidy from government was increased from
$3,200 to $6,500. In spite of local fund-raising -
results, the per cent of COF budget obtained from
external donors increased from 95 per cent in 1972
to 98 per cent in 1974, New funds provided by the
United Nations Family Planning Assistance combined
with grants from other donors tended to inhibit
COF's desires to undertake any additional local

fund-raising efforts.

Although COF continued to place emphasis on the
radio program and teaching courses, it was through
the APHA initiative that the organization mcved
into the rural program. A major project was in San
Ramon, where COF used its staff and technical
capabilities to work with local health personnel

to stimulate interest in family planning.

Educational materials produced by COF extended to
broader health issues as contact between APHA and
COF increased. New subjects included nutrition,
venereal disease, sterilization, and maternal and
child health. There was also an increase in
collaboration between COF and the Ministries of
Health and Education.

Although COF continued to be a part of CONAPO,
there were few linkages developed with local
organizations outside the family planning field.
A good part of the time of the executive director
was spent meeting with representatives of the
international organizations that were sponsoring

the activities of COF and who refused possible

avenues for financial support.

116



As with the PPHA, the effectiveness measurements
-described in Chapter VI were applied to the COF

project. The results are presented in the following
table., A comparison of this table with that of the
PPHA illustrates the variation between the projects,
and the apparent levelling of 'development" that
occurred in COF, To be noted, for example is the
decrease in the participation of the board of
directors. This was perhaps related to the high
percentage of foreign funds which required staff
attention rather than that of the board due to

the day-to-day demands of such funds.

(See Table V-8 on page 118.)

E. VHO CONFERENCES

As a final part of Phase II activities, APHA together with

each of the pilot demonstration organizations, COF and PPHA,

sponsored a VHO Conference, These conferences were hosted by

the pilot demonstration organizations and held in their country.

There were three objectives to these conferences, They were:

1.

3.

To present to other national VHOs the findings
of the APHA world-wide survey of VHOs.

To present to other national VHOs the
findings of the pilot demonstration

projects.

To learn from national VHOs the major
impediments that inhibit them from providing
greater citizen support for national health,

family planning and nutrition programs.
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TABLE V-8: CENTRO DE ORIENTACION FAMILIAR
‘ PILOT DEMONSTRATION PROJECT

o _EFFECTIVENESS - MEASUREMENTS
SITUATION SITUATION DEGREE OF
(July 1972) | o - CRITERIA (July 1974) CHANGE
2 Has cleérly specified goals and 2 0
objectives which are periodically
reviewed. ,
1 Is concerned with its growth and 1 0
dynamism and, thus, actively en-
courages the recruitment of new
members,

2 Has an active hoard of directors, 1 -1

1 Provides leadership development 2 +1

mechanisms for members and staff,

2 Has strong interrelationships 3 +1

established with other organiza-
tions (including governmental) on
the local, national, and interna-
tional levels,

2 Is enthusiastic about its program, 2 0

thus maintaining a high level of
activity.

0 Makes serious efforts to raise 0 0

funds from local sources.

1 Is open to new ideas and 1 0

approaches.

0 Has a paid, professional staff 2 +2

(at least a full-time, paid exec~
utive director) who is given the
freedom to exercise imagination
and ingenuity.

1 Administers its budget and other 3 +2

business matters with sound plan=
ning.

1 Owns or rents its own office. 3 +2
Total change
during Pro-
Ject +7

CODE: O = None, 1 = Poor, 2 = Falr, 3 = Good

e —— RS
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The PPHA hosted the First Asian Regional Conference of
Public Health Associations from July 8-11, 1974, in Manilla,
Philippines. The theme of the conference was: Health is a
Community Affair. It was decided by PPHA and the APHA that the
conference would be effective if it became integrated with the
PPHA Annual Meeting, It was also decided that it should be a
regional conference. Travel for selected VHO representatives
was sponsored by AID. The first two days of the conference
were held at the World Health Organization Conference Hall, and
the last two were held at the Philippine Village Hotel.

Eighty-one representatives from 32 organizations in 18
countries attended the first two days of the conference., On the
third and fourth days, the group of foreign VHO representatives
joined with 1,300 members (i.e., nurses, physicians, health
educators, midwives, etc,) of the PPHA at their Thirty-second
Annual Meeting. This turned out to be the largest public health
meeting ever held in the Philippines. The conference was
chaired by the Secretary of Health, Dr. Gatmaiten, and was
attended by numerous dignitaries including a personal
representative of Mrs. Marcos, foreign delegates such as Dr, Bohm
of West Germany, the President of the World Federation of Public
Health Associations and Dr. Diaz, the President of the Costa Rican
Public Health Association,

The VHO delegates reviewed the APHA and PPHA programs. They
also discussed in detail the priority problems inhibiting their
being more effective national resources. Key among these was the
lack of full-time qualified executive directors. The group also
identified the need for greater coordination with one another and

with their respective governments.

Representatives of the public health associations in
attendance formed an East Asian Regional Federation of Public
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- Health Associations and the members agreed that the national

' public health associations should take the leadership in

| mobilizing the VHOs in their countries. As a result of this
"charge of duty," the President of the PPHA and the presidents
of several other public health associations began preparing |

country plans.

Aﬁ_additional outcome of the conference was the request
made by the delegates to APHA and AID to select one country,
perhaps the Philippines, where assistance would be provided
to help the public hernlth association and the national VHOs
identify the resources and implement a coordinated plan of
action. It was proposed that such a project would be both a

demonstration and stimulus to other countries in the region,

The overall estimated expense of the PPHA conference was
$38,000. Of this, nearly $20,000 was used in transportation
and per diem for the foreign delegates, These funds came from
foreign sources, primarily AID via APHA and AVS.1 The remainii
funds ($18,000) were generated locally by the PPHA, A part of
the local funds came from the Philippine Government via the
Department of Health, Numerous examples of in-kind services
were also donated to the conference (i.e., typist, paper,

personnel), Some support also came from ISVS.2

In Costa Rica, COF sponsored a national VHO conference. The
national focus was preferred since the new Minister of Health
was very interested in increasing community participation in
rural health programs. The theme of the conference was '"The
Role of National VHOs in Rural Health Programs'., It was nnld
on July 18-20, in La Catalina, just outside San Jose.

1Association for Voluntary Sterilization,
2International Secretariat for Volunteer Services.
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The objective was to bring key representatives of the national
voluntary health organizations, govermment, and local community
committees in Costa Rica together, so that they could develop

a coordinated plan of VHO support for the government's new
priority program of rural health and nutrition. Fifty-four
individuals, representing 18 different organizations, attended
the two and one-half day meeting.

The Minister of Health, Dr. Wienstock, opened the meeting,
Dr., John Cutler, APHA International Health Committee Chairman,
presented a review of the APHA/AID world-wide study of national
VHOs and Dr. Raphael Ruano, COF Director, presented a review of
the local project, Dr, William Vargas, Director of the Ministry
of Health rural health program, explained the government's new

health priorities,

A final report was presented on the last day. The
concensus of the conference was to elect a national committee
of voluntary health organizations which would assume responsibility
for a complete inventory of all national VHOs in Costa Rica and
their resources. As a result of voting, a committee of five was
composed entirely of representatives of voluntary hcalth organizations
It was decided also that a meeting of all of VHOs in Costa Rica would
be held at the Medical Association headquarters building within the

next six months.

A most interesting experience during the conference in
Costa Rica was the leadership exhibited by the public health and
medical associations when a document was distributed to the
participants for their approval. Had the proposals in the document
been adopted, much of the independence of the VHOs would have been
lost to government. The two associations recognized this and

organized an effective opposition.
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Follawing the dcfcnq of the proposnls, the public health
association held a caucus mccting with the other VHOs and
produccd another proposal which they submitted to APHA for
consideration. The focus is to work with APHA on a specific

rural health program,

The original budget for the conference was sct at $6,000,
llowever, actual cash expenscs amounted to only $1,800, with the
remainder of expenses being paid by voluntary contributions
from the participants and government. Housing and food werce
provided for by La Catalina, a German government supported

hostel where the conference was held,

F. CONCLUSIONS

The experience of working with the PPHA and COF cnabled
APHA to have a better understanding of the kinds of assistance
that would cnable a national voluntary health organization in
a developing country to incrcasc its cfficicncy and

effectiveness.

There arec two main conclusions drawn from the pilot

demonstration projccts and the conferences:

1, VHOs in developihg countries can increcase
their efficicncy and cffectiveness if they
receive well-defined financial and technical

assistance.

2, Professional associations, and particularly

N public health associations, in developing
countries can play a key role in mobilizing
and directing the resources of the VHO

gsector.
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The potential of VHOs in developing countries wasAwell
illustrated by both demonstration projects. The key to the
success of strengthening these organizations lies in their
leadership, of which the single most important element is a
full-time executive director. In addition, .it was clearly
shown in both PPHA and COF that financial support for the
full-time executive director's salary cannot alone improve
the situation., Rather, financial assistance must be
complemented by qualified, technical consultants, who help
by advising on how to define objectives, to expand membership,
to increase local financial resources, to activate committees,
and to implement and evaluate program activities. In both COF
and PPHA the need for consultants to aid domestic fund raising

is one example of this requirement.

The PPHA project and both VHO conferences pointed out
the linkages that existed between voluntary service agencies
and professional associations. While the service VHO undertakes
a variety of activities, often including some types of health
care, it was the professional associations which provide political
strength and leadership. Among the latter, the public health
assoclation, because of multi-disciplined membership, has the
potential for reaching a broad cross-section of society. The
demonstrations provided the APHA with an opportunity to learn to
work with national voluntary health organizations“in developing countries.

Initiating the pilot projects required some time, since only
a few of the national VHOs knew of the APHA or its capabilities,
The establishment of credibility and demonstration of professional
expertise were, therefore, the challenges which APHA had to meet
at the very beginning, Today, APHA is a recognized resource,

Throughout the field surveys, the APHA staff were amazed
to hear the enthusiasm of the VHO directors, particularly since
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many could hardly believe that someone was interested in their
organization. The same feeling was evidenced by the executive
board members of COF, and PPHA, who in earlier months of the
project, were reluctant to spend the funds. Their immediate
thought was to save the money for the future. ‘ ‘
The accomplishment of original objectives was a matter of
continuous concern to all, Whereas with PPHA this process was
rather straight forward, with COF it became increasingly
complicated as additional donors became involved in the design
of other projects. It, therefore, became necessary to re-evaluat
objectives to assure their complementary role to the overall
organization's development, and to the objectives of their
other donors. Unfortunately, however, it soon became apparent
that the VHO is a highly vulnerable mechanism and because of
its continuous nced for financial support, it often shifts
its goals to meet the requirements of funding agents., It
appears that when multiple-funding agents are involved, the
organization tends to shift emphasis in the direction of the

concerns of the largest donor.



VI. GROWIH AND DEVELOPMENT OF VHOs IN DEVELOPING COUNTRIES

The prevalence of national VHOs varies in the 63 developing
countries surveyed, From data obtained during field visits and
pilot demonstration projects as well as from information in the
literature, it was possible to identify some of the factors which
affect the formation and growth of VHOs in the developing countries
and to trace the stages of development through which most of them
pass. This chapter deals with both of these concepts, and in
addition, includes é check list that can be used by a VHO to

evaluate its level of development,
A, HISTORICAL DEVELOPMENT OF VOLUNTARY ORGANIZATIONS

During the past two hundred years, many countries have
undergone a series of changes resulting in what Boulding (1953)
has dubbed the '"Organizational Revolution".1 Whereas the number
of formal organizations was very small two hundred years ago,
today many countries have millions of organizations. Although
this proliferation is most noticeable with private, commercial and
governmental organizations, there has also been a sizable increase
in the number of private, non-profit voluntary organizations. In
1973, Baldwin identified the presence of more than six million
voluntary organizations in the United States.2 Although the
voluntary health organizations can be found in nearly
every social pattern throughout the world, the deepest roots can

be traced in the Anglo-American tradition,

B. D. Robertson (1966) describes this tradition in terms of
an associational society, that is one in which membership choices

are possible., It is through this practice of voluntary participation

]Boulding, Kenneth, 1953, The Organization Revolution, New York:
Harper and Row,
2Baldwin, Burt R., "An Estimation of the Number of Voliatary

Organizations in the United States,' unpublished paper, New Britain,
Ct.: Central Connecticut State College.
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of the members, that a structuraluqonneqtipnwisimadegwith;dowocr&tic
theory.l

In a further explanation of voluntary organizations, A, Rose2

(1954) points out that voluntary organizations are defined as those
structures of the community which have clearly specified purposes,

excluding the pursuit of profit, to which people belong deliberately
and from which they may resign.

It is in this style of social thinking that voluntary
organizations emerged as mechanisms for actively involving
citizen participation in health programs in countries around

the world.

In England, for example, it was in the late 17th Century
when old patterns of social and economic development were being
reformed. During this creative period, numerous Royal Charters
were established, the first in 1661, This led further to the
development of numerous voluntary health "societies" and health

professional associations, particularly during the 19th Century,

In the United States, where educational and industrial
development have been most significant over the past two
centuriecs, voluntarism has acquired a particularly significant
meaning. Perhaps voluntarism has become most important in the
health area in that voluntary activity is considered vital to
maintaining the ability of the people to do things for themselves
and to exercise a creative influence on the kinds of services
which are provided for them by government. It was particularly
in the late 19th Century, during an era in which scientific
resecarch overpowered fatalism, that numerous voluntary health

agencies and professional associations were established,

lRobertson, B. D., 1966, Voluntary Associations: A Study of Groups
in Free Socicties, Richmond, Va,, John Knox Press.

2Rose, Arnold M., 1954. Theory and Method in the Social Sciences,

Minncapolis, Minn., University of Minncsota Press,
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B, VOLUNTARY HEALTH ORGANIZATIONS

As the voluntary health organizations became more numerous,
three distinctive styles or types of organizations emerged: service
agencies, professional associations and institutional organizations.
In some cases, the service agencies operate health-care facilities,
In other instances, they may merely solicit funds from private
citizens and industries, and turn these funds over to government
go that the official health agency can undertake activities for

which government funds are not available.

The professional societies and associations often have a
wide spectrum of interests ranging from protection of their
members to the involvement of community representatives as well
as other health disciplines in identifying problems, influencing
legislation and developing national health policies and priorities.

Service agencies are more vertical in their approach,
often specializing in a special discase, or a particular health
problem which affects a certain group of people. 1In comparison,
the professional health associations look at health problems from
a horizontal approach, yet all voluntary health organizations
share a common interest -- they are seeking by one means or
another to improve the hecalth conditions in their country

through voluntary citizen participation,

C. CONCEPTS OF VOLUNTARISM

In the developing countries, the degrece of voluntarism
varies significantly with each type of voluntary health organization,
and as with the major functions, no single pattern predominates.
Some of the service agencies, such as the Red Cross, arc considered
quasi-governmental, as often their creation lies in a Royal or other

type of government charter, Many of the members of their governing
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council of such groups are appointed by government. The
professional associations have similar variations in their voluntary
aspects, For cxample, in some countries, membership in the medical

agsociation is compulsory.

In some countries, voluntarism means the full personal
dedication of time and means. In others, it means the provision
of skills during leisure time and rcimbursement of any personal

expenses incurred on behalf of the organization.

D. SOCIETAL FUNCTIONS

Today, there is an increasing consciousness of the role of
voluntary organizations in influencing the attitudes of citizens
toward change, in articulating the non-commercial interests of
private groups, and in bringing large segments of the inactive

population into active participation through a democratic process.

When the number of voluntary organizations increases to a
certain level in a society, one can speak of the voluntary sector.
In some socicties, the voluntary sector is well-developed and
performs many valuable socictal functions. 1In other societies,
with less developed voluntary sectors, these functions are either
not performed at all or are performed in a modified form by

organizations in the private profit-making and public sectors,

Without the presence of a voluntary sector in a socilety,
the potential for social innovation is seriously restricted,
Being independent, the VHOs arc capable of pursuing goals and under-
taking activitics which profit-making groups and official
agencies are often reluctant to initiate. Family planning is a good
example. In most countrics this program has been initiated
almost exclusively by voluntary agencies. The 1issues involved

arce contrnversial enough to discourage or make it difficult for
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commercial groups dnd'offiqial agencies to act until public
acceptance or tolerance is demonstrated.

Participation in the activities of a VHO also provides a
constructive outlet for the uncommitted energies of many citizens,
It gives them opportunities for the development of skills which

can positively affect their feelings of worth and sense of value,

E. COMPARATIVE VIEWS

The level of development and sophistication of the national
VHO sector in developing countries was a key area focused upon
during the implementation of the Project. To measure this, VHOs
in both the developing and developed countries were included in
the study. This frame of reference not only provided a base
line for comparison, but also an opportunity to identify the
process of transfer that has occurred between developed and

developing countries, especially those that had colonial ties.

F. INFLUENCES ON VOLUNTARISM

The basic question explored during the Project ia why do
VHOs tend more often to be found and to flourish in certain
countries, but not in others. This issue has more than mere
academic interest; there are practical considerations as well,
The health planner trying to devise the best strategy, or mix
of resources, to promote a certain health program may wish to
know whether the conditions in his country would permit the
utilization of the voluntary sector. For both the leader of a
VHO and the group of individuals who are considering the feasibility
of organizing a VHO, an awareness of the factors which influence

development helps to identify the constraints within which the
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organizatinn must operate, thus allowing the development agd

implementation of a sound management plan.

A thoughtful consideration of the factors which influence
VIO development first demands that VHOs be placed in tﬁe pfbgéf
analytical context. Consider the term "voluntary health o
organization', This is a particular type of social system.
It has a formal organization which by definition is "a stable
sct of social rclations deliberately created, with the explicit
intention of continuously accomplishing some specific goals
or purposes"1 (Stinchcome, 1965:142), Furthermore, the VHO
is an organization whosc members join of their own free will
and one where the majority do not belong for the purpose of

remunceration but do so to cxpress common interest in the health

field.

A rclevant question is whether the prevalence of voluntary
organizations is alfected by the same factors associated with
modernization as is prevalence of other types of formal
organizations, Smith (1')73)2 has amasscd cvidence from a
varicty of sources which confirms this positive relationship,
Smith concludes, 'FVO (formal voluntecer organization) prevalence
is mueh more likely to be 'significant' or 'moderate' in
industrialized countries, characterized by high urbanization,
medium or low agricultural population, high or very high Gross
Mational Product, and cconomic development rating of 'developed'
or 'intermediate', higher literacy, and higher percent of labor

force working in industry",

As voluntary organizations arc a subset of formal organizatic

so VHOs are a subset of voluntary orﬁanizations. Do these same

1Stinchcomc, 1965:142, "Social Structure and Organizations,"
Rand McNally Co., C(Chicago, Illinois

Smith, David Harton, 1973, 'Modernization and the Emergence of
Volunteer Organizations." Voluntary Action Research: 1973,
Lexington, Mass., Lexington Books.

2
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modernization factors affect the prevalence of voluntary -
organizations in the health field, that is of VHOs? To answer
this, first demanded a measure of VHO prevalence, Prior to the
implementation of the present study, there did not exist any
reliable figures regarding the prevalence of VHOs,

The indicator used for the prevalence study was 12 types
of national VHOs, These were surveyed during Phase II of the
Project. This careful selection of the various types, which
is roughly analogous to the statistical calculation of the
weighted mean, made it possible to arrive at an indicator of
the general prevalence of national VHOs in any given country
by simply counting how many of the 12 selected types existed
in a particular country. The index of prevalence of VHOs
was validated by independently relating it to other mecasures.
Each country was categorized as having either high or low
development status using five selected concomitants to
modernization: economic development status, GNP per capita,
urbanization, literacy and newspaper circulation. An analysis
showed that greater numbers of VHOs tended to be found in

countries having a higher level of modernization.,

From the above finding, it appears that as a country
becomes more modern, the conditions are ripe for developing
a VHO sector., Virtually all of the countries classified as
developed had a majority of the 12 types of VHOs included
in the study. Nevertheless, the converse was not true. There
were a significant number of the developing countries where

VHOs were well-represented in over onec-third of the developing

countries. (Note prevalence rating in Tables B-1 & B-2, Appendix B,)

The level of a country's development, therefore, cannot be the

only criteria used to predict whether VHOs will flourish in that

country,

A few of the 63 countries surveyed have a small number
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of voluntary organizations even though they are fairly well along
in the modernization process. These exceptions tend to share one
factor in common which is a domestic political situation whereby
the development of yoluntary organizations is discouraged.
Governments can actively intervene and suppress the development

of voluntary organizations thereby cancelling the impact which
modernization and socio-cultural factors would have on encouraging

their development,

Rose (1954) was among the first observers to note that the
degree of government centralization was a crucial determinant of
the degree of proliferatior of voluntary organizations, He
attempted to explain why tyo developed countries, France and the
United States, differed so markedly wi:h respect to the
prevalence of voluntary organizations. After indicating that
there are many more such organizations per capita in the United
States than in France, he observes that for well-known historical
reasons, France developed a strong cenpral government, attending
to most of the basic social welfare needs of individuals, whereas
in the United States, morc of these functions were delegated to
the local governments, In France, domocracy is interpreted as a
direct relationship between the state and the citizens. A
voluntary organization is often viewed in France as an intermediate
or third party hindering this relationship. Interviews with
officials in France suggest che public image of French VHOs being
benevolent, charitable organizations helping the poor. The idea
of paternalism, rather than community involvement, has prevailed
in the past. The development of voluntary organizations is thus
influenced by the presence or absence of strong centralized

governments.

That VHOs in particular are affected by the centralization of
government is given empirical support by the data collucted for
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this study; The countries included in the study were classified
into whether groups were free to organize and pursue goals which
may lead them into disagreement with governmental organizations
and agencies. TLls variable, "freedom of group opposition'" was
adapted from Banks and Textor's work.1 Relating this variable to
the indicator of VHO prevalence, it was conélusively shown that in
those countries where groups are free to organize, large
proportions of the 12 VHO types were found. Ninety per cent

of the countries which are high on freedom of group opposition

also have a large number of VHOs,

Another variable adapted from Banks and Textor was
"horizontal power distribution". Is political power effectively
allocated to autonomous legislative, executive and judicial
organs or is it controlled by just one branch of government
(such as the executive or an ~xtra-governmental agency, such
as the church)? For those countries which have a high number
of VHOs, 75 per cent are high on horizontal power distribution -«
power being evenly distributed between the various organs of
government, For those having a low number of VHOs, only 11 per

cent are high on horizontal power distribution.

The data presented make it feasible to argue that an increase
in modernization and socio-cultural factors coupled with a
"democracically" oriented political structure, provides the
crucial ingredients nceded for the development of a strong
voluntary sector in general and voluntary health organization
sector in particular. Thus, the stage of development of a country
may have little relevance for the formation of voluntary organizations

unless the political system is amenable to their development,

Relative to the present discussion is the consideration

of those factors which are generally supportive of a spirit of

1Banks, Arthur S, and Robert B, Textor. 1963. A Cross Polity
Survey, Cambridge, Mass.: MIT Press.
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volunteerism and private citizen involvement in the activities
of national VHOs in developing countries. Throughout the Projeo
data regarding these factors have been collected. Below are
listed the ten factors that most commonly influence both the
fdrmation and development of national VHOs in developing
countries, and the indigenous voluntary citizen participation

in these organizations. They are:

1. National geographic characteristics

2.v‘ﬁeligious philosophy

3. Cultural and social patterns

4. Royalty and high-government officials

5, Highly-motivated individuals

6. Leisure time and personal satisfaction

7. Level of national economic development
and personal income distribution

8. Legal policies and regulations

9, Domestic politics

10, International politics.

Although all of these factors are important, several warrant

special discussion,

Referring back to prevalence discussions at the beginning of
this Chapter, it is possible to recognize that, even in political
systems where power is centralized under an agency (e.g., Ministry
of Health) or an individual, VHOs may flourish. One of the most
important, yet underrated factors emerging from the interviews with
representatives of VHOs and governments in developing countries, is
the official patronage of these organizations by government officials,

This is particularly true in those countries having a monarchy.
In Iran, for example, the Royal Family is the single most

important influence on the development of national VHOs, The Queen

has been particularly active as patron of over 20 voluntary groups;_f
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Other high government officials in Iran are also active in
developing new VHOs. A former Minister of Health, for example,
spearheaded the foundation of the Leper Association., A similar
situation exists in Thailand.

One of the other important influences -of volunteerism and
community involvement is the predominant mode of religious
expression in a country. The Buddhist, Christian and Islamic
religions (those found most often in the countries surveyed)
all share the belief that people should help one another.
Highly-motivated individuals can very often mobilize these
cultural values for instrumental purposes. For example, in
Thailand, the construction of Buddhist temple buildings is
traditionally accomplished through the assistance of volunteers.
The government has encouraged health improvements by promoting
the inclusion of discvict water supplies and health centers

adjacent to the temples,

On other occasions, religious values were found to work
only partially toward supporting the development of local
volunteerism, In Latin America, the Catholic Church established
charitable organizations as a means of providing health care
for the '"less fortunate', Private individuals were asked to
contribute financially to the cause, but almost never were the
same individuals involved in providing the services. The
Church undertook these services utilizing their own manpower,
leaving the broader community without the opportunity to
participate directly in solving problems,

Similarly, the colonial nations introduced into indigenous
cultures their own cultural values, including those affecting
volunteerism, Some believe that the failure of many Latin American
countries to develop a strong voluntary sector has its origins in
the paternalistic attitudes of the early Spanish administrators,
who attempted to instill Christian values in their subjects, but
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Who,'hGVérthdless;Vih*erer'tb*preVent uprisings, systématically
prevented ‘them from taking’ on self-help initiatives.

In other regions, colonialism appears to have had a
beneficial effect ié fostering voluntary organizations. Many
African countries, for example, were exposed to the work of
various missionary groups which later formed the basis for the

development of voluntary effort.

In the former British Colonies, especially, volunteerism
appears to have been positively affected by colonial conditions.
For example, in Kenya, British-style regulations are reflected
in the decentralization of the political process. Registration
of VHOs is essentially the same as it was in colonial times and
voluntary agencies tend to be active and progressive. In Tunisia,
by way of contrast, VHO registration regulations are taken
directly from a French law of 1888, and few modifications have
occurred over the years. These regulations prohibit VHOs from
owning property and empower the government to dissolve voluntary

organizations.

VHOs in developing countries appear to be arising as a
concomitant of the development process, much 1like VHOs arose
during the earlier part of the 20th Century in the Western
industrialized nations. Yet there is reason to suspect that
the mechanisms being forged by the ViOs in developing countries
to implement their health activities is fundamentally different
than what was the case during the period of the Western nations'

emergence.

One can point first to the nature of the health problems
existing today in the developing regions. Owing in large measure
to the rapid and accelerating growth of population, the need
and demand for health services is intensified and made more urgent.

Governments of developing countries are more consciously involved
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with the:development process than was the case originally for-
the now industrialized, Western nations. VHOs in many
developing countries, therefore, are more apt to be working and
coordinating their activities with government to a degree not’

witnessed previously.

Another consideration is the availability and mix of
regources available to VHOs in developing countries. The VHOs
in developing countries are having difficulty generating domestic
voluantary financial contributions and therefore they have looked
elsewhere for such support., Indeed, one of the major differences
between VHOs in developing countries and those in developed
countries is the degree to which the former depend on funding
from international sources, These external resources have
consequences for the VHOs' activities and organizational structure.
VHOs receiving such external support reported more defined
objectives and action programs, exhibited a more complex
administrative structure and relatively large budgets, and own
or rent their own offices. But at the same time, their member-
ships are smaller and membership Involvement is less than is the

case with VHOs not receiving such support,

These observations of the newly emerging VHOs could have
gignificant ramifications in other areas of VHO activity, While
thelir greater potential for coordination and involvement with
government would give VHOs a recognizable role to play in supporting
national health objectives, it may be at the expense of the ability
to act independently and innovatively. The same danger lies in the
dependence on outside funds for support, in that this dependence
could discourage the cultivation of local resources and may lead
the VHOs to engage in activities which their funders consider
important, rather than in those which the VHOs would prefer., All
of these considerations need to be realistically confronted by the

leaders of VHOs, to ensure that their organizations continue to have
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G, LIFE CYCLE OF A VHO IN A DEVELOPING COUNTRY

Throughout the Project there were numerous personal contacts
between APHA staff and leaders of VHOs. As these occurred, it
became increasingly apparent that a common pattern often existed
in the various stages of development of the VHOs. This information
is included in this chapter so that leaders of new VHOs in
developing countries might have a better understanding of the

VHO development process.,

In Chapter IV the future emphasis of VHO activities in
develoring countries were compared with those in the developed
countries, From this comparison, it would appear that as the
VHO sector becomes stronger and as the health problems of the
country change so also does the emphasis of the sector change.

The pattern consists of three transitional stages in the major
focus of the VHOs: 8ervice - education -~ influencing change,
Apparently, as the VHO sector becomes more developed, it progresses
from one stage to the next. This transition appears to take place
concomitantly with the strengthening of health services in the
country. Invariably, a few VHOs remain fixed to one focus while

. the bulk of the others move ahead. In the developing countries,

the professional associations were found to be leading this progression,

From field observations, it appears that although a particular
VHO may be moving from one focus to another (i.e. service to
education), often the same organization retains a few of its olde=
activities until it is assured that the transition process is

practical.

.. The process involved in establishing a VHO in a developing.
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country appears to b? similar to those processes involved in
starting one in developed countries, The major difference is
the "environment" in which this development process occurs,

There appear to be three basic stages in the formation
and development of a national voluhtary health organization,
These phases are somewhat similar for both service and
professional associations. The emphasis placéd on the following
discussions focuses on the actual development process of the VHOs
in developing countries. The description is based on an ideal

situation., Of course, local conditions may alter this pattern.
The major stages in the development of a VHO include:

Stage I: The organization is born, developes its
constitution and by-laws, and becomes legally
approved. Usually, the time required for this is
12 to 18 months.

Stage II: The organization undertakes a few

selected activities, primarily to develop its
image and credibility with the government and
the public, The time for this process appears

to be three to four years.

Stage III: The organization evaluates itself,
redefines its focus, delineates its areas of
expertise, and assesses its resources. Appropriate
changes are made to increase public involvement,
Longer range goals are set, new programs are

designed, and professional staff is hired.
The development of an organization from Stage I through

Stage III is by no means an automatic process. Rather, it is
the result of hard and dedicated work. Success or failure
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depends on hbﬁ well the membership is able to work together
and how well it handles the basic components involved in each
development stage. There are six basic components involved
in each stage. Each has an important input and a different

degree of emphasis, The components are:

~a, types of membership and responsibilities assumed
'5. relationships and coordination

é. objectives, planning and evaluation
| &. activities

e. management, staff and physical facilities

f. finances
Stage I-a: types of membership and responsibilities assumed

The organization often begins with a very small

nucleus, a core of four to eight self-chosen
individuals. These individuals may or may not

be health professionals. Some may have specialized
talents in the fields of public relations, law,
medicine, religion, finance, politics, or administration.
It is important that the members of the core group have
both experience and prestige in their respective fields.
The group should meet informally on a periodic basis.,

A part of the group may get involved in implementation
of activities. The remainder may only attend meetings

and provide support.

The action group should comprise individuals who have
specific tasks such as establishing relationships with
other interested groups, constructing an organizational
plan, or recruiting local support, financial and otherwise.
They should be the early spokecsmen for the organization,

A coordinator is usually chosen from this group.
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The resource group should comprise individuals
who possess a strong desire to assist the
organization, but who do not wish or have the
time to devote to program implementation. Such
individuals may make financial contributions

or they may use their influence to promote the
work of the VHO. Individuals of this type are
very important. They can provide support and
guidance when the organization is having hard

times.,
Stage I-b: relationships and coordination

Initially, the purpose of the organization
should be tested on government officials, on
professionals, and on key community leaders,
Their opinions and the level of their support
must be carefully noted. It is also
important to identify individuals in
opposition with the objectives of the
organization. A strategy must be developed

to overcome any ncgative attitudes.

At this point, the public image of the
organization should be kept at a low level.
A visable image should be maintained with
the special interest groups who generally
support the organization, Professionals in
the medical field, industry, or women's

groups may be able to provide such support,
Contact should be encouraged with the

leadership of existing voluntary health

agencies and professional organizations,
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These organizations are potential supportera.

It may be possible to develop a new organization
under the auspices or in cooperation with
existing organizations. This may be especially
suitable in countries where resources are
limited.

Identify and involve government officials who
favor its objectives. Identify the benefits
which government can derive from assoclating
with the organization. Be sure the benefits
outweigh the detriments. Encourage government
to develop policy statements which support the

objectives of the organization.

Develop strong relationships with the international
voluntary organizations who have related interests.
Request their support and assistance in the
planning and the development of local programs.
Their technical consultation and experience can

do much to help promote the ideas and reduce the

number of pitfalls,
State I-c: objectives, planning and evaluation

Objectives which are explicit and realistic

are essential in the development of a strong VHO,
They should be stated in terms which permit
evaluation of the program activities. They
should be in line with available resources and
should be attainable within a defined period

of time.

The first order of business for the core group
{8 establishing these objectives. Once they
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have been agreed upon, a plan of action can be
constructed and each member of the core group

should be assigned a specific area of responsibility,
The plan should be flexible and have a definite
date of completion. Effectiveness can then be
measured in terms of whether the objectives were

achieved in the defined time period.

State I-d: activities

The activities of the organization are at this
stage self-interested., The formation and legal
establishment are the primary objectives of the
organization., Once this is achieved, the
organization should also try to attain a tax-
exempt status for itself and for donors who
make financial contributions. The individual
members of the core group (usually not
exceeding eight people) should use their
prestige and talents to sell the philosophy

of the organization to key people in the
community., In the initial stages, an outsider
can often assist in introducing the concept
into the community. Each member of the core
group should have a well-defined area of
responsibility such as finances, politics,
public relations, membership, objectives or
programs, Good communications betwecen members
of the core group is essential and should occur

frequently on an informal basis.
Stage I-e: management, staff and physical facilities

Each member of the core group must be cooperative

and dependable, This group must display a degree
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of selflessness. One member should be
appointed or elected as a coordinator, A~
bgrt;time clerk/typist, often working in
the same office as the cocrdinator, may be
needed to help with correspondence and other
administrative duties. '

Stage I-f: finances

At this initial stage most activities are
performed on a voluntary basis by the members
of the core group. However, funds may be
required for part-time administrative staff
and minimal administrative costs, Costs are
usually borne voluntarily by the members of the
core group. At times, supplementary funds

come from local philanthropic organizations or

foreden donors,

At the end of Stage I, the following steps should have be
completed.

1. The organization should be legally registered with
the government. The constitution and by-laws should
be written. Efforts should be underway to achieve

a tax-exempt status for the organization and donors.

2, The organization should have a highly motivated
core group which 1s eager to expand the membership
‘ of the organization. These members should not

think of the organization as a '"private club'.
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The organization should have a list of potential
resources, including the names of individuals and
groups able to contribute money, material or
expertise.

The organization should have established
relationships with key individuals and with
important organizations,

The organization should have a part-time
employee to handle administrative functions.

The organization should have identified its

strengths and weaknesses,

The position of those who do not wish to join
the group should be clearly understood, A
strategy should be developed to overcome the

arguments of any opposition,

Stage II-a: types of membership and responsibilities assumed

The core group responsible for determining

the policy of the organization now expands

to three to four times the size of the original
core group. Again, the founding members should

be selective in their choice of new members.

The talents of each new member should be carefully
weighed. Often this group is expanded to include

younger people and consumers,
Gradually, a larger but selective group of the

general public should be asked to join as limited
members of the organization., They should pay
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membership dues, althougl they might not be asked
to participate actively i1 the organization. In

the professional associations, it is particularly
important that they include members of the general
public in their membership so that they have some

input from the 'consumer' population,
Stage II-b: relationships and coordination

After the organization is formally established,

it is crucial that effective communication channels
be opened and a series of strong inter-relationships
be developed by the organization. Informal methods
of coordination such as a regular luncheon meeting,
a telephone call on a regular basis, or periodic
publications, such as a newsletter which receives

wide distribution, are most effective at this stage.

A strategy should be developed to increase the
public's awareness and to encourage their involvement
in the organization, Activities should be designed
to strengthen the organization's public image and to
increase membership. Leaders of the organization
should meet with public groups. They should explain
the objectives and activities of the organization.
Mass media and communication channels such as
newspaper articles, radio and television programs

should be developed.

Whenever possible, joint activities and support of
the policies of other voluntary organizations should
be developed and expanded. Informal interaction
should exist between a few key members of different

voluntary organizations, For ecxample, thesc members
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might form a luncheon club.

Relationships with several branches of government,
such as health, welfare, education, community
development and economic affairs should be
strengthened. The key officials of these agencies

should be sold on the value of the organization.

The opinions of government on policy matters
rclating to the objectives of the organization
should be consulted and then respected. A
positive environment with open communication
channels existing betwecen key government
officials and the organization's leadership
should be cultivatced.

National organizations in other countries

who have similar intercsts and objectives

should be identified. The organization should
work closely with international associations

and seck their advice and support in

strengthening local activities. The leédership

of the organization should be encouraged to take

an interest in the activities of the organization's

international countervpart.
Stage II-c: objactives, planning and evaluation

‘The membership of the organization must expand,

The objectives of the organization must be reviewed
and if necessary, modified to help the organization
achieve its objectives. A few carcfully selected
comnunity oriented activities must be chosen. These

may include informing the public of the interests of
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Eha'organization, or providing direct services.
AR - : o

The activities of the organization must be
spécific and the plan must continue to be
flexible. A date of completion should be
;established. The activities should be reasonable

in relation to the resources of the orgapization.
Stage II-d: -activities

The ;Peéific focus of the organization is
deiihe;ted and activities designed to support

this focus and develop a credible public image are
initiated. Humanitarianism, voluntarism,

honesty, and a sense of immediacy are all key
concepts to be conveyed in the image.

Activities are carefully planned so that the
expenses incurred can be met and are carried

out in areas where a high success rate can be

expected and where impact is likely to be great.
Stage II-e: management, staff, physical facilities

The constitution and by-laws establish the formal
structure of the organization, board members are
appointed, and officers elected. Other members
participate in the affairs of the organization by
serving on committecs or volunteering their time
to activities undertaken by the organization, i.e.,

~ fund raising, spcaking engagements, clinic services

A headquarters office may e cstablished. Reduced
_ rent may often be obtained from a financial

supporter of the organization., A full-time

administrator and a full-time secretary-typist
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may be sufficient for smooth operation in the
beginning, depending, of course, on the prograﬁ
of the organization, Staff responsibilities
include support and initiating the action program,
making contact with the public? and performing
other duties as assigned by the executive board.

Stage II-f: finances

Increasing activities, the recruitment of new
membership and the need for expanded communications
raigse administrative expenses of the organization,
Since the focus should now be placed on activities,
a full-time secrctary and a part-time administrator
may be needed. Office space may be rented to
establish the headquarters of the organization.

As the core group expands, the new members should
be chosen selectively. Their ability to pay a
substantial amount in dues is important, Other
members pay lower rates to help support the
organization., Selective fund-raising appeals
should be made to philanthropic organizations,
local industries and foreign donors.

At the end of Phase II, the organization should have achieve

tha following:

1. The membership should have cxpanded so that the number

2,

of people actively invnlved in the organization's
activities has been increased three to four times.

The organization's public image should be well-defined
and highly positive. The public should be exposed to
the purposes and programs of the organization through
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3.

4,

3.

6.

mass media and other communication channels.
» mm:; e, v - o Lo T - , . v e, i ,

The organization should be able to evaluate its

"activities and to present to the public specific

data to support both the organization's credibility

and its contribution in achieving its purposes,

The organization should have good relationships

and c00perativeAprograms with official and other

voluntary agencies. Informal coordination channels

should exist,

The organization should have established a hegd-
quarters office and have a small staff, an administrator

and clerk-typist to handle administrative activities.

The organization should have developed strong

relationships with its international counterparts.

The leadership of the ofganization should be

involved in the international affairs of the

organization,

The organization should have again evaluated its

strengths and weaknesses.,

The organization should know its field of expertise.

Stage III-a: typéi of membership and responsibilitics assumed

The membership should continue to expand to invelwvc

the broader public, Full-voting rightg should U

extended to all members., The constitution and by-law.

should be reviewed and as necessary, rcvised to allow

for broader public participation.
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election of officers and board members should
involve the entire membership. Four types of
members should now belong to the organization,

a, the executive officers and governing members.

These individuals are responsible for the
policies and the future development of the

organization,
b. active members, These members volunteer
to serve on committees and participate in

the activities of the organization,

¢. supporting members. These members pay

their dues, but are not active in the

affairs of the organization,

d. resource members. These individuals

constantly work behind the scenes and
can be called upon for aid when
difficulties arise in the organization,

Stage III-b: relationships and coordination

Programs which strengthen the image of the organization
and give the organization credibility should continue,
The organization should have a clear understanding of
its objectives, goals, and resources, The organization
should have matured to the point where it is eager to

take risks,

The good public image developed by the organization
should be cautiously guarded, Public support and
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involvement ihvthe centrai organization and the
branchés ghould be encouraged. Influential citizens
sﬁéﬁ as the president's wife, a sports hero, or a
movie star should be rocruited to speak publicly

on behalf of the organization. Public support

ghould be organized as a resource of the organization,
Mass media and communication channels should be

expanded.

Activities should continue to be coordinated with
other voluntary organizations. 1In doing so, an
attempt should be made to retain equal recognition
for all organizations. The activities and policies
of other organizations should be supported privately
as well as publicly, Wherever possible, joint
participation in activities which mutually reduce
financial expenses should be attempted. Sharing
equipment, referring patients, and joint personnel
are areas in which joint participation may be tried.
A national council of voluntary health organirations
might be established to help unify and coordinate
resources and assist in overall planning. Indeed
-all VHOs in the country should be members, and each
should undertake a self-evaluation of its activities

and resources,

A clear understanding of the domain covered by the
organization should be established. The organization
should work closely with government through formal

and in“ormal channels. As much as possible, eflorts
should be made to bring both the national VHO and
government together on a formal basis. Appropriate
machanisms can be established. Activities which
complement government should be encouraged. M¥echanisms

for transferring responsibilities from the voluntary
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organization to government should be established
once government is able to accept these activities.
Mechanisms should also be established for working
closely with government in identifying necw
responsibilities for the voluntary organization,
Government support, both financial and in-kind,
should be sought to carry out programs,

Relationships to other nation:l voluntary
organizations which have similar interests

should be extended. The formation of regional
programs so that resources and experiences may

be sharad to provide larger and more effective
activities should be encouraged. The organization
should encourage the involvement of other members
in international meetings and should participate
in forming world policy decisions. Similarly, the
national voluntary health organization should
encourage strong relationships between its world
federation and international agencics, particularly

those in the United Nations System,

Stage III-c: objectives, planning and evaluation

The organization should review its objectives. The
devecloped expertise of the organization and the
changing needs of the country should also be examined.

The organization should be willing to take risks,

The planning for the organization should now be
thought of in three-to five-year time periods.
Provision for review, however, should be an integral

part ol any plan. Planning should involve other
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voluntary health organizations and government,
Well-defined areas of responsibility for the
organization should be delineated. A continuing:
relationship with government should be established
to assure that the organization's plan is
complementary and is coordinated with that of

government,

Continual evaluation should be made of the internal
structure of the organization and its activities.
Modern management and budget techniques should be
used to determine the cost-effectiveness of all
operations., New areas of pioneering and demonstration
should be developed as rapidly as possible.

Government should be made aware of successful

programs and should be encouraged to adopt these

programs,

Stage II1I-d: activities

The objectives of the organization should be reviewed.
The agreement of membership on these objectives is
fundamental, The organization should plan to expand
its activities to all parts of the country.

Involvement of membership in activities should be
increased. Activities should expand into arcas wherd
the organization acts as a representative of the publie
by identifying problems, by influencing governmentf to
take action and by providing financial support when

possible to carry out programs.

Stage 11I-e: management, staff and physical facilities

The formal organizational structure should begin to

expand as more members participate on the excentive
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board and on the committees. As the organization
increases the scope of its activities, it will
require a larger number of members volunteering

their time and contributing financial support,

As the diversity of activities increases, more
professional staff may need to be added, Salaries
should be commensurate or slightly above those of
government, The chief administrator should have
both management skill and the ability to work with

a "membership" organization,

If resources permit, the organization may want
to move its headquarters offices into office

space owned by the organization.
Stage III-f: finances

Ongoing activities should continue and the organization
should expand geographically into other parts of the
country, new members should be recruited and public
participation should increase, Thus, operating expenses
must also increase, Office space may neced to be
increased and additional professional staff members

may need to be employed.

The additional funds that will be needed to cover
these increased costs may come from membership fees,
public and industry donations, local philanthropic

organizations, local goverrment or fereai.n donors.

It is crucilal at this stage that the organization
establish a reliable source of domestic private funds

from which the basic staif and officc expenses are

paid.
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The\end of Sfage III can be the time when the VHO either
has accomplished its objectives; or the time at which the group
has solved certain health problems and transferred support of the
programs to the government for expansion at the national level,
The end of Stage III may also represent a dormant period for the
VHO. At this stage VHO membership is often restrictive and
elitist. The objectives of the organization are frequently

unclear.

At this stage of development of a VHO, it i1s useful to
redefine group objectives. Often it is necessary for the VHO
to seek the assistance of expert consultants who can help in
the decision-making process, without involving themselves in
the internal politics of the group. During a period of
reexamining and redefining, it is often necessary for a VHO
to reasses its staff capabilitics and hire new staff if needed.
In some cases, it is not feasible for a VHO to establish new
cnals and the group may disband. Regardless of the alternative
taken by the group, the executive board should assist the previous
ataff members in finding new employment. Every effort should be
aade to assure that the dedication and hard work of these
individuals continues to support the voluntary sector of their

country.

H., EVALUATION PROCEDURES

Throughout the Project, many executive directors of VHOs
asked 1f there were any specific evaluation procedures which they
could usc to determine the present strengths and weaknesses in
their organization. Obviously, the very dedicated executive
director, could use the profile of the VHO phases of organizational
development for this purpose. However, for those individuals who
desire a more expedient method of evaluation, a check iist of 11

major characteristics of a national VHO has been devised, These
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characteristics appear to be the most important in contributing
to a high level of VHO effectiveness. The method for measuring
the present status of the VHO involves using the criteria - Good -
Fair - Poor - None. These criteria are given numerical values,
that is Good=3; Fair=2; Poor=1, and None=0.. The following are
criteria which may be used to gather an overall impression of

the effectiveness of a national VHO in a developing country.

The VHO:

1. Has clearly specified goals and objectives which
are periodically reviewed.

2, Is concerned with its growth and dynamism and

thus encourages the recruitment of new members.
3. Has an active board of directors.

4, Provides leadership development mechanisms for

members and staff,
5. Has strong interrelationships established with
other organjzations (including governmental) on

the local, national and international level.

6. 1Is enthusiastic about its program thus maintaining
a high level of activitv.

7. Makes serious efforts to raise funds from local

sources,

8. Is open to new ideas and approaches.
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9f% Has a paid, profeasional staff (at leaet, a full- time

paid executive director) who is given the freedom to
exerciae imagination and ingenuity,

10. Administers its budget and other business matters
efficiently, | “

11, Owns or rents its own office.
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APPENDIX A

COUNTRIES INCLUDED IN SURVEY
(by Region and Country Development Status)

A, DEVELOPING COUNTRIES (40) B, DEVELCTED COUNTRIES _(23)
1. Latin America and Carribean (18) . 1, North America (3)
Argentina Canada*®
Bolivia* Mexico
Brazil* United States™
Chile*
Colombia* 2. Europe (16)
Costa Rica* Belgium
NDominican Republic¥* Denmark
Ecuador# France
E1l Salvador* Germany (Dem. Republic)
Guatemala* Germany* (Fed. Republic)
Honduras Hungary
Jamaica Israel*
Nicaragua Netherlands*
Panama* Norway*
Paraguay Poland
Peru Romania*
Uruguay Spain¥
Venezuela Sweden*
United Kingdom
2, East and South Asia (11) Yugoslavia
India
Indonesia* 3, Asia (4)
Iran* Australia*
Jordan* Japan
Korea* New Zealand*
Laos Taiwan*
Nepal
Pakistan
Philippines¥*
Thailand*
Turkey¥*
3, Africa (11)
Dahomey
Ethiopia*
Ghana
Kenya*
Liberia*
Morocco*
Nigeria¥
Tanzania*
Tunisia #* Government questionnaires returned
Uganda* (36 countries)

Zaire
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TABLE B-21; "PREVALENCE oF VHOs SURVEYED v
DEVELOPED COUNTRIES
(BY REGION AND TYPE OF VHO)

SERVICE AGENCIES TOTAL PROFESSIONAL ASSOCIATIONS [ TOTAL
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APPENDIX €

STATISTICAL SUPPLEMENT

The tables in this appendix summarize the findings on all of
the important variables contained in this report. An extensive
breakdown is provided in order to make comparisons between the
developed and developing countries, and different regions of the
world. Within these categories, a comparison may be made between
the professional organizations and the service organizations, such
a8 a comparison between the size of budget of the service
organizations in Africa to those found in Asia and Latin America,
or to the developing countries taken as a whole. Many of these
comparisons are not made in the main body of the text, so this

appendix provides additional information to the reader,

The total number of cases for the regions of Latin America,
Asia and Africa do not equal the number of cases in the developing
nations category, as some developed countries were located in
those regions. Mexico, for example, was excluded from the Latin
American regional runs because it is not considered to be a
developing country., Data for Mexico in the developed countries

category is found in Appendix A,






JARIABLE:  ¥hat are the musters of FULL TINE FQUIVALENT PATWw

exscutive directors (secretaries) ia yomr

organization?
FESPOSSE CATFTORIES,
A. Bowa
3. Coe

C. Two or more

JARIABLE: yhat are the mmbers of full-time equivalext

YOLUNTFER EXECOTIVE DIRECTORS (secretariss) ia

your organisstia?

FESPOKSE CATEGORIES

A. Jone
B. One
€. Tuwo or more

AREA AND TTPE WFEER OF RESPONSE CATECORIES (1m perceatage)
CF CRCANIZATION CRCANIZATIONS R
RESTONDING ° 3. ¢.

ALL cOUTRIES 27 9.9% 89.7% 10.48

PROFESSICMI ORGS. 124 ﬁ" 38.7 &8
SERYICE ORCS. 150 26.0 8.7 15.3
IEVEICPING  COUNTRIES 153 b.5 &5.2 a3

PRCFESSICNAL ORCS. €2 7.0 27.% 1.6
SERVICX ORCS. fn 28.6 58.2 13.2
LATIN AVERICA 62 . TN Y 85.2 6.5
PRCFESSIONAL ORGCS. 2 8.0 19.0 0.0
SEXVICE ORCS. M n.7 58.5 9.8
aAsn s7 89.1 2.3 10.5
PRCFESSIOMAL ORGS. 29 65.5 34.5 0.0
SERVICE CRCS. 28 R.1 (VY 2.4
AFRICA 0 %.0 8.0 6.0
SERVICE OmsSs. 2 21.9 71.9 6.3
DKYELGFED COUNTRIFS 1 R 55-0- 13.0
PRCFESSIOMAL ORCS. 62 41.9 50.0 8.1
SEIVICE ONCS. 59 2.0 59.3 18.6

AREA AKD TYPE NUrEER OF RESPONSE CATEGORIES {1 perceatage)
OF ORCANIZATION CRGANIZATIONS
1. 3. c.
RESPONDING
ALL COUKTRIES 276 64.2% 2.2 1.5
PROFESSIONAL ORGS. 126 58.1 31.5 10.5
SERVICE ORCS. 150 7.0 16.7 13.3
DEVELOPING COUNTRIES 153 59.2 27.4 13.4
FRCFESSIONAL ORGS. 62 5.6 .9 s
SERVICE ORCS. 9 65.9 20.9 13.2
LATIN AFERICA 62_ 66.1 202 97
PROFESSIOMAL ORGS. 21 81.9 3.3 &8
SERYICE. ORGS. M 68.3 19.5 12.2
Asn 57 Sh.b 2.3 12.3
PROFESSIOMAL ORSS. 29 58.3 .5 17-2
SERVICE ORGS. 28 60.7 32,1 7.1
AFRICA 50 60.0 20.0 20.0
PROFESSIOMAL ORCS. 18 33.3 fkb 2.2
SERVICE CRCS. 32 75.0 6.3 18.8
DEYELOPED COUNTRIES 121 70.2 20.6 9.2
PROU}ESSIOMAL ORCS. 62 64.5 29.0 6.5
SERYVICE ORCS. 59 763 10.2 13.6




sy KTSER OF ACTIVE CCXITTEES

VARUARLE: Pleare 3ndlcats the yresent cffice asiarncezent fer ~

s PTICIAL FLARI? TS
rESTORSE [V FLuhed 1T 4 yrvy crganization’s LZTICH | LN K § )9 Tpomey

i 03
B. M6
C. 7 or iore

KECPURSE CATPROT Mg
A. Free officc :ce
B. Feort officc crace
C. Oun office rjxce

AYER LXD TYIE KUYLER CF LISIOXSE CATEGUKIES (in percentape)
OF GiCANIZATION (ICAFIZATICNS
P ” A B ¢. ARXA AND TYIT: EMEK OF FESIONSE CATESCRIES (1n fercerte;c)
— - —- OF CPGAKIZATIOR CRGERIZATIONS N - c.
1rIeNDING -
ALL CLUNTRIES 27 35.1% 3.6L B.x
FROM SSICRAL CroS. 128 29.8 36.7 15.5 . - w2 29.0¢ .3 3.k
- en - CUEKTPYES -
SEHvIce cics. 1% 93 28.7 2.0 PROFISSIUEAL ORGS. 117 35.9 23.9 40.2
RS 14 25.8 36.6 28.6
FFYDOPIET  cousteis 153 35.7 3.8 2.5 SERVICE ORCS. 3 | _
FECSESSICKAD .55, €2 29.0 371 33.9 DEVELCI 115 COUNTRIES 147 325 29.8 27
SERVICE OhIS. 128 9.6 28.6 3.9 FLCFI<5S IORAL ORGS. <8 R zc.7 3.8
RATIN 2FERICA 62 5.8 22.6 0.6 SERVICE OLCS. €9 22,1 43.8 29,2
PROFFSSIOMAL ChisS. 21 42.¢ 23.8 33.3 LATIN AFLRICA 55 20.3 33.9 4s.t
SENVICE Ovis. &1 Le.8 22.0 29.3 FROFESSIONAL CRCS. 19 3.t 10.5 5.9
s 57 17.5 45.6 %.8 SEKVICE ORSS. ke 15.¢ &s.0 0.0
FilTEnsSUM " (s, 29 172.2 N8 37.9 — ;I_ — o 250 p .._}._
ASIA g . . .
SPRvIer s = 17-9 . 5.2 FROTTTSIOMAL CHES. oF 32.3 21.4 33.3
AFrice 50 L.c 28.0 0.0 T STEVICY (LSS, 2t 25.0 28.6 6.4
FECUTSII M 155, 1L 33.3 3.3 3.3 - —_— - L“' —_— pog 9.2 s E—-—
ATPICA . . . .
Seviok Gas d .9 25.¢ e PR PLVLIORAL LEGE. 1?7 €h.7 29.4 5.¢
VLT COUMTR )5S *1 3. n.» ) [ T n 4. 29.0 25.7
PROSETSIUNAL GiGS. ‘; L€ 32,3 1 S Bt ST Iy -
f 1VLLO. L € 0p o TES 1o 2t »1 bo.>
STRYICE ORcs. 5}-_ o BN o 8.8 e TR 100 Uy ty =0.¢ 27.1 [V
SERVICH GIGS. - 2% 39-9 3.




BEUNF)  peter of Das Payling Mesters YARIABLE:  Date Organisatien w23 Founlsd

FESPORST Ao CRicT; RESPoNTE CATFGORIES;
A. 1-95 sesders A. Prior to 1940
2. 100-559 mesters B. 1640- 1659
C. 10600 ¢r more wextar: C. 1950 - (1973)
AXD2 AND THE NUMFLR CF RESPONSE CATFCCRIES (ia perceatage) AREA AKD TTPE NUYEER OF RESPOKSE CATECORIES (1m parcentags)
OF CRCANIZATICON CROAKT ATIONS A » c GF QRCAKIZATION ORCANIZATIONS A B c
RESICo 133 RESFONDING . : )
ALL COUNTRI}S 2Ly 14.5¢ 38.2¢ 47.0% ALL COUNTRIES 273 8).9% n.4 26.78
PROFESSICMAL C*3S. 11¢ 7.6 a1.5 50.8 FROFLSICMAL Chis. 123 45.3 38.2 15.4
SERVITE CRos. 129 20.9 34.1 A5.0 i SERVICE ORGS. 153 42.7 25.7 30.7
LEVEICPING COUNTADES 142 2.2 &5.1 32.6 IEVELCPING  COUNTRILS 153 28.¢ ¥%.3 35.?
PRCFESS ICTAL CRSS. 60 15.0 50.0 35.0 PROFESSICNAL (R3S, 52 33.9 43.5 2.6
SEMVIZE CRZS. e2 28.0 40.2 1.7 SERVICE GRSS. 91 25.3 33.0 M.8
LATIN APERICA 55 .4 38.2 25.5 LATIN AMERICA 62 35.5 0.6 3.9
PECFESSI0NAL CRCS. 19 21.0 2.4 31.6 FROFYS3TONAL OxSS. 21 38.1 47.6 18,3
SERVICE CRoS. 3% 179 3 33.3 22.2 . SYRVICE QR33. [3% 3.1 22.0 8.9
ASIA 55 10.9 45.5 8.6 ASIA 5? 28.1 52.1 29.8
PPOFECS WMAL CRIS. 29 13.8 4.6 bh.8 FROFECSILNAL cRos. 2% 3.5 37.9 272.6
SEPIITE (BCS. Frad 7.7 50.0 &2.) SERVICE CRCS. 28 21.4 b6 8 2.1
AFRICA 45 15.6 8.9 35.6 AFRICA 50 24.0 42.0 R.0
PROFESSICMAL (RCS. 17 5.8 7.5 12.6 PROFLSSI0MAI Cwris. 18 22.2 55.6 2.2
SERVICE CRSS. 2a 21.4 32.1 8.4 . SEQVICE Ci3S. 22 25.0 k.4 50.6
TEVELOFED COUNTR]IES 105 3.8 28.6 67.6 CVELUPED COUNTRILG 12¢ 63.1 25.% 1t.5
PROFESSIOML ORCS. 8 c.0 32.8 67.2 FR* FESSIOMAL CHGS, €1 59.0 3.8 8.2
SIRVIZE OPS. L7 8.5 22.% 68.1 ) SEXYICE OiGS 59 69.5 16.9 136




anxcy T Ama) Wedget Tor 1971 VARUADLE, MN¥PEX CF HIAKCHES,  SULDIVISIONS

MR T e

>4, S A. Iess than $10,000° FETPURE CATEGORIS)
B. £11,000 te 43,999 A. None
C. $50,000 or rure B. 1-10
C. 11 or sore branches
ANER AND ITTIX BYEER UF RESFORGE CATEGORIES (ii Perceatage) T AREA RFD TYRE MUPLEN CF RESIONSE CATEGORIES (ir rercent:ge)
OF GRzaRIZATION CRCAKIATONS a ». c OF ORCAKIZATION CECAKIZATIORS A B. ’ c.
RESTFOLDIN: - : : PESTONDIRS
AL courTRIFS 23 2248 208 so.0f ALL COUKTKIES 254 26.6x X.% %
FROPESSICLL Gis. 104 9.4 2.8 Nn.7 PROFESSIGHAL ORCS. 113 2.1 %.5 378
SEVICY. CRCS. 14 16.4 12.9 65.¢ SERVICE OKGS. 139 2.5 %7 %8
TEVELOPIRC  coowTais 140 3.3 285 38.2 DEVELCPI}S  COUXTRIES 4 28.5 2.4 2.2
PROFISSICKLL CHCS. 54 s1.9 2.6 5.6 PROFZSSICKAL ORGS. 58 32.8 9.7 27.6
SERVICE CORCS. & 19.8 19.8 60.5 SERVICE CAGS. 83 25.3 43.4 3t.3
LATIE AFERICA 2 26.3 20.8 8.9 LATIN APFRICA & 29.3 8.3 2.4
PROFISSICML CFZs. 18 M.& 55.6 0.0 PROF'SSIORAL ORCS. 19 3.6 %.8 31.6
SERVICE cxes. 39 12.9 17.9 6a.1  SERvICE oRcs. 39 28.2 53.8 17.9
asu s4 7.0 241 38.9 ASIA st 25.5 .5 3.1
PROFISSOML cros. 7 s1.9  #0.7 X FROFLSSIOML CORCS. 27 3.0 29.6 © 2.3
SEEVICE (™o, Fed 22.2 7.4 70.4 SERVICE Cpcs. . 12.5 3.3 5.2
AFRICA &% %.4 £2.7 %0.9 AFRICA 48 27.1 2.9 2.0
PECFISSICRAL cics. 15 6.7 13.3 2.0 FROMESSICHAL ORCS. 18 33.3 aa 56
SERVICE CRCS. 9 .7 7..5 1.7 SENVICE Cres. 3 23.3 to.¢ 3%.7
PEVLLOED cousTH LS 8 19.2 th.e .3 LINELOTES COUSTELISS 13 2h.4 3.3 4.3
RoRImIoNL oS, 0 26.0 16.¢ €o.0 FRCE: SSICFLL. OMCS. 57 19.3 - 233 s7b
SERVICE (S, a8 10.4 N4 25.0 SERVICE 0ias. 5 | 23.2 2.8 50.0




-

VARKBLT) Kni is the predcatsant SEX of your erganisatisa’s NARBBIE:T e 1S THE MIN - OCCTPATION OF YOOR

penba:s?
CECANIZATION"S MEMBERS?
FETORT o TNy RESPCRTE CATEGORISS)
A. Praiciineatly male A. Health professioml worksrs, mahly
B, Preicvtrarctly fesale B. A mixturs of lay anl health professiomls
C. Neorly equrl uuaders of msn and wosen C. lay persons, sainly
ARFA AXD TIFE NrEER OF RESPOKSE CATECORITS (1a perceatags) AREA AKD TYPE NUVEER OF RESPONSE CATECORIES (1 parcentags)
OF CFCINIZATION CHIANIZATIONS N » c OF OHGANIZATION ORCANIZATIONS N 2 - c.
FESICADING ) i t RESPONDING
ALL covxrTIES 252 a5.1% .08 23.96 ALL COUNTRIES 2% 57.2% .- 12.%
PROIESSIONMAL Cras. 117 54.7 .9 34 PROFESSIOBAL ORGS. 119 95-0 A2 08
SERYICL OMGS. 135 37.0 27.2 8.7 SFRYICE ORCS. 135 245 52.6 230
TEJELOPIIS  COURTRLS 7 490 2.8 282 IVELCPIMG  COUNTRIES 187 5.0 B6 1
FPRCFESSISMAL CFis. 59 39-3 3.4 37.3 FROFESSIORAL ORGCS. 60 T %67 ST a4
SERYICE CRCS. &8 8.2 .4 20.5 SERVICE ORCS. & 2.1 e 2.8
LATIN APERICA 59 55.9 22.0 22.0 LATIN APERICA 59 52.5 B9 136
1 . . X
POCFYSSIOMAL CRGS. ? 7 0-0 -3 FRCFESSIOMAL CRCS. 19 »-7 53 o-0
SEAVICE CRCS. e A7.5 ».5 20.0 . SERVICE ORCS. %0 3.5 8.5 20.0
asu s w1 185 %) o ss 61.8 25.5 12.7
FROFETSIOML ORSS. 28 53.6 71 39.3 PROFESSIDMAL CRCS. 29 100.0 S0.0. 0.0
SEFY;E ORCS. 2 &2.3 J0.8 2.9 SFPVICE ORGS. 2 19.2 ,”’ s .9
AFMICA 87 38.3 29.8 1.9 AFRICA % 47.8 9.1 13.0
PRORISSIOML ORGS. 17 A7.1 0.0 2.9 PHOFESSIOMAL ORGS. 17 9h.4 0.0 5-9
SERYIZY CwCs. 3» 3.7 0.0 16.7 SERVICE CR3S. 29 20.2 é2.1 172
IEYELOPED covwTRIZS 105 9.6 »%.8 2.6 IEVELOFED COUNTRIES 107 63.0 25.9 1.2
PRFETSIOML once, 53 %.0 p R 6.5 PROFESSIONAL ORGS. 9 9.2 6.8 .. 00
2
SERVICE ORCS. L74 25.5 48.9 25.5 SERYICZ ORCS. e 3.0 »e >0




apNn

MESPORSE CATYCOOES)

A. Paredomimatly governsent iustitutions
B. Predomimntly nop~governnent imstitutioms - self-euployed

¥iat is the predomimat TTPE OF ENPLOYER
of the ssnbers of your ergaaizatioa?

" amgn AND TYPE MIFEER OF RESPOISE CATECORIES (in perceatzge)
OF CRCANIZATION CPCAKIZATIONS N s
RESPONDING
ALL COUFTRIES 235 a2.08 58.08
PROFESSICEAL CRGS. 133 55.8 &2
SEIVICE CRCS. 122 29.5 20.5
/TLCPING  COUNTRIES 1% L &7.1 5.9
PROFESSICMAL CRCS. 57 68.9 5.1
SERYICK ORCS. 79 n.2 65.8
TATIE AFERICA 55 40.¢ 60.0
PROFISSIONAL ORCS. 19 78.9 21.1
SEXYICE CaCS. % 19.4 8.6
aSL: s A8.0 52.0
PROFTSSOMAL 0ECS. 2 $3.8 8.2
SEDVICE ORCS. 26 51.7 _S8.3
rnct e e as.s
PROFESSIOMAL ORGS. 17 6.7 5.3
SERYICE £%CS. 27 48.1 1.9
EEVELCPED COUNTRIES 9 35-0 65.0
FRCFESSICMAL ORCS. % 5.4 ,53‘6
SEBVICE ORGS. & 20.9 791

JARIABLE; et 1s the predosimnt econsade level
of your erganization’s msabers?
ESPOKSE CATECORTES,
A. Predomimantly lowsr
B. FPredorimntly siddle
C. Prodosimntly upper
AREA AKD TYFE MUYEER CF RESKRSE CATECORIES (ix percentzge)
OF ORCANIZATION CRCANIZATIONS .
RESPOXDINS A. 3. c.

ALL COUMTRIES 253 7.%  %.9% 15.7%
PROFESSIOMAL ORCS. 118 &2 7.3 18.5
SERVICE CRGS. 135 10.4 76.9 12.7

DEVELOPING COUNTHIES 145 . 102 g © 15.6-
FPROFELSIOKAL OKCS. 59 6.8 78.0 . 15.3
SERVICE OKCS. 12.8 7209 163

LATIN AVERICA - 65  &.0 - 1231
PROFESSIOML ORGCS. 19 0.0 97 . .53
SERVICE (mCS. 9 103 .6 154

ASK * 56  77.8 6.7
FROFESSIUNAL ORSS. 28 3.6 750 a..
SERVICE CRCS. 2% 7.? 80.8 1.5

AFRICA % 19.6 63.0 . 178
FROFESSIONAL OKCS. 17 1.6 4.9 1.6
SFERYICE CRTS. 29 20.7 62.4. 172

DEVELOITD COUNTRILS 107 37 80.6. ! 157 .
FRCFYISIOKAL O:CS. 59 1.7 7.6 . 23.7
SERVICE ORGS. a8 6.3 B7.5 . 6.3



VARIABLES Js thare a relatively sccure soures of fucis
froa which tezic staff sslarise amd swppo
are budgeted?
EESPORS® CATTY:3(ESy
A. o
B. Yes, but undspendeble
C. Yes, dependadls

YARIABLES (For orgamizations usisg mass -duu.nnnn:uu

to the general public)s Whet Kind of mss wedis s besn
muhm-ttm!nbymmm

RESPONSE CATECORIFES:
A- Madlo D. Magasinss
B. Television E. Other -
C. Newsprpers P. Fass media not wsed
AREA AND TYPE NUVEER OF BESPOKSE CATECORIES (im parceatage)
QP ORCANIZATION ORCANIZATIONS : ’
RESPOKDING A, B. €. D, | X . .
ALL COUNTRIES %6 4.6 13.9 25.4 93 189 172.9
PROFESSIONAL ORCS. 122 5.8 22.2 29.% 10.3 183 19.0
SERVICE ORCS. 164 22.7 7.1 2.1 B8  22.7 16.9
UEVELOPING COUNTRIES 150 23.3 7.3 22.7 8.0 2.7 6.0
PROFESSIONAL ORCS. 61 4.8 6.6 19.7 11.5 197 22.9
SERVICE ORGS. 89 29.2 7.9 &2.7 5.6 27 7.9
LATIN A.SRICA 61 15.8 13.1 26.2 &2 A3 16.%

5.0 15.0 30.0 10.0 15.0 25.0
19.5 12.2 2b.4 7.3 2n4 12.2

PROFESSTONAL ORGCS.
SERVICE ORCS.

ASIa 21.4 3.6 250 8.9 286 12.%

SERVICE ORGS. 29.6 3.7 33.3 3.7 296 0.0

AREA AKD TYTE NCYEER OF RESPOXNSE CATEGORIES (im
OF GBCARIZATION CRCANIZATIONS Perceatage)
—— A, ) I c.
AL couvTRIES .33 H.xK 18.7% M.
PRCFESSICRAL ORGS. "8 .S 11.0 87.5
SERVICE CRCS. 146 2%.2 2. L 3
DEYELCPINC COUNTRIES 148 ¥%.2 2.5 8.4
PROFESSICMAL CRCS. 59 d owa 0 u MLl
SERVICE ORCS. &9 30.3 30.) 393
IATIN APERICA &0 258.7 3.7 8.7
PRCFESSIOMAL ORCS. 19 2.3 10.5 68.4
SERVICE ORCS. L3 29.3 M.5 29.3
sn s5 ».1 18.2 2.7
FROFLSSOMAL ORCS. 28 60.7 . 10.7 28.6
SEXVICE CRCS. 27 37.6 25,9 37.0
AFRICA L) 38.8 18,3 8.9
PROFESSIOMAL ORCS. 18 0.0 11.1 38.9
SEEYIZE ORCS. n 2.3 16.1 51.6
DEVELOFED cOCaTINS 116 3.3 14,3 2.6
PROFESSIOMAL QBCS. 59 39.0 10.2 50.8
SERIICR ORCS. 5t 2.3 15.3 »

20

L

ﬁ .
PROFESSIOMAL ORCS. 29 13.8 3.4 17.2 13.8° 27.6 261

27

A8

18

ATRICA 9.2 83 16.7 &3 16.7 20.8
PPOFESSIOMAL ORCS. 22.2 5.6 111 5.6 16.7 389
SERVICE CRCS. 5] 33.3 10.0 20.0 10.0 16.7 10.0

IEYELOPED COUNTRIES 116 5.2 22.4 .2 10.3 12.9 190
PROFESS178AL ORGS. 61 &9 1M8 26,2 82 148 7.1

SENVICE CRCS. 55 5.5 0.9 .5 12.7 10.9 5.8




DURNE:  yasch sets.* fas boen fount by your crganteatisn ARIBLS,

0 o i1 most svccessful in ebtatning yoluitary public
fimacial cortrilutiors.
IETRE ok iy WSPOKTT CATEGORIES B
A. Persoml ontart A. Uwn suditcrs omly
B. Other contacts B. Cutside or govermwont wnditors

C. Ko specific most successful sethed

AXDA AFD TYPL MWLER OF MESPONGE CATECORIES (im perceategs) N REEA AKD T L MNTER OF RESPOY _
& GECAKNIZATION CECAKIZATIONS . c : OF CLGANIZATICN GECAFIZATIONS A, B.
_fessrormam A . . : KISIONTING
ALL conmRIss 25 .8 .ok he.z ALL COURTRIES 255 33.5% 66.5¢
PRUFESSIORAL ORCS. 112 28.6 10.7 60.7 FRCHLESICAL ORGS. 113 40.7 59.3
SERVICE CFsS. 139 3.5 2. 23.0 SERYICE OHCS. 142 26.1 3.9
DEVELCPING  COUMTRIFS 144 . %.3 28.5 ns3 IOYCLCPING  COMNNATES 143 4.0 66.0
PRCFESSIOMAL (oGS, 57 3.9 8.8 k7.4 PRORSSIONAL OHCS.. % 88,2 5.8
o 19.0 .
SERVICE ORCS. b 81 1.9 S SERVICE 0iCs. e 23.0 7.0
LATIX AVERICA 57 &2.1 5.3 3.6 LATIF AFERICA sz 21.8 2.2
.8 0.0 63.2 .
PROFESSIONAL ORCS. 15 % 3 FROESS IR0 GRGS. 18 50.0 50.0
25 e 15.8
SEXVICE ORCS. » ? %-3 > SFRYICE CICS. 39 9.5 79-5
Asu 53 39.6 0.2 0.2 S14 55 3.5 65.5
FROITSSIOML 0XCS. 26 .2 19.2 3%.6 FHOSLSSTORAL ORCS. 27 (Y 55.6
SENVICE CRCS. 27 3.3 bo.7 25-9 SPEYICE GRS, 28 25.0 75-0
ATRICA . -
: . " &6 0.4 4.8 Nt FEIR &7 38.3 1.7
I=0RTsIcRl s, 17 35.3 11.8 2.9 FL.CELSIGRAL (s, 17 S8.8 u1.2
fLPTICE CRCS 29 7.6 48.3 24,1 ,
Mty $LIND o, 30 25.7 0.3
¥FiL. 5 corrIeILS 110 15.3 250 555 L SR 112 32.8 62.2
1RSI L OBGT. 5 12.7 12.7 (a1 FERTSOR S FY AR 57 33.3 .7
SEMWKCE (5. e _ - = LoRVICE (Lt 55 30.9 £9.1




vuung; Are fimncial domtions from a Etﬁg INDIVIDOAL

to your organisatba tax exsapt?

EXrosE ancens,
A Yeu
N
ARER AND TYPYX R or B R
MSPOKSE catECORINS (10 then]
OF ORCANTZATTON CRCAKIZATIONS A. 3 T Fenestags
MrSPORDING )
ALL cormans %3 87.% 12.7%
PROFESSICKAL ORGS. 118 87.3 12.7
SIRVICE cacs. 145 87.6 12.8
DVELPING courmams | 146 8.3 " 107
PROFESSI0MAL OnCS. 59 8.8 10.2
SERYICE omcs. & 88.5 11.s
LATIN APEaIcs 59 .8 10.2
PROFTSSIGRAL OACS. 21 9.5 9.5
SEFYICE aacs. 38 .5 '10.5
sn 55 3.1 10.9
PROFESS DML oRcs. 28 89.3 10.7
SERVICE CmGS. 27 88.9 11.1
AFRICA &7 80.9 19.1
FROFESSI0MAL Oncs, 15 9.3 6.7
SERVICE ORGS. 3 75.0 25.0
DEYEIORYD cousTaIEs 17 oh.9 13.1
PROFESSIONAL CRCS. 53 .7 15.3
STXTIcE oacs. 58 2.2 12.8

SERVICE ORCS.

EESPORSE CATEGORIZES;
A. Yes
3. Mo
AREA AND TYPE xR OF RESCOMST CATEGORIES (in perceatags)
OF CMCAEIZATION CRCANIZAZTONS A .
RESPONDING
ALL COUNTRIES 195 63.4 %.68
IROFESSICRAL ORCS. Yol 50.0 500
SERYICE ORCS. 123 69.9 ~30.1-
IEVELOPING COUNTRIES | 112 63.8 *%.2.
PROFESSIORAL ORGS. » a5 Ead
SERYICE CRCS. &4 69.6 2.4
LATIN AYERICA 38 " 78.9 214
PROFESSIONAL ORGS. 5° 6o.0 -0
SERVICZ MRGS. 3 a.s 18.2
ASTA a8 5.3 n.8
PROFESSIOMAL ORCS. 21 87.6 2.4
SERVICE ORCS. z 63.0 37 -S.
AFRICA 38 2.6 nh
PROFESSJONAL ORCS. 10 .0 0.0
SERVICE ORCS. 28 53.6 A58
DEVELOFED COUNTRIES 8 62.8 32
PROFESSIONAL ORGS. 39 5.3 _ h@-zﬁ,
“» .5 295




VARIARSIT, Are fimncial domtions frem Swsises Opsyating

For s Profit te your oyanizatioa tax sxempr?

- wrnns, Are ﬁ“m doratins from POP-FyYofit orranirations”

»e - o to your cxrganization tax exexpt?
4. Yes
) S Y RESPCESE CAYRROM LSy
A. Yes
i Z. %o
AEXRA AKD TIIE ey or | BESICSE CATICORIES (ia S -
P CACANIZATION CPCARIZATIONS . . -
RESFONTING A 3. AXEx £FD TYIiE FUYEMR OP » RESFONSE CATLCORIES (ill Ferceatage
CF C1.GAKIZATION LRCARIZATIONS A. E.
SCSIONDING
ALL COUNTFIES i 6101 5.
FRCFESSICcrAL cogs. €1 52.5 a7.8 . 28,
VY Ter e ALL CUNTRIES 18 , n.x ,,
SEFYICE CFes. 116 63.98 3.2 . &2 5%.7 &0.3
- TPOIELSICMAL €1GS. a ?7 ' 2.9
o4 118 . - 226
DEVEICSING  oousTRITS & 60.0 %0.0 . SERVICE ohcs. ' T
SRR 25 .0 50.0 -
TROFESS 1ML oxss. , DEVLLCPIIS  COUNIRILS 103 7.6 26.6
SEviE ceos. 7 €39 ;XY FROESS 16KAL CRcs, 27 5346 “A
—— 2. R .
LATIN APTRICA It 4.2 25.8 SENYICE oans, L 63 o 42‘3 ?,
FRCFISSICRAL CRCS. 3 65.2 »nas3 ZATIR AWERICA 34 £5.3 w7
) sExvICE ceos. 28 75-0 25.0 PROFESSI0MAL ORCS., 8 75.0 256
asu &2 &2.€ 2.4 SESVICE oRcs. 30 &.7 3.3
FRCSERSIOMAL (525, 15 33.3 6.7 :
? As12 &3 8.1 .9
SFY7ICE ¢33, 2? 55.6 LN FROFETSIOML CRGS. 16 43.8 ”03
arRiza » 5.8 a3.2 SFPYICE (9GS, 27 5.7 333
POFESICML CR3s. 10 60.0 0.0
- AFFICA 38 68.4 3.8
. SEFYICT croe. 27 s, 0.8 IPCTTLSICRAL (43S, 10 70.C 30.0
—————
BITLELD COUFTR:TS &8 €2,2 7.8 SLhVIZ CRCS. 28 67.9 2.1
PRCFESSZIexe: ¢, s, » 5.3 a7 "
DEVILLS Fr COURTR) s 72.2 27.8
SERFTICE oncx. & 63-¢ X4 FRCSFSSLOML CHCS. 3 €2.9 371

SERVICE ORce R S 78.6 2.4




i : SR
AEBMET pecs your orgasisrtica print an arsal reperty
m JARTABLE: poog ycur organization establish standards or other

sciantific proceaduvus which are deaigmed to be of mssistance

BSTvesk earecoegssy workors in the health {18147 o
KFLFONCE CA s
A. FLFONSE CATEGORIES)
3 ::s A, Yes
) B. Ko
ANE: 2XD TYPE ' NESPONSE CATECORIE ' —
OF CZA¥ITATION ;L:?m:ms “ = (1 se) AREA KND TDIE NUFEER OF RESPONSE CATSCORIES (1a perce
ESTONDIRS A, B OF ORCANIZATION CICANIZATIONS a.
RVSTONDIRG
ALL cOUFTRIES 266 %.9% 23.1% '
IRCFLSSICMAL CRSS. 128 7n.8 28.2 ALL COUSNTRIES 275 ».2% 65.86. ..
SERVICE (RCS. 19 %.5 19.5 FROFTSSICRAL OHGS. ::22 :: g;
SERYIC® ORCS. . :
EVELUI IS COUNTRIES 156 75-0 22.0 '
PROFESSICRAL OGS 62 .1 - IEVELCFING  COUNTRIES 149 . 28.9 s
) i : PROFESSIONAL CHSS. 61 19.7 2.3
SEMVICE CRCs. %o é1.1 18.9
SERVISE ORSS. 8% %.9 63.1
LATIN APERICA €1 73.8 2.2 ” 2.0 20.0
LATIN AFERICA . .0
PECFESSICKAL CRGS. 21 .1 2. -
SEXVICE cacs » :5 ? PROFESSIONAL CRGS. 20 0.0 7.0
. . 17.
i SERVICE OKCS. % 0.0 $0.0
ASIA 57 3.7 26.)
FROFESSIDMAL CRGS. 29 69.0 3.0 AsS % 2., 7.5
PROFESSIONAL CRCS. .
SEFVIORiCRCS. 28 8.6 2.4 :; ;;,; ::
SER7ICE CRGS.
AFRICA
TROMZSICKAL ORCS. » -0 a0 AFRICA 50 26.0 . %o
18 -2 7.8 PROFESSIONLL URCS. 18 27.8 2.2
STFTIE owcs. L .
- 2 i 29 SEKVICE ORCS. 32 25.0 5.0
IRVELOYLD: COUNTE IES 1% 79.2 20.8
e . -5
FACYErSIORL Orcs. 62 77.8 22.6 DEVELCEED COUNTHIES 126 5
TECFETSIGAAL OHCS. 61 b ‘55"
SERVICE ORCS. .
d e 23 SEMYITE CamiS. s8 .8 55-2




-
BARME; Fresest esphasis en demosstiratisg eml yiewsering with VARUME: progest espimsis on Bealth Educatios of the public
w> 3dens, 1aelwding recearch. :

EESTOSSE CATF, (1S
A. Ro esphasis
3. Low erjhasis
C. Xigh exphasis

EECPORSE CATFGORIEST
A. No exphasix
B. Low espmsis
C. Righ caplmais

&REA 2XD TYPT WUFEFR OF RESFOISE CATECORIES (1m percestags) ARER AKD TYiH NUVEFR OF RESPOSCE CATEGORIES (3m Fercestsge)
P (ECLXTIATTON CPCAKIZATIONS R : ¢ o OF ORCANIZATCN CRCANIZATIONS |~ 4, 3. c.
FESTOADING : * * : FESPOKTING
ALL COTSTRIES 233 24.6% S7.8 1608 ALL COUNTRIES 242 18.6% o508 36K
PROFECSICKAL OMCS. 105 25.? 61.9 12.% PROFICSICKAL OHGS. 108 30.6 . 231
Sexvice oxcs. 175 2.2 53.1 2.7 SERYICE CRCS. 134 5.0 .8 -3
TEVELCPING  COUXTPIES 129 .4 as.s 15.2 DEVEICPING  COUNTRIES 13% is5.1 k9.6 B3
FROFISSICML (RCS. 53 39-6 5.9 9.4 FROFESSIOLAL OHGS. [’ 26.6 48.2 23.2
SERVICE CORCS. % 35.5 &6.1 18.4 SERVICE OPCS. a0 5.0 5.3 43.8
LaTie armaica . 28.0 52.0 20.0 LATIN APERICA 52 19.2 L ho.4
PRCFESSICRAL CRCS. 17 29.% 8.8 11.8 PROFESSIONAL CRGS. 19 52.% 2.1 < 15.8
SEXVIZE 0eCS. n 27.3 8.5 24.2 SENVICE ORGE. 5] 6.1 35.% h.5
asu st 37.3 s1.0 1.8 ASIA P 16.8 0.9 327
FECEESSICMAL ORCS. 26 82.3 50.0 2.2 FEOFECSIOMAL CHCS. 28 3.7 9.3 -~ 3.0
SFhvics cres. 25 .0 52.0 16.0 SFEVICE C2cs. 27 3.7 59.3 37.8
. . .6 33.3
ATRIcA 0 9.5 .2 163 AFRICA L9 11.1 i: ¢ B3
b feuL orcs. 16 37.5 6.3 6.3 PRCFESSIOKAL CiSS. 15 ‘3-: 5°'° oo
e e i Yo7 5.e .2 SEFYIFF CUaS. * 10- o
¢ . - .
PEVELT . COUPTRIES 104 10.7 €.9 1.4 DSVELN FT €O LIE3 105 22.8 %5 . 7
TG ESSIORL ORCS. 52 11.5 73.1 15.0 FRCGTSSICAL (158, [ 2.7 4.2 o 23.1
SEFYICE CRCs. 52 7.7 63.5 6.8 SPREICE (LSS, ol 7-4 35.2° s57.%




VASTALLE) Precont erphasis flaced om a=sisting geverssest Ia
planring ratimml health prograss. inclviing ideatifying
rrobless.

BFTTOMSE CATFCORIES
A. Ko expasis
B. Low erphasis
C. High eaphasis

SAETARLE: Present esphusis placed ca iralning heslth workers. > -

EXronss CATEC(RIV]
A. Ko erphasis
B. Low erptasis
C. Righ expbasis

APF2 ASD TYTX MYEER OF KSPOECE CATRCORIES (1a parceatage)
CF CRCARIZA 10N CPCANIZATIONS a 2 e
FESTONDING )

ALL CUUNTFIES 238 29.2% 40.8¢ 22.06
PROVECTICY OxGS. 110 20.9 5.4 22.7
ST¥YITY (7S, 128 25-9 &3.0 21.1

EVEICPING  CCULIFIFS 132 32.6 51.5 16.2
FRuFFSSICML (L3S, 57 26.3 57.9 15.8
SERVICE CPCS. 75 38.7 4.7 18.7

LATIN APERICA » 3.6 £9.0 20.8
IRCFESSICNAL CFCS. 19 25.3 . S2.6 21.1
SEFVICE CRCS. 0 33.3 8.7 20.0

ASH 5 2.1 Sou? 13.2
FREATSIOML ORCs. 7 22.2 3.0 18.8
SFFVICE OPTS. 25 &2.3 .2 11.5

AFP A a7 38.3 3.9 12.8
FPOFESSICIAL (%3S, 1?7 9.5 58,8 11.8
SeiVICE CRiS. 30 83.) 43.3 13.3

TEVELCLED COULTRIFS 195 25-8% 35.6 28.9
FLOFYISIONAL (RCS. s 15.1 .7 0.2
SFRYILE 0XCS. 53 R.1 7.7 30.2

ARFA ANL TYIE NUVELR OF RESPONSE CATEGORIES {1im M )
OF OG22 7 TI0N ULCANIZATIONS a 5. e.
RESFCNDING

ALL COU~RIRS 233 %.7 9.2 2.1
FROFISSILAAL CRCS. 104 32.9 2%.0 2.2
SERVICE ORSS. 129 24.8 50.% 248
DEVELCPING  COUNTHIES 128 39.5 39.4 21.2
FRCINGICML OHGS. 52 * 63.5 19.2 17.3
SFRVICE (RS, % 25-0 52.6 2.4
LATIN APLRICA st A3.1 29.h 27-5
PROFEISIONAL GRCS. 18 77.8 5.6 16.7
SFRVICR CGS. »3 24.2 k2.4 3-3
ASIA a9 38.8 .9 16.3
PROFENSIUNAL OHGS, 2s 52.0 28.0 20.0
SFRVICE CBGS. 2% 25.0 62.5 12.5
AFRICA 'Y 13.3 s1.1 15.6
PRCFENSICIAL Cacs. 15 53.3 k0.0 6.7
SERVICE CKSS. 39 23.3 6.7 20.0
DEYELOF:Z COUMRIYS 105 3.6 38.9 27.%
FRCITISIORAL (s, 52 &82.3 32.27 25.0
SEPYICT opon. 53 24.5 7.2 28.3



http:Cil;t,;I.AL

VARIAP LSy Prosaat tante pi ! on tag
boalth services. . C

BESTON, CAST 02288,
A. ko erjhasls
¥. Lo¢ erphinis
C. HKigh sxphasis

JAELARIS, Present exptusis placed om aseistisg m‘ ut
in evaluating matical heslth programs.
KESPONTE_ €2 TH30R1ESy
A. Ko euphasis
b. Low emphasis
C. HNigh emphiasis

AREA 211 TYRY UWEEP OF RESFORSE CATEGORILS {3a percentige)
CF CITARIZATION MZANIZLTIONS
PESFORTIAG A. P — c.

L] COUNTRILS 238 47.6% 30.58 22.0%
PRCFISTICXAL Chis. 162 69.€ 21.6 8.8
SFPYICE ORGS. 133 27.8 38.3 33.8

-

DFEYIL(DING COUNTRL:S 133 5.8 3%.0 27.2
FRCTiSSICML CRZA. 53 62.3 2%.3 94
SEFVICE CRCS. & 18.8 1.3 40.0

LTIV AP Nioa S 35-2 27.8 J7.0
FROAESIICrAL ORGS. 18 .2 27.8 0.0
SelNICE CxT. » 15.7 27.8 55.6

sSu N ] s1 35.3 3.1 21.6
IFCTITE XML CRaS. % $2.7 %.9 15.4
Sthe )ik CWCGS. 25 1z.0 éc.0 28.0

AFRICA &S .7 &o0.0 13.3
FREGIITSICAL cror, 1s 65.7 26.7 6.7
STHYICE Core. 30 357 Y7 16.7

BRVELOTLD ConnT s

re 12 tc.9 23.6 272.2
TOSYISIOEL (RS,
Tierisia cas 45 7. 14.3 t.2
SEFYIZE ORCS. 33 L) 3.0 288

ANER AXD TYPR MIVEER OF RESPOSE CATEGOR 1E5 (1n gorccatage)
OF ORGANIZATION ORGARIZATIONS . . e
RESTOKDINS
ALL COUSTRIES 229 b4.0% k2.5 13.%<
FROFESSICKAL CEGS. 107 36.3 b5.E 15.9
SERYICE ORGS. 122 50.8 38.5 \ 16.7
DEVELCFING COUNTRIES 128 . 48.5 39.4 o '12‘1
FROFESSICRAL CKCS. 55 40.0 45.5 145
. .6
SERVICE CRCS. n 57.5 32.9 9
LATIK AYERICA 48 2.1 333 .. 14.6
FROFESS10NAL ORGS. 18 38.9 ‘w.o ) 11.1
SERVICE CFSS b ] 60.C ‘23.3 16.7
ASIA 51 49.0 39.2 11.8
PROFESSIONAL CL3S. 27 37.0 PN 18.5
SFRVICE ORCS. 24 62.5 33-3 4.2
AFFiCA 8 52.3 %0.9 6.8
YHOFESSICKAL ChaS, 1€ 5,‘,.3 37.5 6‘3
SEXVICE (+GS. 26 $0.0 X 7.1
IEVELCIED COUNTRIES 102 3.5 45.% . 15.6
FROITUSIONAL Chs. 52 x.s %.2 17.3
’ . 12.2
STAVICE C#CS. &9 50.8 #6.9




VARLNIFY  peount exptasis placed en Influsecing Laalth nenm,
legislation aml health policy inforzatiom.

Jresert eaphasis placed on providing Timancial
aid to others.

MEPCRE CATIICHIES) EESTORE CATISCUESP

A ko

3. lcv exrhasis

C. Hih emphaxis

A. Fone
B. Low erphasia
C+ Righ emjliasls

YD AKD TISE KYFPER €5 KESPOGE CATECORIES (i perceatage) AREA AKD TYFE MUVFER OF RASPOISE CATECORIES (1 perceatags)
F CRCANIZATICY 6303 ) FLR SAL 3 A. 3. c. CF OS2 KIZATION ORCANIZATIONS - e
RPCTOMI IR PESPORDING ’ -
ALL COUNTPIES 23 30.52 89.08 20.6= ALL COUKTRIES 225 61.9%¢ 30.1% 8.1%
YPOFESTIONL (¢S, 107 24.3 49.5 25.2 PROFETSICRAL CACS. 101 61.% 3.7 5.0
TEXVICE CRCS. 125 37.3 48.5 pL S ] SERVICE CRCS. 124 59.7 29.8 10.5
IPERTOPING SUUATENY S 175 %.7 7.7 15.6 DEVEICTING  COUNTRIMI 126 s8.1 3.9 S 70
FICRSSITXAL (473, L) 3.8 863 22.2 FL.CFESSIOKAL CHGS. 52 55.8 0.8 2.8
SIRVITE (TS, n &2.) 5.3 8.5 SERVICE T#CS. 74 $8.1 2.5 9.5
LATIN AFFRIZA 7 4.0 4.7 21.3 LATIN APERICA w 63.3 .6 6.1
FESFESSICML C733. 19 26.3 .8 .8 FROFYSSIONAL OKIS. 17 6.7 35-3 0.0
SIRVICE OR5S. 28 Je.3 50.0 10.7 SFRVICF CRES. 32 62.5 28.1 9.4
A1 51 35.3 5:.0 3.7 ASIA 48 s6.3 37.5 6.3
FFOUIT S X sl GR35, 25 .6 50.0 15.% FPROFICSIONL ORCS. 24 S8.3 33.3 3.3
SEEVIZE GhGI. 25 3%.0 [N 12.9 SERVIZE ORZS. 24 .2 .7 A2
SFrica & 83.2 47.7 9.1 A¥PITA ba 5.8 %4 6.3
IFUFYISIOIAL €+, 15 20.0 65.7 13.3 FROFESSICRAL (4CS. 16 0.0 50.0 0.0
STFVITE (4S. 29 55.2 37.9 6.9 SEXVIZE C LS. 28 60.7 " 2B.6 10.7
r— —_—f ——— e et e . — e =
IMPEILIRD CLUSTLIED 1cé 23.5 50.% 26.1 IEVFIOFFD COUNTRINS 99 66.% 2h.9 9.3
PRCH SSIGML Q6. 53 17.0 52.8 30.2 Fairt £ ICKAL GiCS. 49 €7.3 2.5 6.1
STRTICE ORCS. 55 3.9 47.3 21.8 _ SELVICE 0833, 50 62.0 R d 12.0
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BIBMES  pryrant ecphasis placed on stisulating corsmaity EARLABLE:  Foiure exgtacts (o Be jlaoed on denomstreting
particiratien in tealth pregrans. anl piur-:irg uith nve Tleis. inclnling researche.

RIITTT GAITIONLS EESPOKSE CATLIRIES)
A. Eo eidirsls

K. Wonv
B. Low ¢cr'.=is B. Llow erphasis
C. Bigh ¢ ,‘asis C. RKRirh exjasis
AREA AYD TUE NYLEN P E:SEC.CE CATECORIES {13 percestage) ALEA KD TYFE UFIER OF RESPOSSE CATEGQMILS (in percoumtsgo)
CF CRCAKIZATION CTLAKIZATIONS OF ORCANIZATION CRECARIZATIONS a B c
. . .
FESICNDIN A. B. . PESTCONTING
ALL CQUI TRITS 252 27.6% 53.1% 1938 ALL CUUNITIES 230 8.7% %6.9: Sh.leZ
PROFESSIONAL CRSS. 103 3y9.n 53.5 6.8 FLUFESSICKAL CHGS. 101 7.5 .8 55-7
SEIVICE ChGS. 10 14.0 55.0 3.0 STEYICE OFCS. 129 9.7 37.S 2.4
DEVELCPI}. COU'TRILS - 2es ©.r 1.7 IEVEIGPIKS  COUNTRIES 127 9.2 39.2 st.5
FEC: £ .S ICRAL CR3S. S kC.4 53.8 5.8 FRCTESSICKL CRGS. 55 7.3 38.2 54.5
SERVICF CRCS. 7 10.4 53-7 29.9 SITVICE (R25. 72 1.1 %0.3 Le.s
LATIN AP:: 104 50 2.0 £2.0 26.0 TATIN AVERICA 87 es 3.2 55.3
FROFISSICNL ORSS. 17 47.1 bL7.1 5.9 Fi.CFISSICNAL CRCS. 17 5-9 4.2 52.9
SFEVILE Cw¥or. 32 12.1 k.5 23.3 S:RVICE CHCS. 30 10.0 - 333 5.7
ASTA 51 23.5 58.8 17.6 ASIA 4 2.4 1.3 56.3
IMETsr L et o L2.3 50-0 7 FFCTTESIOMNL CHES. 2. 7-1 39.3 53.5
STwies € Ch b3 5.0 sa.¢ 2R.0 SE1SICH OHGS. 26 7.7 53.8 38.5
e i 3.0 500 15.9 AFRICA u 14.6 31.7 £2.7
| PRI G I C L . 73 o0 "7 FRO SICEAL OHGS. 1% 12.5 25.0 2.5
LIS S SNSRI 7 2.0 85,2 20.7 it . s 1h.0 ,.C £3.0
e ——— - - —— i e § - e o = Orame? et s s = cmmem e = e s o § - —— -_— T—
DLLMTL (0T A s Lio e FEVRLLL. T (a7 HIFET 12 8.1 a.s 977
S OMR S TORS S R .- oo 2.7 Tel | S XTIWRATE LT U IR 51 7.8 34.5 5.9
Sy €S, . s &t .Y SEIVICE Laif. 52 7 4.5 57.7
RUUUSRR Ll
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VARIANLE, Feture exyinsis to be pliced om bealth educatieon varnprT, Future eoymasis to be placed on

of the publiec. iraining health workers. < .-’
EITORSE CATFICL 5L ! FISTURR, CATIZORINS,
A. ¥o czjhisis A. Xora
3. Loa expbzsis E. Llcw esrhanis
C. Nich enphasis . C. High erphacis
AXEA ALD TYFE WYILR OF RESIONCE CATEGORISS (1a percestags) APEA AKD 11T [n:r}nt oF RESPONSE CATECORIES (i percestage)
CF CSCANIZATION (ECARIZATIONS F ORCARI2LT 108 CRCAKIZAT 015 A. B. c.
BETICNTING A 8. c. RESICHLTNS
o 8.
237 6.5% 29.8¢  63.% ALL COUNTF YRS 225 23.% 29.8¢ 2%
5 P PROMI: 31U:AL LAGS. 103 3.0 33-0 .0
e &3 - 30-9 SERYICH G 123 12.1 26 553
13 3.8 i9.1 771 . FYICE OPos. :

TEVERCF 1T COUSTRIFS 173 1.5 25.3 72.2 TEVELCPIN  COUSIPIFS 122 23.8 3.3 2.9
FIORTo 0L oRss. 55 1.9 9.6 8.5 FROIISGICRAL CRO5. 52 2.7 0.0 6.9
STRVITT CRcS. 77 1.3 18.2 ®.5 SERVICL (3S. 70 18.6 28.6 5.9

LATYI® AFFFIZA . LATIN AYFRICS %4 23.4 3.0 52.6

w0 5.0 28.0 68.0 ceyPAl ARn 17 8.2 &7.1 11.8

CHESTICNL CRSS. 18 5.5 3.3 611 FRORESSICNAL ORCS. » coo
SFHYICH (~:E. » 3.1 25.0 n.9 ) SERYICH (3. 30 13.3 -7 -

, . .0

ASIA 51 c.0 3.3 66.7 ASIA 50 24.0 36.0 %0, °

FECST S XML CLCS. 25 0.0 52.0 8.0 PROFETSTONAL ORZE. 27 25.9 32.0 3.

ICE Chns. . . L

SEFYICE LHSS. 2% 0.0 15.4 846 SERVICE CX 23 2.7 34.8 3.5
) . o .6

FRUSFOSIZNAL CRIC. 14 .3 25.0 68.8 FROFECCSILIAL © ms, 14 35.7 . .
SERVICE (1S, 28 2.4 28.6 -0

SERVITE (218 2 £.9 13.8 793 2 - -

DEYILOTED COUITHISS . .0

PEVELOFED COUNTH IES 107 12.7 3.9 $3.9 r;:“"l A'.‘:LI(W 104 2h.1 :i: :! ’
PP PSS TCRAL CRCS. 53 15.1 8.5 434 POVETSICT 3. st 33.3 .

- SEFVICE 085S, 5 15.1 . 26.b 8.5
SERVIZE CrcS. S 7.6 20.% 72.2
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BRIy vivce emphasis te bc placed om assisting ovrrmelts
ia plrz i matieml heilth prosrams, Sacleding
$entilyir 7 prodless.
MESPONST €A™ (o153

K. FO e-3h-sis

B. Low 1. tsadn

C. Byt e jlauls
ARIA AKD TIFE NYFER CF BRESPOSSE CATLCCEILS (in percemtage)
OF GCIKIZATION {XGANIZATIOKS
- a. | [
LITCEDIRG
ALY CCCLTPIFS 23 9.7% 38.0% 52.9%
FROFLISITRAL €325, 1es 2.9 X1 5.0
SFXYIZL CRCS. 12 144 32.6 AZ.0
IEVEICRIXS  COUNTRIFS 155 9.h Al b 49.2
FRCMSSICML CRCS. 52 3.8 .2 5.9
SEPYICE CRCS. = 13-9 38.9 872.2
LATIN AYTPIZA ) &.s 34.0 57.4
FROVESSICNAL CRSS. 17 5.9 23.% ?0.6
SFRVICE 0SS, 30 10.0 ho.o 50.9
51 &9 2.2 5.0 6.7
FFCTECIXML (RIS, o5 4.0 €0.0 3%.0
SE1437E € 5. 5 20.8 L7 35
AFPICA Ls 13.3 35.6 st.1
FROFL %) eoge. 15, 0.9 37.5 €2.5
STIVICE (5. S 70.7 3.5 . &
PEVTITLT € NTb TS 105 6.8 .z 57.0
FMILIT ML A . 57 1.9 32.1 66.¢
e T TR J 53 15.1 3.8 &9-1

vaRmps:  Petere empluris 1s te rlace] o providisy perama) "

haalth servicss.

BSRCESE Carienyy
A. Ko c:nhasis
B. Low cuptasis

C. Rich ecrhasls
AYEA AND TTFE FUFEER OF RESPOXCE CATITORILS {ir prrcenstage)
OF CYGRFIZATION CECANIZZTION; N . .
RESFUNDING " ’ _
ALL CLUNTRIES 229 35-1% 3.82 3.2%
FRUGTEXNSIOKRL O5S. 10t &7.5 3.7 20.8
SEXVICE CRGS. 128 21.9 32.8 45.3
ITVFICPING  COJNTRIFS 128 2.1 39.7 3e.2
TROFSSICKAL GiSS. s3 .0 a3.% 2.5
S::VICE C0CS. 75 12.0 372.3 50.7
IATIR AFSRICA 51 272.5 b Al.2
FRCFESSICNAL ORGS. 1? k2.1 35.3 12.6
SYRVIZE CHSS. 34 17.6 29.4 5.9
AS i st 15.7 5.9 29-4
TFO-TESTSNAL LR33. 27 29.6 Lh.h 25.9
SIFVICE CueS. 2% 0.0 .7 3.3
AFKICA 43 27.9 4.9 37.2
FROFESSICHAL €iC3. 15 33.3 $2.3 13.2
STIYITE (RIO. 28 25.0 2.0 59.¢
IRS1Y° 7D CUCRTENS 101 5.9 22.: o9
FloQUUsite L ORSS. L8 62.5 186.C 18,0
ST TGS, 53 35.8 25.4, 37.7




BAABEYY prters oepbasis te be plicsd ea assisting goverment ™ VARIAMLE,  Futmre aaphasin to be placed on Influenchg
iz eraluatieg mition:l health procraws. benlth logislation an? hcalth policy inforsatios.

FESTORSE 277 TRIZS: xmm':_t_cgaj:g,'-v, Est

A. Nooe A. Eo exphasis
. low empmiis B. Louw exphasis
C. Lirh exphasis C. Hizh emphaais
A¥Z AND TYFE NPZER OF RESPONCE CATEGORISS (im percesmta AlZA 2KD TYFE NU¥EEK OF RESPOISE CATECORIYS (ia percentags)
A% ROAN TICNS GAR NS
T CRZANIZATICH CRCANIZATIOND N . e OF CHCAKIZATION OPCAKIZATICKS o 5 c.
ESSPONT 103 EESPUNDING
24 15. 2. 8% &L. 50
411 COUKTRIES 2 5.7 ALL COUFTRIES 230 11.7% *h. 2% 5.2
FRIFISSICRAL O¥Gs. 103 9.7 a2.7 47.6 PROFESSICKAL CiC3. 104 5.8 0.8 €3.5
SFRYICF CRIS. 121 21.5 8.3 32.2 SERVIZ® CRCS. 126 16.7 5.1 5.3
IFVLLLTIMG COUNTRIS 122 15.1 39.7 45.2 LEVELCPING COUNTRILLS 123 10.3 &2.9 5.8
FECFFESICML 003, 51 ) 5.9 41.2 52.9 FRO'ESSICNAL CESS. 5 7.8 29-4 2.7
SERTICE TRTS. 7 22.5 0.8 »%.6 SERVICE rpcs. e 12.5 5.4 %.1
WA IN aPERICA as 22.2 258 53.3 LATIN APERIC % 13.0 32.6 53
PROFUSSICSAL OnCS. 16 12.5 18.8 68.8 FROFESSICNAL CRAS. 18 5.6 22.2 72.2
SEFVICE omes. 29 2:.% 272.% .8 SFRVIZE 024S. 28 17.9 39.3 8.9
Asu Ay 1.2 59.2 .5 ASIA 48 10.4 0.0 9.6
FRCFITSIOMAL CEGT. 25 50 5.0 %0.0 FROFESSICNAL CR3S. 2 13.0 8.5 8.5
SFTYICE CRCS. 2% 16.7 62.5 20.8 SERYICE C8cS. 2s .0 6a.0 28.0
AFRICA 8 23.3 17.2 39.5 AFRIZA b5 13.0 8.5 8.5
MFRSICHML tReS. 16 12.5 37.5 50.9 PR{FLTSICNAL CKGS. 16 0.0 375 62.5
SEXVICE 092, 27 2.5 37.0 3.3 SEFTIZE Opes. % 20.0 8.7 3.3
IRTEIZIET COUNTRINS 102 16.% Wb 37.3 LEVEICHLD CLUNTPITS 10?7 13.2 29.8 57.9
FROPESSIOMAL ORCS. 82 13.5 M2 2.3 FECFESSICN.L (%3S, 53 3.8 32.1 68.2
SEMVICE CBCS. 50 20.0 5%.0 25.0 SEFVICE ORGS. [ 22.2 29.6 8.1
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Briapr,

PECPONSE cAmionmize,
A. be cr;tasis
B. Low ¢.jhasis
C. Figh exjhasis

Mmu}hthtohﬂnﬂnm
fimacisl asd te othsrs.

ipiiss

Futwre ewzlizsis e be pleaced on stisulatis:

ednxnity putleipation ia haalth propracc.-

BT, G vy

A Ko ecpasis
P. Low erjiizsts
C. High curhasis

AFEA AID TYITE bR o BESIO'SE CATFCORIES (Ia 31
OF CGRANIZATION CranIZATIONS
A, ) 8 €.
BEE‘FZ‘I!Z

ALL cTUNTRES 223 A% 35.9% 15-
FRCFECSICNAL OPCS. 101 a6.5 38.6 18.9
SFFVISY WS, 122 49,2 n.s 16.8
DEVEL( K COUNTRIFS 124 a.7 80.2 18.1
FYCTECSICML O3S, 52 38.6 M2 21.2
SEEVICE (D25 72 M. 38.9 16.7
WATIN ArzrIca & A7 8.6 12.8
PROESSICML ORGS. 1? 3s.3 657 0.0
SENVIC Cies. J 50.0 30.0 20.0
asn &7 82.¢ 42.6 .9
FROFITSIOML Cxcs. R &1.7 33.3 25-0
SLFTICR Cwas. 23 43.5 52.2 4.3
AFRice & 43.2 34.1 22.7
|2 X4 SRS I¥E [g g 15 37.% 31.3 3.3
T (enc F u.n 5.7 17.9
BEYELT L corre ., o o 7.0 20.E 17.1
F ass10 -1 qgs, 4 1,2 32.7 t.2
RERYICE (rs, 5N J .0 28.0 16.0

SEPV)n €S,

AREA AKD TYFE SUTIEE O RESFORSE CATICORIES (1n parcestoge)
OF CYCAXIZSTIOK LECAKIZATIONT
e A. B. C.
RITTCRDING
ALL CQ¥'%1: V58 230 12.66 36.2% &9.4%
FROTZCL 102 1€.7 82.2 Ni.2
SERYICE (35, 128 7.8 32.8 9.4
DEVELCPIIS  CO'WTRIES 127 5.6 35.2 9.2
PRETISSIONAL CRCS. 52 7.7 80.4 51.Yy
SERVICE QIGS. 75 2.7 32.0 65.3
IATIN RFFRICA 50 8.0 3.0 £4.¢C
PROFILSICLAL GRGS. 17 17.6 35.3 b7._1
SERVICE Urus. 33 3.0 39.4 7.6
ASIA 50 5.0 3o sl.¢
PHOFEZISTURAL OMGS, 25 8.0 M0 4.
SEEVICE ORr.S. 25 0.0 2.0 68.0
AFYICA 43 18.6 30.2 stz
PROSFSOICGERL (178, 16 12.5 37.5 50.0
SEEVILE (375, 27 22.2 25.9 5.3
[ S — ——— . ————— e e
IeVELL . & 103 21.6 40.5 37.8
FRUES. . 2 e 5 25.0 4.0 35.0
1s.1 w.r 50.0

——



Yanwr, Fercentage of armal incoms frem
Istermticml donurs.

Percentage of anmal 1ncoms from

ESTOR™ camconiesi 4. o D. 26-s0¢
B. 1-10% E. Si-1008
€. 11.2%

AREA 25D TYFE NOVYER OF EESHOKLE CATESONIES (im Percentigs)

& CrC.KIZATICH CLTANIZATION:

. resreNzING L. C D. | 3

AlL CQXTRIES 275 £3.9 2.6 1.5 o.% 1.7
| 128 RS N RF ST 124 9.8 1.6 0.0 0.0 1.6
NIRTICE onts. 150 7.7 3.3 2.7 0.7 10.0
ST —

TEVELLPIRG  COUNTADYS 153 7.5 2.0 1.3 0.7 396
RTINS IIML (o, 62 “.8 1.6 c¢c.0 0.0 1.6
SeRVICE CRCS. [} 2.6 2.2 2.2 1.1 3.9

LATIN depEina 62 742 1.6 0.0 1.6 22.6

SN -
merssiomL ceas, 2 95.2 4.8 0.0 ¢.0 0.0
SFRVIC: TRus. 4 £3.4 0.0 (.0 2.4 .1

ASIA

4.2 1.8 c.o0 0.0 14,0
TREOTF "SI MAL (R3z.

5?7
29 170.0 0.0 0.0 0.0 0.0
28

ST IICE CROGS. ¢?.9 3.6 0.0 0.0 28.6

ArRIC, 50 7.0 ke 80 0.0 16.0
FRUTTSICNAL Owcs. 18 .8 0. C.0 0.0 5.6
SERVICE CRSs. 2 65.5 6.3 €.3 c.0 21.9

FICD cusTR RS 121 9.4 3.3 1.7 o0 1.7
FREZSIOML oece. 62 ¥.8 1.6 0.6 0.0 1.6

" StRTIeK cecs. 9 7.8 5.1 38 0.0 1.7

VLEIARLYy
revems projects.
FISPURSF CAYERORICS,
A, OF D. 26-50%
B. 1-10% . S51-1008
C. 11-25C
AREA AND TYTE NUYEER OF RESPOMSE CATECORIES (im perceatage)
COF ORCANIZATICS CRCAKIZATIONS
. B e
RESFORLIRS A 3 & >
ALL COUNTRIES 276 39.4 19.0 13.9 12.0 5.7
PROFESHICNAL ORCS. 124 444 18.5 16.9 12.7 7.3
SERVICE CMCS. 150 35.3 19.3 1.3 11.3 22,7
DEVELCPING COUNTRIFS 153 43.8 19.0 11.1 13.1 13.%1
FROFISIICKAL GRGS. €2 5.2 17.7 12.9 16.1 &1
SEKVIZE CiG3. 91 42.9 19.8 9.9 11.0 16.5
LATIN AFERICA & 51.6 14.5 9.7 185 9.7
PRCFESSIONAL OiCS. 21 57.1 9.5 143 19.0 0.0
SERVICE (0. %3 48.8 171 7.3 12.2 146

e 57 33.3 17.5 12.3 15.8 2.1
FROFETS I NS L CRIS. 29 3“.5 12.2 13-3 20.7 13.8
SERVICE (RZ3. 28 32.1 17.9 10.7 10.7 28B.6 -

AFRICA 0 4.0 25.0 1.0 5.0 12.0
PROFFSSICHLL (405, 18 50.0 27.8 11.i 56 5.6
SERVICE (PGS, 32 50.6 25.0 15.6 3.1 15.6

DEVELOPED COUNTRIES 121 33.9 19.0 17.4 ) 10.7 19.0
PRCFFISION/ L URSS. 62 4.5 19.4 1.0 9.7 6.5

59 23.7 18.6 13.6 11.9 32.2

SERVICE ORCS.
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Baungy, Parcontage of eamnl incese expamied » VARIANLE: o 31 cpended on

T tage of a L o8 .
on sctivities. overbead costa. SRR
ESTORSY CAFges sy 4. o p. 26508 FESTORSS CATFRORMES)
B 1102 E. Si-1o08 TO. 4 B. 26-30%
C. 11-2%¢ ». 1-102 E. St-100%
C. 11-2s¢
- &XTA AYD TTTE KIYEER OF MSPOISE CATICORIES (1a peresatige) : AREA A3D TITE FIVLFR OF RESFOKSE CATECORLSS (18 percectage)
OF CGARIZATION WLANIZATRNS OF CRCANIZATION OHGAK IZAT JOKS N n c . E
RESTONDING RESFOKDING N i :

ALL CCUNIPIES 27 30,74 11.7% 14,2 19.2¢ 3.2 ALL COUFTRIES 2% . 9.5 1.1 9.8 15.7 6A.2

PRFLSSIORL Las. 128 12.9 9.7 23.4 29.0 25.0 PROPESSIOMAL ORCS. 125 10.5 2.4 81 2.8 57.3

SERVIST onis. 150 23-3 3.3 187 22,0 3%.? SERVICE CRCS. 150 9-3 2.01%.0 22.0 s2.7
TEVIZCPIRG  CcOUN.TINS 153 33.3 10.5 11.8 20.3 2k.2 TEVELCPING COUNTRIES 153 .85 7.0 9.2 18.3 63.4

FRCFESSICKNL (PTr. €2 14.5 18.5 19.4 25.8 25.8 PRCFESSICKAL ORCS. €2 9.2 3.2 81 2.2 4.8

SKRYICE oPCs. [/ 22.0 3.3 143 22.0 38.% SERVICE ORCS. 9 8.8 1.1 12.1 27.5 50.5
LATIN APESICA 62 L3.5 6.5 $.7 17.?7 22.6 LATIN AYFRICA & 16.¢ 1.6 8.1 11.3 62.9

FLOFISICML ORSS. 21 19.0 23.8 14.3 28.6 14.3 PROFESSIORAL ORSS. 21 19.0 4.8 &.8 9.5 61.9

SEXYICE OFCS. by 25.8 4.9 166 19.5 4.1 SERVICE ORCS. & 171 2.4 9.8 17.1 s$1.7
ASTA s? 2l.1 17.5 1?7.5 22.8 1.1 (137 57 1.8 2.0 8.8 19.3  70.2

FROAISTML RS 29 6.9 103 3.0 241 27,6 PROFESSIOML €rgs. | oo 3.4 0.0 6.9 27.6 €2.1

STRIICE CRCS. 28 14.3 26 21.%  21.%4  39.3 SFRTICE ORCS. 28 0.0 0.017.9 28.6 53.6
AFRICA 50 30.0 6.0 6.0 26.0 3.0 AFRICA P 4.0 0.0 12.0 26.6 5.0

PECFISS ML csos, i 16.7 5.6 5.6 389 333 FROFFSSIOMAL GiGS, 18 56 0.016.72 3Ec 385

:-:*f'n':‘: ne;s.~\ oL _j 158 €0 31 31.3  4d.s SERVITE C8GS. r ) 3.1 c.012.5 ﬁ T %3.6 _
R clentie 121 £7.3 12.2 176 19.6  23.1 DEYELOTEE CGUITRIS 1 10.7 1.7 9.9  1z.6  $5.3

FROPIISIONL IS, &2 113 A8 27,4 2.3 24.2 FRCFXTSIONAL (4R, 6z 11.3 1.6 B4 16.: s9.7

TErvISE ORCS. i b 8 153 720 339 SERVICE Cpce, 59 { 102 34169 13.6 sss




Raunr, Parcontags of asmal incoms from

. voluntary sources.
ESIRr cATECoNES; L. og D. 26-50%
B. 1-10% E. S1-100K EESPONTE CATTCORIES: k
€. 11-2%¢ A, X D. 26-50%
B. 1-10% E. ﬁ'lm
: €. 11-25¢
ARER AXD TYFE > ER OF RESPOICE CATECORIES (1a Perceatage) - ~
OF CBCAK (ZATION OPCANIZATIONS N 5 e o L AMA AKD TYRE NUVEER OF HESPONSE CATECCRIES (h mﬂfﬂ)
- IRPo iv: & CICANIZATION CECANIZATIONS A B e L
PESPONDING
ALL coerTRiFe Fa ! 61.3 11.7 9.1 8.0 9.9
PROITSSICMAL 0SS, 126 0.6 89 2.8 &0 &0 ) ALL COUSTRIES 274 8.8 19.3% 10.2% 10.9% 50.7%
SFIFLE cgs. 150 553 180107 1.3 147 PRONSIOML Crcs. | 128 56 3.2 32 121 75;’
S : SFzvIcE oRCS. 150 1.2 327 16.0 10.0 0.
DEVLICPIG  cooarpivs 153 .0 10.5 7.2 2.2 g2 -
PROFITSICRAL Cizs. 62 %.3 3.2 0.0 32 32 IFVEICPING  COUNTRIES 152 9.8 21.6 11.8 11.1 55.:
. . . . . 5.5 Ti.
- CFESSICKAL CHaS 62 8.1 1.6 &8 1
SERVICE ORCS. 51 49.5 15.8 12.1 9.9 13.2 FROFESSICKAL O35S, 9: 1.0 35.2 16-5 8.8 28.6
- SEXVICE UKGS.
WATIN arEnica 2 7.0 81 48 6.5 g7
IROFESS1CMAL CRCS. 2 100.0 0.0 2.0 0.0 0.0 LATIN APERICA 62 1.3 22.6 11.3 12.9 u.;
: . 0.0 k.8 90.
SERYICE oRee. N $.112.2 7.3 9.8 14.4 PROFESSIONAL ORSS. a s.8 0.0
SERVICE ORZS & 18.6 34.1 17.1 17.1 17.1 X
s 2 .9 140 10.5 7.0 35 .
PREITSOOML oRcs. 29 8.2 6.9 0.0 6.9 o0.0 ASTA 57 3.5 19.3 158 12.3 5.
SEXVIZE CAcs. 28 8.9 216 218 21 9g FROFERS IOMAL CaSS. 29 3.4 0.0 10.3 ”-Z 65‘:
s SEFVICE ORGS. 28 36 93 Ak 20 =
50 53.0 80 80 8.0 189 _ 48.0
PRCIESSICHL Qvcs. 12 8.9 0.0 0.0 0.0 11.1 AFRICA 2 16.0 20.0 10.0 6.0 .
SERVICE (RCS. » &e.€ 12.5 12.% 12.5 21.9 PROFESSICKAL (IG5, 18 16.7 5.6 0.0 11.1 7
1 SEFVICE ORGS 2 15.6 28.1 15.6 3.1 375
YR covkinns 121 558 13.2 1.6 6.1 10.7 - 5.0
PREESIORL cecs. 62 7.0 185 A8 A8 a8 DEVELCIED COUNTE I5S 121 74 185 83 107 o
___ SDWIcE oncs. Py 39-9 11.9 186 13.6 16.9 FRIFESSICMAL GrCS. 62 32 &8 1.6 9.7
e 9 11.9 28.8 15.3 11.9 32.2




VARIABLE;  Mes your organization been involv:;d gip VARIABLE:
T T i e o g RN
solting bealih necd Triorities for your cosntry?

&5, 10 JOUr OTEADITATION IBEISTOTRA . Wit
your governzemt? ’

Ae Yoo As Yeos
" B. ¥o B. Ro

MBI fwess oF | RSPONGE GATEIS (1n percestag, AREA AKD TIPS MRBEROF- 1
OF ORCANIZATION CRCAFIZATIONS |~ - LR ‘OF ORCAKIZATION CHCAKTZATIONS |. -
N . B . N Al ‘Ba RESPORDING

MmLcowREs | 282 oax
PROFESSIORAL CICS. 116 o293
SERVICE ORCS. 136 .

ALL COUFTRIES O R
PROFESSIORAL Oacs. | <& 116
SERYICE ORSS. B R L S

DEVELGPIKG  COUNTRIES 138 %.6 : 621;  DEVELOP1IG cdmmﬁ 144
‘monssomy ems. | 59 A vl PROFESSICKAL ORCS. 59

szmvice ocs. | 79 - %7 63 SERVICE GRGS. e

1ATIK LPER: S DU I A - —
T 1 .- . 2.8 722, IATIN AFERICA 57

PROFESSIORAL ORSS. | 18 . m2 7.8 PROFESSIONAL ORCS. | . 19

SERVICE ORGS. ». o SERVICE OKGS. 3B

1 5 e e e
FRCFESSIOMAL ORCS. 29 ’ ‘W48 55.2 . PROFESSIOMAL mg:s.

SFRVICE CHCS. 24 T oat.p 8.3 SERVICE ORCS. B

P ) | 292 - 708 AFRICA ' . %
FROFESSTOAL €3S, 18 S 2.2 7.8 FROFESSICKAL GxGS. .| . 18

 SERVICE cess. k) »3 687 seRvice enss. | R

IGYFLCIED CUINTRINS s | 23.0 7m0 LEVFLOTED COM KIS T om3
FROMESSI0KAL ORGS. ; [ s y

, 57 ; 2.8 ,'_7‘_2; PROFECZIONAY. (528, | 57 2.
SEMUICE ORGS. 5?7 21.1 78.9

SLRVICE U27S. ' s




VARIABLE; . Aro the mechanisms pressntly used for

YARMBIS: gye trere certain types of activities shich lend puivbommmehioweia i

theasolves sore yeadily thaq otherg gg »jolnt participaticn
by your orgzanization amd ‘gmrmnt?

s A RESPONSE CATFGORIES) A. Yes
PONSE CATEV (S
WINTS . B. Mo
A. Yas
B. No
1 P AREA AKD TYPE NUFEER OF ¢ - ‘RESPONSE CATEGORIES (10’ parcentags)
ATEX AXD TYFE NINEER OF - " RESPONSE CATEGORIES (in percentage) OF OFGANIZATION GROAKIZATIONS | i onf e e o
OF GiGANIZATION cREANIATIONS | .. - RESPONDING A. B. -
RESTONTING : )
. ; ALL COUNTRIES 274 : 53.5«2 4. 8%
ALL COUNTRIES 20 66.58 - 3.3¢ ‘ FROFESSIONAL ORCS. 124 © 49.2  .50.B7
TROFESS10KAL ORGS. 8 ;612 38.8 SERVICE ORGS. 150 59-3° w07
SERVICE ORGS. 122 ©72.1 22.9 - P
. ) . DEVELOPING COUNTRIES 153 52.2 . 47.8..
DEVFLOPIIG  COUNTRIES . 70.2 29.8: -
1z . FROFeSSIONAL ORGS. 62 45.2 -54.8.-
ICKAL ORCS. i h 62.0 -:38.0 -
PROFISS IC} 50 g 3. SERVICE OKGS. st 56.0° 440
SERVICE CPCS. 77 . 7.6 234, 5 : =
IATIN AFERICA I
1 e L 3BTy 6437
£ | . 7s.0. - 250 !
_ LATIN AYERICA [ .75 PROFESSIGNAL CRGS. 2 33 667
IONAL ORGS. ) .5 - 23.5 1 . : o »
PRCFESS 17 N .5 SERVICE ORGS. e M5 585
SERVICE ORCS. 5 - 7.3 25.7 .
ASIA 57 . 59.6 " MOLG”
ASIA L3 63-0 7.0 PROFESSIONAL ORGS. 29 . Sl.7 a3
OFFSSIONAL ORCS. to. 591" : i
Ph z ? SERVICE ORGS. 28 C67.9 " 32
SERVICE ORGS. 2% 8.3 16.7 : -
I AFRICA 50 62.0 © = 38,0
AFRICA ™ 69.0 n.0 PROFESSIOMAL OHCS. 18 s 50.0 50.0 -
. . 13. b . N el
PROFESSIORAL ORGS 15 8.7 3 ? SERYICE ORGS. 2 . 68,8 313
SERVICE ORGS. 27 59.3 40,7 . o o
DEVELQIFD COURTRIES 121° $3.8. ap2
TEVELOPED COUNTRIES » 61.6  38.% PIUFESSIOMAL ORCS. 62. . 532 .46.8:
PRUFESSIORAL OFCS. 48 : 60.8 - 39.6 SEKVICE ORCS 59 17 64u 7 35.6
6 - -
SEXVICE OAGS. 5 a5 3 :




YARIABIY: Special un‘t 3n sovernmant estalli<hed u;tbln ‘, . ) VAR]A‘GI v . Informal I‘.‘otib’ﬂ Of mo ld m“"-"r‘ .l", 1‘34‘~]
ministry or defartesnt to coordimate culy thoss VHOs

wiml to eoordimta m rk of orr.mizd.iux :m. (cura )

hich directly 1olata to ihes. ) e
RESPORSE C4)I%07IES, me"mn:gnm,
A, Yes Yoz .
B. Ko B. Jo
.. AREA AKD TYPE XUPEER OF "+ - RESPONSE CATECORIES (inm Fercentage) o ARDAAMDTYPE. . . [mreem ov . - ... RESTOIE c:.mcans (1n 1Grccnu¢e)
. OF ORGANIZATION OHGANIZATIONS | - S AR e : OF QRGANIZATION. ... |orcANIZeTIONS{ .
RESTOSDING woe, Ao iy Be o RESTOFDING
ALL COUXTRIES 274 . 17.0% 83.08 ALL COUTRIES 27
FROFESSIOKAL ORGS. 124 G 21.8 B’ FROFESSICKAL GAGS. 124
SERVICE ORSS. 150 L 112400 CTRIBE0Y SIRYICE Cigs. 150
IEVELUPING COUNTRITS 153 L2 ’87.'3" DEVELOPING  COUNTHIFS 153
FROFESSIOMAL (RGS. 62 (161 7 83. PROFFSSICKAL hs. | 62
_ SERVICE ORGS. 9 .88 7 g2 SERVICE OKCS. 9 o
LATIN APTRICA @ - § o -len - 3 IATIN AYTRICK .
PROFESSIORAL ORCS. 2t w183 85.7 PRCFESSIOFAL ORCS. 21 »
SERVICE omCS. b R A 4 SERVICE 228, - 41 ]
ASIR . 57 . © 15,8 842 ASIA -1 . ‘ B
PROFESSICKAL CRCS. 29 17.2 £2.8 FROFLSSIONAL 0SS, 29
SERYICE ORCS. 28 -1k 85.7 SERVICE cacs. 28
AFRICA . 50 1. 200 0.0 IFRICA 'so 1 3807 ez
YROFESSIOKAL Qecii. 18 27.8 72.2 PROFESSIONAL o ‘18 Y 50,0
SUKVILE CEGS. 3. 15.6 Bk SERVICE ¢ w e 32 . C3ta 0 6ns -
LAYELUTLD COUNTPIZS 121 22.1 7.9 FEOT Gl | gpy by ey
T PROFFISIONMY (2155, . (2 ) 7.4 72.6 R 62 N DR <%
___SERVICE ChGe. 59 - 169 3.1 SLIVICE GisS. 59 k9.2




-YARIARIps  Formal enuncils or camittcos compesed only of
Toprecantatives of VHOs used to coordimate work of Vi.
anl govorn-ent.

EESTORSR CATRGOSTFx s

 VARIABLE:~  Spacial unit in government establiched within
' ‘a ninistry or dopartment to coordinate all VHOs ?

4. Yes A. Yes
3. ¥o B. No
AREA AND TYFE mu or EESPONSE CATECORIES (in percentags) AREA AKD TYPE NUKBER OF
OF ORCANIZATION CHCAK IZATIONS ',f ' OF OHCANIZATION ORCANIZATIONS
FESPONDING A * . RESPONDING
ALL COUNTRIES 274 : 16.0% 64,08 ALL COUNTRIES 27 SETY: T 378
PRCFESSIORAL ORGS. 124 Co20.2 79.8 PROFESSIONAL OKCS. t2h S X A9“_‘,9_:
SERVICK. CECS. 150 © 12,97 82.3 SERYICE ORCS. 150 12,3 8.7
DEVELOPING CCUNTRIES 153 12.7 L] DEVELOPI)NS  COUNTRIES 153 15.3 | 87
PROFFSSYORAL 0 3S. 62 19.4 8.6 PROFESSIONAL GHCS. 62 1.3 88.7°
SERVICE oucs. 9 7.7 %2.3 SERVICE ORGS. a 17.6 2.4
IATIN AXERTCA 62 11.3 88.7 LATIN AVERICA 62 1k.5 85.5
FRCTESSIONAL ORCS. 2 9-5 90.5 PROFESSIOMAL ORGS. 21 15.3 ‘85-7~
SERVICE CRCS. N 12-2 &7-8 SERVICE ORGS. a . w6 858
asm s? 8.8 9.2 ASIA 5? 15.8 = 82
FRCFESSIOMAL ORGS. 29 13.8 8.2 FROFESSIDNAL ORGS. 29 10.3 ”-Z )
SERVICE CmGS. 28 3.6 g SIRVICE ORCS. 28 2.4 7.
AFRICA 0 26.0 7.0 AFRICK P 16.0 8.3,
PHOFESSIONAL ORCS. 18 55.6 Y PROFESSTOMAL OHGS. 18 16.7 .83
. . 84.5
SERVICE Opfs. 32 9.4 90.6 SERVICE ORCS. 32 15.6
DEYEL(IED CGUNTRIFS 12 19.8 80.2 DEYELOPED COUNTRIES 121 9.9 9;-;2 (
JRUFESSIONAL ORCS. 62 - 21.0 79.0 PROFESSIONAL CHCS. 62 4.8
] 23 299 - L 169 - B4
SERVICE ORCS. : - e




YARIABLE:  yoyral councils or cosaittess ‘conposod of VARIABLED: £oret councils or cmitieesempm;dm

£ovarnuent rarsonnal and VIO representatives uscd to * povernrent_yorionnol -used to coordinkte work of
coordimio work of oxganitation and governzent? organiration anl governzent? *
EESFOMSE. CATRGOHIESS FISIORSE CATTOHIER, T
A. Yes A. Yes
B. Fo . B. Ko
. AREA AKD TTIE  |NUPUER OF N RESTONSE cnrs:ﬁoa;;s (xp_mé-m;.) -AREA AND 1YPE NUYPER OF . }. . KESPONSE CATEGORIES (in perceatags)
OF OKCAKIZATION CEGANIZITIONS | - . o QF ORGAN1ZLTION CRCAKLZATIONS | R PR :
RESFONDL'G A S : RESPOKDING A 3.
ALL COUFTRIES 27 . 50.06  50.08 LL COUNTRIES 27 5.9 Gl
FFOMLSSIGMAL CRCS. |~ 12%° C 4S5.2 ) 5’0-8 - PROFESSIONAL CRCS. | 128 6.5 i ias 9BeS
SERVICE OHGS. 150 . 533 67 SFRVICE CRCS. 1 5.7 io: 9.0
IEVELOPING COUNTRIES 153 [ a8k 516 EVEICFIFG  COUNTRIES ‘153 507 . rriin, Fe3 o
PROFESSICKAL QRGS. 62 S M3 597 PROFESSICKAL ORGS. 62 3.2 o 0, 9648
GERVICE ORGS. ‘9. . o527 &3 STRYICE CZGS. ot 7.7 /923 o
IATIN APERICA ez T 3ss . ens ATIE AFZRICA 62 81 1919 .
PROPKSSIONAL ORGS. 21 28.6 e PROFESSIONAL 02GS. 2 95 . . 90.5.
SERYICE ORGS. L2 U - 3%0 1.0 SERVICE ORGS. O 7.3 L. 92,7
ASIA 5? 6B.4 31.6 SIA 57 . ‘0.0 100.0
FRGMENTXRAL m. 26 58,6 “lnvb‘ mqn::smmx. 0it3s. 29 _ :0.0 oot 10040
SEIVICE (3GS. 28 78.6 214 SCUVICE CHES. ‘28 0.0 - 10040 -
AFTICA ey 38.0 62.0 . FRICA 50 6.5 93.5
IFCFLCIGNAL ORGS. 18 22.2 77.8 1RCFESSIOMAL (1CS. 18 56 . . 94.b
SEMVITE OKGSe 32 4.9 53.1 12.5 87.5
DEVELOIE . . CUN “ES 101 51.9 VX1 DNERCIED L UMTR: 121 6.1 93.2
FEY ' 5, QRGA. £2 . 50.0 50.0 FEGRLITIOIS) (g C 62, 9.7 9.3
SERVICT GRGS. 9 | s 45.8 SPRVIZ. e, B B . %6




1.

3.

5.

6.

7

APPENDIX D

CHRONOLOGICAL LISTING OF REFORTS TISSUED TOAID (PHASE'I"AND II)

The Roles of National Voluntary Health Organizations
in Support of National Health Goals - First Year
Progress Report

Hugh R. Leavell, M.D.

Russell E, Morgan, Jr.

Field Study of Voluntary Health Organizations in
Venezuela, Costa Rica, and Colombia

Russell E. Morgan, Jr,

Eugene P. Campbell, M.D.

Hugh R. Leavell, M,D,

Malcolm H. Merrill, M.D.

Field Study of Voluntary Health Organizations in
Thailand, Taiwan, the Philippines, Indonesia
and Korea

Russell E, Morgan, Jr.

Hugh R. Leavell, M.D.

Malcolm H. Merrill, M.,D.

The Role of National Voluntary Health Organizations
in Support of National Health Objectives -
Phase I Report

Malcolm H. Merrill, M.D.

Russell E. Morgan, Jr,

Hugh R. Leavell, M.D,

Eugene P, Campbell, M,D,

Ann M, Brown, Sc.D.

Pilot Demonstration Progress Report - A report of the
status of each organization at the beginning of the
demonstration

Malcolm H. Merrill, M.D.

Thomas R. Hood, M.D,

Russell E. Morgan, Jr.

Field Survey Report of National Voluntary Health
Organizations in Ethiopia, Kenya, Nigeria, Dahomey
and Tunisia

Russell E. Murgan, Jr,

The Role of National Voluntary Health Organizations in
Support of National Health Objectives - Phase II, Year 1
Status Report

Malcolm H, Merrill, M,D,

Thomas R, Hood, M,D.

Russell E. Morgan, Jr.

Cathryn Teasdale

3/71

7/171

2/29/72

2/29/72

11/6/72

12/29/72



;Study of National Voluntary Health Organizations -

'Q,Pilot Demonstration Project Status Report

10,

11,

12,

13,

L4,

L5,

‘Malcolm H. Merrill, M,D,
Thomas R. Hood, M. D
Russell E, Morgan, Jr,

The Role of National Voluntary Health Organizations
in Support of National Health Objectives«- Interim
Report

Thomas R. Hood, M,D.

Russell E, Morgan, Jr.

Cathryn Teasdale

Field Survey Report of National Voluntary.Health
Organizations in Argentina, Brazil and’ Chile o
Russell E. Morgan, Jr,

Field Survey Report of National Voluntary Health
Organizations in Iran
Russell E, Morgan, Jr.

Field Survey Report of National Voluntary. Health‘
Organizations in England, Belgium and France
Russell E. Morgan, Jr.

Field Survey Report of National Voluntary Health
Organizations in Japan
Russell E. Morgan, Jr.

The Role of National Voluntary Health Organizations
in Support of National Health Objectives -
Phase II Report

Russell E. Morgan, Jr.

Burt R. Baldwin

Terrance Jezowski

Cathryn Teasdale

Separate Study of the Role of National VHOs in
New Zealand was completed for the Project by
Dr. Athol Patterson

5/1/73

9/73

5/74

8/74

9/74

Draft Status Only

10/74

12/73



APPENDIX E

Preface

“As a part of the Project, efforts were made to obtain case
histories on VHO projects or activities that would be illustrative
of the kinds of health activities in which they become involved,
the problems they encounter, the sources and types of resources

they are able to mobilize, and the results they achieve.

Representatives of approximately 40 organizations were
invited to submit a "history". Twelve did so and summaries1 of
these are presented on the following pages. Four deal with
actions taken to counteract a specifi: disease, or health problem,
three with actions to improve health programé and services, and two
to increase pubiic awareness and citizen participation in health
programs., The tenth "history'" describes approaches used to
increase membership, the eleventh, the mechanism developed to
promote coordination and the last, the process of transferriﬁg

activities to government,



1. 'KOREAN PARASITE CONTROL

‘To help fight parasitic disease, the Korean Government
'established the Korean Association for Parasite Eradication (KAPE)
in 1964, The group was created as a voluntary organization and
modeled after the Japanese Association for Parasitic Control (JAPC),
KAPE was greatly aided in its efforts by the passage of a law for
the prevention of parasitic diseases in 1966,

In August 1965, the Tenth All Japan Conference of Parasite
Control was held in Tokyo coinciding with the tenth anniversary
of JAPC, The leaders of KAPE were invited to this conference so
that ideas and information about methods could be exchanged.

This produced a reciprocal invitation and, in the fall of 1966, :
influential JAPC members visited Korea. They found KAPE involved
in performing examinations, but doing so with equipment and
personnel inadequate for the task. To receive examination and
treatment, an individual had to be enrolled as a dues-paying
members, The JAPC officials tried to persuade KAPE and the Korean
Ministry of Health and Social Affairs to abandon this system in

favor of a mass-treatment program.

Just prior to leaving the Korean conference, the JAPC members
were épproached with a request for equipment, medicine, and advice.
This request was passed along to the Board of Directors of JAPC
who submitted it to the Japanese Government. In June 1968, a
cooperative agreement was reached which specified that equipment
and medicine were to be sent to Korea and, twice a year,

approximately ten people from KAPE would attend seminars in Japan,

Eventually, KAPE abandoned the "membership" method of
treatment and undertook a program of mass examination and treat-
ment. The 1970 goal was to examine 7,320,000 people, of which
6,110.000 (83.5 per cent) were realized and 3, 560,000 (58.3 per cent)

were found to be infected with parasite cggs.



Within the Korean Government, two bodies are closely
associated with KAPE, These are the Chronic Diseases Bureau
of the Ministry of Health and Social Affairs, and the Ministry
of Education, The former is responsible for the implementation
of the law for prevention of parasitic diseases while the laftter
is responsible for administering examinations for parasite
infections among schoolchildren. These close ties have made

the work of parasite preventica considerably easier.

- The Japanese Government has been instrumental in providing
supplies to KAPE, 1In addition to medicine and technical equipment,
the Japanese outfitted the Koreans with twenty automobiles for
outreach work. These cars are marked "Korea-Japan Medical
Cooperation" on their sides as a visible reminder of the successful

relationship between the two VHOs.

KAPE success has grown by leaps and bounds and it is facing
a new and urgent problem, Building space to house clinics and
perform the necessary examination is in short supply. Unless this
gituation is corrected, the eradication of parasites may not be
achieved, This would be unfortunate since treatment for parasites
has been shown effective, the technology is available, results are
usually immediate, and the programs are much less costly than

other forms of medical care.

As Korea's parasite control activities become successful,
they are also establishing the basis for a broader range of public
health activities. This has been accompl’shed through the spirit
"and determination of the Korean personnel, the aid of the Japanese,

and the mutual cooperation of the two voluntary health organizations.



' I, THE DENTAL HEALTH CARE UNIT OF KENYA

When a patient enters a dental office, it can be a learning
experience for him. The members of the dental lLealth team can
teach the patient about proper dental care and the need for regular. :

dental examinations.

The problem in Kenya, as in many other developing countries, is
that only a small percentage of the population visit dental offices.,
Dental education reaches a few, but uot a large sector of the

population,

Recognizing the problem and failing to obtain assistance
locally, the East African Dentil Association favored plans suggested
by Colgate-Palmolive (East Africa) Limited to create a dental health

care unit,

In July 1967, Colgate made a $15,000 grant, and the Dental Care
Unit was on the road. Equipped with a landrover, sound equipment,
dental charts and other educational tools, the unit was staffed by a
driver and dental hygienist. The Unit aimed at reaching school
children and social centers during the first year with hopes to

reach more of the people later.

The Dental Unit and Dental Association also encouraged individual
dentists to lecture various groups of people. Another method used to
teach dental carc was dental exhibits at science fairs. In 1967, over
42,000 children and 8,000 adults attended lectures by staff of the
Unit, 1In 1968, intcrest was so great (over 200,000 persons in

attendance) that Colgate put two more units in the field.

In addition to providing information about dental health, the
" Unit inspired the Dental Association to undertake an education program
for the Kenyan population, The Association hopes to enlist other

health workers to promote better demtal health education for the people.



III, INDIAN PUBLIC HEALTH ASSOCIATION

Students in preventive and social medicine in Lndian universities
were without benefit. of a standard textbook for fifteen years, Members
of the Indian Public Health Association decided that this situation
must be remedied, so set forth to obtain such a textbook.

. An alternative idea had been to ask interested members to write
a textbook on the subject and the best would be chogsen as a standard
text. Due to lack of experience and heavy financial investments,

those persons had to decline the requests.

Then in 1968, the Association made a resolution to undertake
the project of writing the text., Articles were solicited from
interested members. A retired professor volunteered to edit the
text and the Medical Council of India was requested to furnish the
syllabus,

Once the general body of the Association endorsed the
resolution, the editor began work, and writers were obtained.
The Central Council met periodically for progress review, and

the articles were also reviewed by the Council.

A problem in publishing the book had troubled the Association
previously, but in 1968, an agreement was worked out between the
Association, editor and publisher that could be paid for by the
Association funds.

In addition to providing a textbook useful to the staff and
students at the undergraduate and postgraduate levels, the projecc
was a catalyst for four more textbooks on the same sthject,



TU, NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS

' “'The Sight of children sufféring from' opthalmia néornatorun’ *
‘(babies''sore eyes) iS’not’A”prétty-pictﬁre;‘*LbuiSéﬁLée”Séhu§1efJ
and Gertrude S. Rice were so moved by the pictufe'in-bfi”?éik Lewig'"
report on blindness that they started the National Society for the
Prevention of Blindness in 1908 on a $17,000 grant:from the Russell
Sage Foundation.

There was trouble in getting the organization off the ground:
due to lrck of funds, After a period of quiescence, and of facing
debts, in 1914 the Rockefeller Foundation made.a'grant of $5,000 a
year for five years on the condition that the Society obtain an
additional $10,000 from other sources.

As the Society grew, it became involved in campaigns against
syphilis and gonorrhea, prepared material for use by the media,
helped to train medical social workers and nurses and promoted

other activities to safeguard vision,

Special efforts were made to encourage the provision of
sight-saving classes by school authorities for students with
defective vision. Summer courses were taught in universities and
colleges to help prepare teachers to conduct such classes, In
1938, some 31 new sight-saving classes were inaugurated bringing
the total to almost 600. These classes provided education for
nearly 8,000 children who, because of seriously defective vision,

c¢ould not hold their own in regular classes.

Excellent cooperative relaticas were established with medical,
social, educational, and health-care agencies., At the same time,
financial support increased from the original $17,000 in 1908 to
$126,000 in-1938, Legacies and gifts of over $400,000 were accumulated,

The Society's international activities have been curtailed since



1960 due to budget limitations and the need to help strengthen
state affiliates. Considerable guidance, however, is provided
by corresponding with ophthalmologists, public health personnel,
and health agencies in all parts of the world. Relations with
the Latin Ametiéan countries are maintained through the Pan
American Association of Ophthalmology, whose meetings are usually
“~attended by NSPB staff and board members. The Puerto Rican
affiliate is 'gradually enlarging, and developing relationships
with various official agencles and with university teaching

programs in public health.

Increased government interest and participation has served
to increase opportunities for the voluntary agency to develop
and.provide services and activities which the official agencies

were: not equipped or ready to handle.

The national office of NSPB is in New York City, and it
currently (1973) has 23 state affiliate organizations. The -
governing board of 70 directors consists of about 30 physicians
and other 40 members representing the fields of science, law,
insurance, philanthropy, business, industry, education, and civic
affairs. The Society has a full-time, paid executive staff of
13, headed by an executive director. There are 19 members on the
executive committee. There are also eight advisory committee
chairmen who are concerned with basic and ¢linical research,
glaucoma, industrial eye health and safety, low~vision aids,
nursing, ophthalmia neonatorum, retrolental fibroplasia, and the

visional problems of children,



V. ' THE,RED..LION:AND SUN,.SOCIETY:, (IRAN)

| Urtil 1970, the Ministry of Health in;Ipan. had the dual, ..
i‘fﬁnctidns of prevehtiveiand,curative\sgrvicéggthgoggh;ahpetwqggy

of administrative and service units. Thenwinj19?0,;4;1§w\wasﬁp,
passed which turned all government-run.hospitals.over to other:private
and voluntary organizations. This transfer involved property,
budget, and the services of thousands of employees working in.
these institutions. The idea was to relieve MOH from the expens
and burden of providing curative service so that it could '
concentrate on public health measures, More than 100 hospitals,
with a total of 5,000 beds were transferred to the Red Lion and

Sur Society (RLSS). Similar in nature and purpose to the Red Cross,
the RLSS was founded in 1923 and is a member of the International
Red Cross., In the past, RLSS has built a prestigious reputation
for efficiency and accountability of its management. It now has
more than 200 local branches throughout the country. These are
directed by local councils composed of officers who are elected by
members of the local RLSS and regional authorities. This has
cultivated an autonomy of administration and created the possibility
for interested persons to contribute and participate. Local RLSS
units obtain a considereble number of grants from municipalities as
well as from the national branch of the’Society. RLSS also receives
a large sum from stamp sales, public transactions, taxes, and

government grants.

By the time of the legislation in 1970, RLSS had begun to play
an important role in the nation's health system. The agency had
‘better access to financial and manpower resources, and was involved
"in the training of nurses at one school and the training of nurse's

aides at twelve schools.

During 1971 and 1972, 119 hospitals with 5, 927 beds were opeﬂad
by RLSS for a total of 214 hospitals and 11,052 beds, This required



renovation of the old buildings, installation of new equipment,

and the improvement of staffing patterns at the huspitals. Necessary
funde were provided through government subsidies. In 1973, close

to four million outpatients and 250,000 inpatients were admitted to
RLSSmhbspitaIS‘and dispensaries, RLSS now provides 35 per cent’of
Iran's hospital service. The hospitals have been operating with an’
occupancy rate of 83 per cent and an average length of stay of-

twelve days.

The existing system of hospital administration does lead to
a form of dichotomized preventive and curative services. For the
time being, some of the problems are being solved through the
cooperation of government authorities, but the increasing complexity



VI, *PRIVATE HOSPITAL ASSOCIATION OF MALAWI

;3;w1>mA survey of health, programs in Malawi An 1965 ghowed that_

'the private sector comprised 40 per cent of health-care facilities
X aggl3?,pe:,cgnp‘of health manpower. The sector.composed,primqrilyt
"of‘Protestant and Catholic hospitals with satellite rural clinics,

- provided needed curative services to the population. Yet, Qpen_itﬁﬁ
came to the big issues, such as communicable diseases and malnutrition,
curing disease had little effect. The sector had no administrative
entity and its agencies operated independently; hence government. ;

excluded it from its development plans for health services.

Following a survey in 1965, the agencies of the private sector,
decided they must unite and coordinate their activities, and work
closer with government in setting priorities for health-care delivery,

This mechanism developed the Private Hospital Association of
Malawi whiclk began in 1967, as a full-time secretariat housed in the
Ministry of Health, One half of its budget is supported by its
membership and the other half by external groups.

Much of the work of the Association is done in small committees,
each of which has government representation. There are committees for
, public health, training, nursing, material aid, new projects and
priorities, and administration. All project proposals must be

screened and approved by the group as a whole and by government,

One obstacle to coordination was rivalry between Catholic and
Protestant institutions in the cases where they had never worked

together before. Four objectives were agreed on though:

to develop the best health care through the

cooperation of members

¢ to coopezate with government, and speak as the
official voice of the private sector



- to’develop;andfcoordinate training programs
- to engage in regional planning

. tne Execucive Board meets ‘twice & year and ‘all’ agencies have
zequal representation. In each successive year, “the Chairman and
fVice-Chairman are alternately chosen from representatives of the

two religious groups,

In addition to the development of administrative procedures,
the ‘Association has undertaken the development of rural clinics and
integrated health facilities to provide the community with a fully-
incegfated preventive service. Another priority is the '"Under Five
Clinics'" that provide maternal and child care.

Since the Malawi experiment, other countries in Africa have
adopted similar coordination plans for their private health sectors.
These sectors are attempting to bring the most effective health

care to the maximum number of the population.



+VIL. CHRISTIAN MEDICAL COMMISSION (CMC)

- There are approxlmately 4,000 hospitals and more than five
fhundred training programs, ranging from simple courses for village
yhealth workers to prestigious medical schools that are related to”“
rehurches .and mission agencies in lesser developed countries. Before
1964, there was no evidence that any person or organization had
surveyed the totality of church-related medical programs at a
national level. Their relevance, as well as their support, was
ﬂetermined by the denoﬁinational agency to which they were related.
It was in 1964 that the World Council of Churches was asked to |
undertake national surveys of these institutions and sixteen were

completed by 1967, The results may be summarized as follows:

.the churches had put their resources almost
. exclusively into curative institutions;

their location was not determined by a survey
of health needs, but instead, by whether a
mission or a convent happened to own a piece

of property;

the cost of operating these institutions was rising
very considerably in comparison with the per capita

income of the people they served;
there was considerable overlapping;

there was little evidence of sound administrative
'practices, let alone eay uniformity;

the total health facilities of the countries surveyed,
including those of government and the churchee
combined, failed to reach more than 20 pet cent of the
population,



In 1968, the World Council of Churches established the
Christian Medical Commission to serve these church-related medical
programs regardless of denominational affiliation. A Board of
25.members was appointed.v Half of the membership of CMC comes
frqm'eeveloping countries, The commission sought and obtained
aq(gfficial relationship with World Health Organization,

A review of the programs facing individual church-related
medical programs made it clear that they lacked adequate mechanisms
for planning, setting objectives, and identifying resources which
might be available to solve problems. Goals for the delivery of
health services in this sector were largely undefined, and it was
considered necessary to examine them in terms of their relevance
and appropriateness in relation to health needs. Thus, the mandate
for‘the Commission's operation gave specific program riirection

along the following lines:

the development of national coordinating and
planning agencies to seek effective cooperation

with government Ministries of Health;

an orientation towards community health care;
development of a wide spectrum in types of health
services with a greater emphasis on prevention,

health education and promotion and improved nutrition;

re-orientation of personnel towards this wider

dimension of health care;
development of administrative re-organization to
overcome the rigid structures and traditions which

inhibited effective change;

bpopulation studies and program,



k ﬁﬁtfghaixdoofdiﬁéffﬁg'éhd Planning Agencies: " ‘The Commission’
1bérvéd"§é'h‘céta1yst'inhtﬂéwcreation of national coordinating and
‘TplanninéAagéncies, which now exist in 17 countries and arc in the"
process of formation in three more. These provide a mechanism for™
the sharing of resources, joint action, establishment of priorities,
and also serve as a liaison with governments.

er
Sy

Experimental Projects in Health Care Delivery: Most health

care systems in developing countries start by dealing with the apex
of health needs with‘the bulk of national health expenditures '
absorbed by the operation of sophisticated hospitals and the

tféihing of doctors. These doctors, if they do not go abroad,

often chose to practice in the cities and larger towns. Convinced
that radical changes in this system are necessary through the '
development of broad-based, simple, low-cost facilities and the
training of middle level health workers to staff them, the Commission

has sponsored experimental programs in health care delivery.

One program is being developed in a heavily populated area of
Hong Kong, where a church-related hospital has been given responsibility
for the health care of a defined population. The vast m2jority of
these people live in high-rise resettlement blocks. The project has
introduced a new category of community nurse and "floor health wardens"
within each apartment building, copying this idea from the air raid
wardens used in London during World War II.

Re-orientation of personnel is also a priority activity, It is
deQeloped through national workshops, three of which are conductcd
in different countries each year. Re-orientation al\ ays threatens
identity and is difficult to face except in the context of a corporate
desire to effect change., Fortunately, some of these workshops lead
to a resolution to create national planning agencies in the private

sector,



Results: The operation of the Commission is limited to
approximately 35 countries because of limitation of budget and
because it only responds to invitations which come from a country
itself or at the request of a funding agency that seeks to evaluate

medical projects submitted to it.

Since the Commission has no health-care programs of its ownj
it must restrict itself to the constituency with which it works.
It has had moderate success in effecting change, but this is due,
in part, to the fact that it has limited itself to donor and
developmental agencies whose funding canabilities have a decisive
effect on change. Neveriheless, the catalytic role of the Commissi:
has frequently served to break down the isolation of individual

medical programs within the countries where the organization has

worked.



VIII. . OEUVRE:;NATIONALE de 1'ENFANCE . .

ﬁuaihrareas where land, building supplies, and equipment are . ;.
expensive, mobile clinics may offer a solution to the problem of.
delivering health care. The Provinces of Liege and Namur in
Belgium have used this system with remarkable success to treat
children since 1952 under the auspices of the Oeuvre Nationale de.
1'Enfance (ONE).

Following the example of Liege and Namur, the Province of
‘Luxembourg undertook the provision of similar services for children
in its area, With the encouragement and support of the Governor,

a good rublic relations program, and coordination and cooperation

of district representatives, sufficient funds were obtained to
purchase two mobile units. These funds were acquired, to a large
extent, by donations made by the public. Through effective public
relavions, the community gained a fceling of partnership with health
workers in making the project possible. ONE nurses were instrumental
in the public relations work and also in seecking the help of local
physicians to staff the clinics. When the number of local physicians
proved inadequate for the task, an agrcement was made with the
University of Louvain, to provide eight post-graduate Pediatrics

students to serve for a year i1 the mobile clinics,

Once staffed, two mobile clinics began operating on January 15,
1973, and a third in April of rhe same year. Maintenance costs of
the clinics are to be paid by ONE for a period of ten years.

The experience of ONE demonstrates how valuable results can
be achieved through the cooperatioa of national volurtary health
organizations, local municipalities, and the participation of the

citizens,



IX. FARMERS AND WORLD AFFAIRS (INDIA)

Farmers and World Affairs in'cobperation with the Indian Farmers
Forum, their national farm organization, began an educational program
in agriculture and family planning in 1967. The pilot program was
aimed at determining the possibility of influencing the attitudes
‘and practices of agricultural people in India.

Most of the actual work in the program was done by volunteer
efforts of the members and leaders of the Farmers Forum. A paid
educational worker was hired to act as a resouce person and change
agent., Three areas in India were selected for the experiment: one
in Madras state; one in Maharashtra state; and one in Mysore. A
benchmark survey was done in the Maharashtra area and, at the
completion of the program, a follow-up survey was conducted to see

if there had been significant changes during the period of the work,

The areas selected for the study in Maharashtra state contained
a population of 188,00C people ihﬂthrce areas that would be equivalent
to townships in the United States. The original survey was conducted
in one village in each of the three townships by the principal of the
local college. The follow-up survey was done in those same villages
by the same college principal., For comparison, a village outside of
the area of the work was selected as a control., One issue studied was
opposition to family planning. At the outset of the survey, 39 per cent
of the couples of reproductive age in the three villages were opposed.
The follow-up survey in these villages showed only 1.2 per cent of the
reproductive age couples were still opposed to family planning. In
the control village, 31 per cent were opposed. The second point
studied was forms of family planning practice. The survey showed
18.6 per cent of the reproductive-age coupics were using some method
of family planning. The subsequent survey indicated 48 per cent, or
more than double, were now using family planning methods, whereas the
control village revealed five per cent, The surveys indicated that

most opposition to family planning seemed to be centered in the



{1literate sector of the population. This number was reduced in
. the project villages where it appeared that most of the people had

, been reached by the program.

In the control village, where the people were not influenced by
the program, large numbers of the illiterates were opposed. It seems
that a large part of these change of opinions could be ascribed to
the activities of the pilot program, as the Indian government's family
planning activities were covering the project area and the control
village during the time the program was in operation. The program
achieved these results with a relatively small expenditure of money.
Though the cost 6f the program was relatively reasonable, approximately
1.5 U.S. cents per person per years -- the agriculture study could not
be evaluated. Due to lack of time and money, the agricultural

improvements were not surveyed,

Plans are in the works for Farmers and World Affairs to help
the Indian Farmers Forum expand this program to other areas in India.



X. NATIONAL NURSES ASSOCIATION (KENYA)

During Kenya's colonial days, expatriate ‘nurses employed by
the government founded the National Nurses Association.

After Kenya gained its independence, the nurses of the country
thought that the Association should represent the interests of the
nurses, midwives, and health visitors. The constitution was revised
to accommodate this. In 1968, it waes necessary to combine the three“
associations for the sake of unity and to strengthen the dwindling

membership.

The supporters of the Association had watched with concernbas
the organization became weaker and weaker. There was very poor
attendance at seminars, a total lack of finances, low membership,
and no member interest in activities organized for their benefit.
Many nurses felt the Association belonged to the Executive Committee.
On the other hand, the Executive Committee was very concerned with
the declining membership and the negative attitude of the nurses.
The Association was weak and not representative, although the
government recognized it as the official voice for the nurses., Other
public bodies viewed the Association as only belonging to a few
individuals in the nursing profession. This opinion was poignantly
demonstrated when a salary review commission of 1970 refused to
recognize the Association's recommendations as being representative

of all nurses.

In the face of many negative opinions, the Executive Committee
and the 90 Association members set its course to re-activate and

revitalize the Association,

The Association's strategy to tackle these problems Vas:

S}

- organized seminars

- general meetings

- ad hoc committees

= involvement of student nurses



visiting remote areas to dissemirate facts
:in:. about the Association .
using existing members to enroll at 1east
" one more member each
publication of a professional journal
for nurses,

birst, the constitution was inSpected for any deficiencies of
weaknesses, and for breadth of scope. It was decided that its ,
scope was too narrow and amendments were needed for decentralization

in order to form branches in provincial and district centers.

While the Association was amending the congtitution, other
methods of increasing membership and improving finances were

suggested. These were:

1. Compulsory membership; membership fees would then
- be deducted from the members' incomes. Upon
investigation, the Association's legal advisor
informed them that with such a low membership,
it would mean imposing a minority rule over the
majority. If an employer refused to deduct
membership dues from the member's income, the

Association could not take the employer to court,

2. Doubling the dues and paying in monthly installments
instead of paying in a lump sum at the annual general
meeting., This was disregarded because members were

not willing to pay any more than at present.

3. Lowering the dues by half to attract more members,
This was also rejected since many members believed
that any interested nurse could afford the annual

membership fee.



'hﬁ. Exclude any non-member frqm,allhthe chivities of
the Association, to instill a feeling of aépreciation
for being a member. If non-members were to take
a part in Association activities, they ought to join
it. This idea was not accepted as the group wanted
non-members to see what the Association does so that

- they might wish to join,

5., As an incentive to join, members should be given
a free Nursing Journal when it was published. This
was not reasonable since one aim of the Association

was to raise funds.

Seminars were held and nurses from all walks of life were
invited to attend and take part in an evaluation of the Association,
Student nurses were asked to attend in an effort to get them

involved in the Association.

At the annual general meeting, the nurses amended the
constitution to allow for the formation of branches in the country,
There were no problems amending the constitution, but there were
others to be overcome. In general, the nurses held negative feelings
about the Association, The Student Murses failed to understand the
importance of an organization with so few members. Existing members
thought if they enrolled new members, they should pay a reduced dues

rate or be exempted from payment,

Though there have been problems for the Association, some of
the results are encouraging. Membership increased from 90 to 450
in three jéérs. Five branches of the Association ar. operating and
three more are planned, Establishing branches secemed to be very
effective. The nurses in the various localities were eager to belong
to a branch. Decentralizing the Association has been helpful because
now the branches can engage in local matters, whereas the national
Association's Executive Committee can handle the aational and international

endeavors,



“XI,  VOLUNTARY HEALTH ‘ORGANIZATIONS IN INDIA’

| " From the time of Ashoka (circa 300 B.C.), India has taken upon

. itself the responsibility of caring for the needy and poor. Religidus
éroups, philanthropists, and others have been active in the fields of
health and welfare, The work of voluntary health agencies can be

traced from ancient times through the British period to modern times,

In the 17th and 18th centuries during the early British period,
there was no effort for looking after the social needs of the community
at large. The religious organizations continued to serve in a restricted
manner, as voluntary organizations for health and welfare. With the
advent of Christianity, the Christian Missions introduced Western
education and a new kind of ferment was begun., In the 19th century,
gocial service organizations having a nationalist outlook like Arya
Samaj, Ramakrishna Missions, Bahamo Samaj and the Indian National
Congress came into existence, Similarly, during the 20th century,
the Servants of India Society, Women's Association for India, Indian
Medical Association, and the Indian Confercnce of Social Work were

established under voluntary auspices.

After the partition of the country and the on-rush of Pakistani
refugees, several voluntary health agencies as well as welfare
associations were formed. The Indian Public Health Association, the
Family Planning Association and several others functioned as voluntary

agencies that worked side-by-side with government.

The central Social Welfare Board was established in 1953 by the
government as a semi-autonomous organization to mobilize voluntary
organizations for welfare work. Tae Board has given grants to over
6,000 voluntary organizations throughout the country. Many of these
groups function as health agencies and obtain grants from the government
through the Board liaison. The government, at the state and national
levels, supported the voluntary organizations through both capital and



recﬁrringégrants*infdrder”to’supplement'theirfotherusodrces -
of income. ProvisionS'were made in the five-year plans for
giving grants-in-aid to voluntary organizations, The central
‘government has liberalized the grants to include one hundred
per cent assistance to voluntary organizations, with funds
administered through state governments. The majority of the
voluntary agencies, therefore, are utilizing these grants and
expanding the scope of their activities. There is, however, a
great need for the establishment of a central coordinating
council. Coordinating the voluntary health agencies throughout
the country would not only stabilize the voluntary sector, but
also afford better opportunities to collaborate and coordinate
:with each other and with the government ir. the field of health
and welfare.

1o Health is a community affair requiring the participation of
the govermment, the private, and the voluntary sectors along with
the community. With greater support from the government, it would
be possible for voluntary organizations to show greater results.



‘XI1, THE REDCROSS -DENTAL HEALTH PROGRAM IN THE:PHILIPPINES ‘-

- Junior Red Cross ‘contributed to-the Philippine. government's -
child health program by ‘starting a school dental health program i
©1922.

" The reserve funds of the Junior Red Cross were spent to create
a program itinerant School dental clinics. These clinics originated
as demonstration projects that cventually were to he transferred to:

the government,

The clinics were managed in each provincial branch by the
Superintendent of Schools, who was also branch chairman of JRC. Each
province financed its own dental clinic, including salaries,
traveling expenses, and equipment. The program was confined to
the schools, and the dentist carried his own supplies and equipment
with him from school of school. Clinics were set up in the class-
rooms, Fron 1922 to 1923, the number of students enrolled increased
from 700,000 to 750,000,

The basic weakness of the program was the Junior Red Cross
fund-raising system. In the provinces, the school superintendents
had complete autonomy over Junior Red Cross funds. There was no
central audit and no contribution toward the general administrative

expenses in the headquarters office.

National headquarters was concerned over future financing of the
chapter and advised retrenchment, as the program would eventually be
turned over to the government, In April, 1924, it was decided that
one-third of the program be turned over to the government on January
1, 1925, and the remaining two-thirds be turned over, one part at a
time, on the first of January of 1926 and 1927, respectively.

This proposal did not materialize because of the bitter



opposition presented by the school superintendents at the Baguio®'®
Conference in May 1925, Theré were several reasons why the ’
Philippine chapter retained control of the dental program and did not
turn the service over to a governmental department. There was fear of
bureaucratic control; dental service was an outstanding health problem;
and the government lacked funds to support it. Phenomenal growth of
the problem made it difficult for the chapter to relinquish its source
of strength and prestige throughout the Islands. The endorsement
which the educators gave to the dental clinic influenced the chapter

to retain the program.

The Dental Service grew from 56 full-time clinics to 184, prior
to the Japanese invasion in 1941. After the Philippine liberation
in 1945, the director of the American Junior Red Cross urged that
support of the dental clinics pass to the government. His reasoning
was that the clinics interfered with a sound JRC program.

The Undersecretary of Public Instruction, Hon. Florentino Coyco,
issued a letter to all school officials on September 12, 1945, advising
the discontinuation of the dental clinics by the Philippine Red Cross
and of the further collections of Red Cross funds for this purpose.

Problems of the disrupted school system were facing them, and
governmental authorities were not able to conclude negotiations regarding
dental clinics until 1946. On August 28 of that year, President
Manuyl A. Roxas authorized the Department of Public Health Instruction

to resume the dental program and also to expand a medical service in

the schools.

An agreement between the Phiiippine Red Cross end the Philippine
Republic regarding dental clinics was signed in October 1946, The
American Red Cross donated $61,000 worth of equipment and supplies.
After the first year of operation, all Red Cross participation was
completely withdrawn. In 1947, the Philippine Goyernment created a
new department, the Medical and Dental Service. A board of three



ﬂpeﬁpbﬁigihéiuding;theﬁSectetary‘ongducation,»the.SecretaryL7;;,5
’of~ﬁea1fhgandythe Director of Public Schools divected this work,:

ph e
. In 1951, another transfer of support was made. The Medical
,#nd Dental Services, formerly functioning under the Office of the
President, were transferred from the Bureau of Public Schools to

the Bureau of Health. The transfer had an adverse effect on its
operation because a negative attitude and disinterest developed

among the teachers towards the collection of the 50 centavo voluntary

contribution from the schcol children for the use of the clinics.

- On April 15, 1953, the Congress of the Philippines returned
tha Medical and Dental Services to the Department of Education making
the services a separate division under the Bureau of Public Schools.
Soon after this return, school officials and teachers renewed their

efforts to campaign for the much-needed funds through voluntary

contributions.

- Presently the School Dental Health Service of the Bureau of
.Public Schools continues to promote effective dental health care for

its children.

Though there have been obstacles encountered with frequent
i transfers of support, the service has gained more support, technically
and financially, from the professional and municipal sectors.
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