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PREFACE

This is the third of a series of AlD-supported monographs in interna-
tional health, jointly developed by the American Public Health Associa-
tion and the Office of Health of the Agency for International Develop-
ment. In selecting monograph topics, an attempt has been miade to iden-
tify arcas of topical and timely interest in order to reach working level
professionals and policy makers in the field. Since the monograpns have
been planned with a practical rather than theoretical focus, they are tar-
geted for generalists in international health rather than the academic or
specialist community. We suspeet, however, these communities will also
find these monographs of use for other reasons.

The author and referees of this monograph are richly endowed with
field experience with auxiliary health workers, and represent a team with
first hand experience, and multiple associations with those responsible
for actual, ongoing, living, breathing, training and service efforts utilizing
prima.y health workers. The present volume pulls together experience
and bibliography in the arca of design and management of non-physician
health provider programs in developing countries. This is not the first
publication to deal with auxiliary programs, and will not be the last, hut
does, at this point in time, pull together what is known, what works, and
distills out principles which may guide those who will initiate programs,
and provide food for thought for those responsible for mid-course correc-
tions to existing efforts.

Donald C.E. Ferguson, Ph.D., M.P.H.
Chief, Health Delivery Systems

Office of Health

Development Support Bureau

Agency for International Development



FOREWORD

As the thrust for acnieving more adequate levels of “health for all by
the year 20007 gains momentum, increasing atlention is focused on
finding appropriate solutions to the complex problems of expanding and
extending health care.

Given the heavy burden of illness, the scarcity of resources, and the
lack of adequate input of previous systems, it is increasingly apparent
that new approaches must be found. With the recognition that the con-
ventional patterns of curative, hospital-based, high technology medicine
do not offer adequate solutions, a growing emphasis is being placed on
promotion of health through more integrated actions of health care,
sanitation, education, agriculture, transportation, and a renewed emphasis
on participation by individuals and communities stressing the need for
utilizing previously untapped resources.

Numerous challenges are posed by th', effort, pointing up the many
unanswered questions, unsolved problems, inadequate information sources
and unexplored issucs.

In addressing this, the American Public Health Associution has estab-
lished a Health Information Exchange through which it generates, colleets,
analyzes, aind disseminates information on issues in health care delivery.
As a part of this effort. a monograph series will review some of the
critical subjects of concern such as comprehensive plunning, manpower
development, financing, environmental aspects of health programs and
mobilization of the private sector. These reviews strive 1o synthesize
available knowledge in a format of interest and use to individuals concerned
with the planning and implementation of health care programs,

In recent years, the more developed countries have joined the less de-
veloped countries inrealizing the impossibility of training and supporting
the vast manpower pool tdoctors, dentists, nurses, and engineers) that
would be needed to extend to the rural areas health services as customarily
delivered in urban centers. With the high costs and the problems of distri-
bution tdifficulty of influencing highly-trained professionals to work in



rural areas), programs arose tor the training and utilization of different
categoties of health workers who have much less formal education,
whose tamning can be done close to the arca of utilization at a low cost,
and who are willing 16 remain n the rural areas. Such health providers
have been used i many countries over the yeurs in both small-area pro-
grams and inones ol amore extensive nature. Now that the coneept has
graduadiy been aceepted as reasonable and as a basis tor delivery of pri-
mary health care, we considered it propiiious to produce a volume that
would present the expericaces of auxiliary-based health care delivery
programs, both positive and negative, to provide background for
persons already involved in, or contemplating the utilization of, aux-
iliary health manpower. Ms. Storms has done a very careful analysis of
these experiences.

Herbert Dalmat, M.S.. Ph.D. Susi Kessler, M.D.
Project Coordinator Director
International Health Programs International Health Programs

APHA APHA
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SECTION I—-INTRODUCTION

Importance of Health Auxiliaries

The use of health workers with only short-term training to provide
basic health services is not a new idea, but it is one that recently has
gained much prominence. Today. auxiliary health personnel are providing
primary vare services in the community and assisting in clinict and rural
health centers. They are reaching people who have been unable to get
modern health care. particularly the poor and those who live in rural
areas. These auxiliary workers are known by muny different names in dif-
ferent countries. There are also differences in their training. salaries,
supervision - indeed. in almost every aspect of their use, vet what they
have in common is that they reach the community atasimple, basic level.
Because they offer village-based primary care, anxiliaries provide a
unique opportunity to introduce new methods and refevance into the
delivery of a country’s curative and public health services.

Growth in Knowledee of Auxiliaries

Our knowledge about auxiliaries has rapidly increased. There have
been a number of publications concerned with their activities. These
include commeniaries from leaders in nationat and international health
on the rationale for paramedics:™* descriptions of existing primary care
programs;” and most recently, diagnostic manuals or guidelines designed
for the health auxiliary.”" Some of these publications are specific to a
certain locale. Such an example is the comprehensive Community
Hoalth Worker: Program Manual, which was written for a program in
California.™ Other manuals, such as Primary Child Cuare, have been
assembled from sources all over the world.™ Several countries and inter-
national organizations have held conferences on primary health care
and community action programs that have included important discus-
sions on the use of community workers and similar auxiliary health man-
power:**" and through the informal networks ringing the globe, the ex-
periences of those who have developed auxiliary programs have been
shared. These activities have resulted in resolutions from international



agencies for extension of health services coverage based on primary
care and community participation stratzgies.”” A chief recommendation
is the expansion of basic services to comniunities through use of locally
selected lay persons’and substantial numbers of auxiliary personnel,
To date, we do not have detailed scientific data on the most efficient
and effective program clements for particularsetting. Nevertheless, the
contributions of many people in many countries hay ¢ provided a basic
core of knowledge about the training, use. and services of health auxil-
iaries. The purpose of ihis monograph is to draw tegether this information,
todiscuss generic issues in the design and management of auxiliary based
health services, and to desceribe alternatives in order to assist countries in
developing thetr own resources for improved delivery of health care.

Purpose of This Monograph

This monograph is written for persons responsible for designing and
managing health care programs in the community. The information
contained here should be pertinent to those at all evels of health planning
and administration, from the senjor health planner and regional and dis-
trict health managers to the implementor at the local level. 1t should be of
chiefinterest to the medical or health officer who is responsible for the
planning and administration of a program in which auxiliaries provide
some basic health activities in the community, such as health promotion,
preventive care, and Limple treatment.

Since funds are wo precious, there must be a strategy to develop
programs that are both low in costand effective. The senior health plan-
ner has to allocate funds properly for national health manpower (num-
bers. distribution. and miy by spectaltyl and related training programs.
The planner must designate the appropriate number and specialty type of
facilities, including use of health facilities for clinical training. To do this,
the planner must intimately know the economics and veography of the
local arca as well as the characteristios and health problems of the
population and understand exactly how health personnelare to be used,
trained and supervised at the local level, Similarly. the person managing
the prograni in the community must understand how that enterprise fits
into the overall functioning of the health system. as well as how to imple-
ment the strategy for dealing with community problenss,

This monograph is intended 10 be a practical. useful source book on
ways to plan and carry out the recruitment, selection, supervision, con-
tinuing education and evaluation of community health workers to provide
a basic level of health care. As Fendall has stated, in designing health ser-
vices for developing countries, “the overriding question is not whar but
how, on the slender resources at command. ™

Issues in Health Nervices Debivery
Before moving into the specifics of program development, it is impor-
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tant to discuss some basic relationships between health care and human
needs.

Distribution

Equality of distribution is an important element in the newer concep-
tion of development and health planring.” In the past, emphasis was
placed on complex technology, specialization and such capital-intensive
services as curative medicine and hospitalization. The conventional
model has been hospital-based, doctor-centered and disease-oriented.
But this model has not benefited the great mass of people. Only 10 to 15
pereent of village people in most poor countries have access to modern
health care. Eighty percent of the people live in rural areas, while 80 per-
cent of the doctors and hospitals are in the city.” Attention is now shifting
to an intermediate level, labor-intensive technology in the hope that it
will be more appropriate to the needs and social context in which the
process of health care occurs.”

The desire to extend service coverage into the village at low cost
through the use of auxiliaries has been given additional impetus by the
rapid rise in fuel costs. Arcas that once relied on mobile medical teams
now find these completely impractical. Increasing costs of meaical care
and manpower training further jeopardize adequate coverage of under-
served areas.

Because two-thirds of the world's population live in rural areas, this
text frequently refers to Jow-cost health delivery systems for rural areas.
Attention, however, is also given to auxiliary programs that provide
health care to ever growing urban populations. Migration to the cities
continues as people seek social and material advancement. Unfortunately,
many are not absorbed quickly into the city's economic life, so they live in
situations of poverty, high unemployment, poor housing and inadequate
or no sanitation. Both villagers and urban poor are in need of programs
that emphasize health maintenance, family planning, and proper nutri-
tion. Whether rural or urban, in the home, factory or field, all people
should have equal access to a basic level of preventive and personal
health services.

There are an estimated 1.1 billion people with a per capita income of
under $150 a year, and perhaps another billion people whose per capita
incorne reaches only $200 a year.™ How io assure that this vast majority
will have access to a basic level of health services is not only a technological
problem, but also a moral problem deeply involving human values.

Unequal division of the world’s wealth and resources is a fact that
health planners and managers confront daily. Finding the necessary
economic resources to meet the health needs of the “world’s poorest
billion,"" is a complex task requiring long-range solutions. Given the
ecconomic constraints, several other strategies have evolved. Most re:
cently it has been suggested that the potential of local human resources

3



offers the greatest immediate promise for increasing the amount and type
of available health scrvices.

Community Participation

Indeed. the most important health resource in any health service is the
people. By thatis meant more than just the health worker or the consumer:
it means the community itsell. Navarro has pointed out that most of the
public health campaigns that have been succeessful have been based ona
massive participation of the population in the genesis and implementa-
tion of the plans.* The development of auxiliary programs, as with other
health services, is a joint enterprise of planners, managers and the com-
munity.

Essentially, governments should act to reduce sutfering and to improve
the quality of life of their citizens. But how can these aims be translated
into action? Communities do need government assistance to obtain
trained workers, health facilities and basic medical equipraent. Yet cen-
tralized government planning for health and development has often
failed since the attempts to bring services to the people did not involve
the energetic and thoughtful participation of the people. McCord has
stated the challenge well: “For the most important health needs [the pro-
fessionals| will have to think in terms of transferring the technology to the
people—that is, they must create in the people an understanding that
they have the ability to solve most of their problems themselves, that as-
sistance is available when itis needed and that occasionally public action
is necessary.™" Planners and administrators need to learn how to involve
the community in the process of planning, selecting, training and super-
vising community health workers, whether paid auxiliaries or volunteers.
The challenge is to increase the people’s control over their environment.
This will expand their control over their own lives.

Health as Part of Development

Finally, to understand fully the relationship of health and human
values. medical professionals must face the reality that other community
coneerns will probably take precedence to the relatively small problem
of providing access to medical care. Providing adequate quality and
quantity of water supplies, increasing agricultural production, improving
efficiency of animal husbandry. as well as providing cducation, housing,
goad roads, communication with other parts of society, and labor rewarded
with wages that permit a decent living all may require more immediate
attention in the total development picture than access to medical care.

Diversity of Health Service Approaches

Another basic principle in the delivery of health services is that there
are many solutions— that is, there is not one model, but several, and the
task is to develop the one maost appropriate for a particular setting., To-
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day, the interface between the health system and the community is being
explored in a variety of forms. Several countries have re-examined the
respective roles of the community and health services personnel, par-
ticutarly in light of the experience of the People’s Republic of China with
barefoot doctors and decentralized participatory self-development.™

Experimentation with different ideas is important because the expe-
rience of one society cannot just be extrapolated to another. Practices
that are successful in one country surely will need to be modified in
another. There are several reasons for this. Technology is not always
relevant and beneficial, even if available.” The appropriateness of
family planning methods to different settings is an example. For reasons
of acceptability as well as appropriateness, different contraceptive
methods are chosen for distribution in various areas. Similarly, because
of local conditions, the infrastructure necessary to support auxiliary
health workers (supervision, communication, transportation) will not be
the same in one area as in another,

The ereation of any new element in health services delivery arises out
of bath an historical and currentsocial context.” Some types of primary
health services exist in every country. Itis important to assess and build on
these. Efforts to extend coverage to all persons will depend. for the most
part. on the success which which the new health workers and their
institutional arrungements can be jointy incorporated into the modern
system of medicine and the traditional life of the community.

Even il the technology can be transferred from one social setting to
another, there is the question of the community’s aeeeptance of the in-
novation. T he barriers to accepting change have traditionally been iden-
tified as illiteracy, rural values, fatalism. and Taek of media exposure. But
these individual attributes oceur within a social structure. Individuoals
function in sociat systems and represent the values of those structures.
Rather than eriticize the "old winvs. ™ itmay be more fruitful to see that the
introduction of any mnovation whether health aoxiliaries or community
in health planning  takes place ina specific cconomic and political
sitwation. Ronaghy and Solter's experience in Iran of following the Chinese
model of community selection of village health workers points out the
sociab impediments in trying to translate one cultural model into another
cultural setting."

Political Desaabiliy

Even the desirability of training auxiliary health workers is as much a
political decision as a technical one. Cuba’s impressive pains in health
coverage and changes in mortality and morbidity patterns have taken
place in a model that places priority on primary care to rural arcas with
services defivered by physicians.™ In the People’s Republic of China, on
the other hand. the response to the mandate to put the emphasis on rural
arcas in medical and health work was the rapid spread of non-physicians,
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“barefoot doctors." The disappearance of the rural medical auxiliary
(medecins africains) in Francophone Africa resulted from a political de-
cision in favor of qualifying secondary school graduates for physician
training and occurred in part because of the progress in education.™
Many more examples could be cited as all systems innovate in their own
unique way. In summary, health care delivery may appear to be a neutral
entity, but it is not. It is as responsive to social and political forces as any
other activity of society.

Patterns of lliness

Another element causing diversity of programs is the different patterns
ofillness in the world. The health problems of the poor nations are similar
to those experienced by the industrialized countries at the beginning of
the century. Morbidity and mortality are high in infancy and young child-
hood; life expectancy is not as long as in parts of the developed world.
Infectious discases predominate. Problems of sanitation, nutrition, popu-
lation growth, and quality and quantity of water strain the resources of
the poorer countries, while the industrialized nations struggle with
environmental pollution, obesity, and drug and alcohol abuse. Social and
environmental conditions make some populations especially vulnerable
to parasites, tuberculosis, tetanus, malaria, anemia or goiter. Even weather
conditions give rise to different disease patterns. King, however, has
argued that “the main determinant of the pattern of medical care in
developing countries is poverty rather than a warm climate."*

The epidemiology of discase is by no means completely understood;
we do know that many different factors are involved that vary across
environments, and these differences are reflected in program emphasis.
Although primary care services differ from country to country, every-
where they focus on a basic set of health problems that revolve around
life stages and the social environment.* For example, prenatal and post-
natal care, child spacing and child nutrition take different forms in
various societies but are important components of health programs in
most places. There are also common conditions such as respiratory ill-
ness, diarrhea, fever, skin disorders, wounds, fractures and burns that af-
flict both young and old in many areas of the world. Experiences in many
countries have demonstrated the effectiveness of community health
workers in providing simple health services for such basic problems, The
non-physician approach to child care, for example, is relevant to cultures
as varied as those of India and Africa.”

There have been few comparative analyses of programs that provide
primary medical care by non-physicians in various settings and organiza-
tions. However, a study of the delivery of services by medical auxiliaries
in four programs in rural Guatemala found that the programs provide
acceptable and feasible primary care, even though their goals differ.
Some serve individuals, others aim at serving the community. Despite
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their differing purposes, the programs were shown to be effective in
coverage, case loads, costs and quality of care.®

Summary of Current Trends

[n summary, despite differences in health and patterns of illness. infra-
structure, historical tradition and current social, political and economic
context, many countries are now considering social equity in distribution
of services. community participation in health programming, and cxperi-
mentation in service delivery. There is a growing recognition of the need
for an integrated program strategy with emphasis on central, regionaland
local planning. More attention is being given to developing competence
in planning at the regional and peripheral levels and the ability to initiate
programs at the periphery.® These trends form the background that has
led to the increasing use of village-based workers who have a very simple
but appropriate level of knowledge of health care. While this may be a
different constellation of ideas, separately the concepts are not new at all.

Today's Auxiliarics

Forerunners

The history of the use of auxiliary workers is actually quite extensive.
Some supplementary health workers have acted as an assistant to the
doctor and others as a doctor-substitute, particularly in isolated rural
areas. Fendall,* Elliott,"" and Dorozynski® all give excellent historical
summaries of various auxiliary programs. They recount the history of the
use of auxiliaries for at least four centuries in societies as diverse as
Russia, Jamaica, and Fiji. Fendall also examines the history of auxiliary
training in Africa as introduced in colonial times (the French colonies
being particularly important in this regard). Between them, Fendall and
Elliott cover the development in this century of medical assistants in the
Sudan, Uganda, Kenya, Malawi, Nigeria, and Ethiopia. There is also a
brief discussion of programs in Vietnam, India, Ceylon and Malaysia.

Historical and Current Programs m North America

In North America, village health aides were introduced in Alaska in
1947 to provide primary medical care in isolated native villages.™ The
U.S. military had used first aid attendants in World War 1, and later
broadened their role to that of medical corpsmen or medics. Today, the
U.S. military has a variety of paramedical personnel, including corps-
persons, physician associates/assistants, and nurse practitioners. The
Navajo-Cornell Field Health Research Project in the late 1950's at Many
Farms, Arizona, was onc of the first to use paramedics in the divilian
sector of the United States.™ In the 1960, several auxiliary programs
were started including the Duke University physician assistant program:™
the University of Colorado pediatric nurse practitioner program:™



the University of Kansas adult nurse practitioner program;” and the
MEDEX program.*

From the late 1960's through the 1970°s, many projects were begun in
the United States that used “non-professional” cadres to provide profes-
sional health serviees, Reports have been published on the experiences of
family health workers in Boston™ and New York City:* tuberculosis con-
trol aides in Baltimore:*' health guides in Bulfalo:* community health
workers in Harlem®* and North Carolina:* family health workers in Ten-
nessee:™ indigenous health aides in California:™ health assistants in Texas:™
family health counsellors in Denver:™ and former military medical corps-
men to provide health services injails in Cook County. Hlinois.” Domiciliary
care. particularly for the elderly and handicapped, continues to expand
throughout the country, using homemaker-home health aides™ while in
California they have trained persons from poverty areas to give nursing
care to il people in their homes,™

Current Programs Throughout the World

An extremely important forerunner of present village health care pro-
grams was the Ting Hsien experiment in rural China in the 1930's. This
experiment was designed “to make elementary medical relief and health
protection availuble for the masses.” The foundation of this community
health system was the village. There, the Village Health Worker was
responsible for records of vital statistics. epidemic control, sanitation,
medical relief. and referral and health education. The next level was the
Sub-District Health Station. where a physician, dresser. or nurse was
located: and finally. there was the Distriet Health Center.

The most provocative and comprehensive use of auxiliaries. however.,
has come in developing countries where auxiliary health workers can be
found in population programs and those of integrated community de-
velopment. Foday. we find rural health technicians and health promoters
in Guatemala:™ ™ public health medical associates in Algeria:™ multi-
purpose workers * and part-time social workers in fndia: village health
waorker clinic assistants in Bangladesh: ™ American Indian and Alaskan
community health representatives: ™ matrones in the Cameroon;™
behdars, bebvarts, and behdashtvars and other frone-line health workers
in Iran:™"™ medical assistants in Zaire™ and the Central African Repub-
lic:™ MCH aides™ and medical auoxiliaries in Tanzania:™ community
health workers in Kenyae™ health extension officers in Papua New
Guinca:™ health assistants in Ethiopia: wechakorn in Thailand: " health
auxiliary nurses in Venezuela:  family health assistants and rural health
workers in Nigeria:© health promoters in Nicaragua: village health
teams in Niger:” nutrition health auxiliaries in Yemen:© and volunteer
village health workers in Nepal.* Sri Lanka and the Philippines. ™ This is
notan exhaustive list. Programs are continually being developed around
the globe. still unheralded. As Dr. Cecily Williams has noted. "Sonie of
the most useful people have no rubber stamp.™



Definitions and Categories

There are so many names for auxiliary health workers and their activi-
ties so differ that the designations are both confusing and filled with
debate, However, several definitions of an “auxiliary™ worker do exist.
Roemer,"™ in his analysis of the role of allied health manpower in de-
veloping and socialist countries, distinguishes four basic types of allied
health workers: craditional healers, paramedical health workers, elemen-
tary doctor-substitutes and primary health practitioners. In his scheme,
the paramedical health worker is under the strict supervision of doctors,
carrying out delegated functions. In this category he places the nurse, but
makes an exception for the Latin American auxiliary nurse who in prac-
tice serves as an elementary doctor-substitute in many rural areas. The
clementary doctor-substitute has a relatively broad role and due to the
lack of physicians in rural arcas of Latin America usually provides the
care for rural populations. The fourth category of health worker includes
those better trained primary health practitioners, such as the Russian
feldsher, the Ethiopian health officers and the Malaysian hospital assis-
rants.

Auxiliary health workers are commonly characterized by income and
education levels and type of practice. In 1972 the World Health Organiza-
tion defined the "medical assistant™ as a “health worker with eight to nine
vears basic general education followed by two or three years technical
training that should enable him to recognize the most common discases,
to care for the simpler ones, to refer more complicated problems and
cases to the nearest health center or hospital, to carry out preventive
measures and to promote health in his district.”™ Most community
health workers have less than six yvears of basic education and usually less
than a year of professional training. They may, however, undertake a
broad range of activities. including personal and environmental health
services and community developnent tasks,

One such typology is the categorization of paramedical personnel
according to achievement of secondary education and technical medical
training te.g.. nurses, midwivest. sub-professionals who have some see-
ondary education and medical training (e.p.. assistant medical officer),
and casiliary personnel who have achieved a middle school education or
less ana who received short-term training in medical care skills."™

In terms of income, the auxiliary dresser. nurse’s aide. auxiliary mid-
wife, dispenser or home health aide receives lower wages than the assis-
tant medical officer. health officer. nurse, midwife, health visitor or
sanitarian. These, in turn, are less well paid than physicians, dentists and
sanitary engineers.’

Recently, some have bepun to distinguish auxiliary workers paid in full
or part for their services from volunteer health workers who receive no
compensation for their services, However. a real loss of information oc-
curs if voluntary health workers are excluded from our consideration of
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health workers who provide services in the community. Village volun-
teers have been used effectively in many areas. For example, they have
been used in Thailand for malaria case finding and for distribution of
contraceptives in the community.™ Indonesia has also trained volunteers
to provide curative services for minor complaints. "

Location and type of practice are the usual parameters by which health
auxiliaries are categorized. For example, Brooke'™ specifies two types of
work for the medical assistant type of cadre— either based at a dispensary
or health center in the field or in the hospital. Some professionals dis-
tinguish community health workers engaged in village development proj-
ects from those auxiliaries engaged in providing personal health services.
Some separate nursing auxiliaries from those who do not work within the
framework of that discipline. Still another typology distinguishes health
workers whose activities are restricted to one type of activity, such as
dental aides, auxiliary nurse midwives, psychiatric aides, malaria assis-
tants and sanitary inspectors, from those who are multipurpose workers.

There is also increasing attention to the auxiliary role of traditional
birth attendants, such as those in the Sudan, Philippines, Malaysia, Costa
Rica and Indonesia, who have received some training in modern birth
practices and family planning. "1

Another method of distinguishing among auxiliaries is on the basis of
independence of practice. Does the auxiliary function chiefly as an assis-
tant? [s supervision within the group or across professional lines? Elliott™!
discriminates between the role of the medical auxiliary as a substitute and
as an alternative to a physician in certain specific circumstances. She
makes the point that medical assistants or auxiliaries are well suited to
local educational levels and to the community's immediate needs: that on
occasion they are more useful than any doctor, as in simple health educa-
tion and midwifery; and that they cost considerably less to train,

A further refinement of defining auxiliary function centers about the
scale of the health project that employs the health worker. If the project
is a small-scale, locally conceived effort that has developed a health
worker to meet the needs of the area and relies on local leadership,
limited budget and volunteerism, the auxitiary health worker is generally
called a village or community health worker.'?

In short, there are many kinds of typologies that can be used to differ-
entiate auxiliaries since their duties, expectations, educational back-
ground, length and type of training, independence of performance, re-
muneration and status can vary. In this monograph, different types of
auxiliaries are considered together in the discussion of alternative
methods of the planning and management of auxiliary based health pro-
grams; however, concentration is focused on the training and utilization
of a basic health worker in the community.
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Bibliography and Publications Pertaining to Auxiliaries

For persons interested in obtaining additional information about the
various kinds of auxiliaries and types of auxiliary programs, scveral
bibliographies are available. The International Development and Re-
search Centre (IDRC) has a series of annotated bibliographies, Low Cost
Rural Health Care and Health Manpower Training." There are also two
annotated bibliographies, Health Manpower and the Medical Auxiliary™
and The Traiming of Auxitiaries in Health Care, published by the Inter-
mediate Technology Development Group in London. There are several
publications that frequently carry stories on programs using auxiliaries to
provide primary care and public health services. Of particular interest
are CONTACT, a publication of the Christian Medical Commission of
the World Council of Churches™ in Geneva, Switzerland: WORLD
HEALTH, published by the World Health Organization;'” *El Informa-
dor.” a publication in Spanish concerned with the promotion of rural
health;"™ and SALUBRITAS, a newsletter published by the American
Public Health Association and the World Federation of Public Health
Associations.'"
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SECTION II—PROGRAM DESIGN: BUILDING THE
SUPPORT SYSTEM

Health Planning Framework

Health planning, like other aspects of management, is not an end in it-
self, but a tool to help meet the health needs of a population. One has to
understand how to use these tools in the most effective manner. In the
last decade there has been an increased interest in management tech-
niques and comprehensive health planning. Universities offer instruction
in these areas in both graduate programs and special certificate courses,
Recently, the World Health Organization initiated a program to instruct
health personnelin the complenities of health planning and management,
For the reader who wishes to fearn some of the basie techniques, several
texts are available. Two that will be helpful are Guidelines for the Health
Plunner by Gish," and Health Planning: Qualitative Aspects and Quan-
ttative Techniques, edited by Reinke.? Those interested in health plan-
ning in both industrialized and developing countries may also wish to
examine Health Manpower Planning: A Comparative Study in Four
Counrries. This publication reviews the history of developmental plan-
ning in Latin America and the Caribbean, outlines the steps in manpower
planning and concludes with illustrative experiences from four countries,
Colombia, Ecuador, Honduras and the United States.

Health planning can be viewed in two perspectives. One is the actual
design of a particular program; the second is formal predictive planning,
that is. making predictions through the use of basic techniques about
changes over time and taking these into account in program design. In
cither case. health planning does not come naturally. A person needs
training in the use of basic planning techniques for the development and
implementation of health projects and programs, Information is also
needed on the experiences of health planners and managers in different
settings since health planning is a process that incorporates both objece-
tive quantitative teehnigues and subjective opinion.

This monograph will not describe health planning techniques in detail,
but will point out how they have been used in the design of auxiliary based
health programs in developing countries. This section on program design
begins with the planning framework and moves on to the actual planning
process. The discussion first centers on the important elements of a sup-
port system for auxiliaries and then proceeds to program development,
briefly covering assessment of health needs. determining resouree re-



quirements, setting priorities, program specification and implementation
activities. The material draws upon the experience of peopie in many
arcas of the globe. In reading through this section, the reader should
remember that the development of a program is a process that takes time,
Each step in the process will ultimately come to characterize the whole.

Initiating a Program

Whatever the characteristics or motivations of the health planner and
administriitor, without a support system an auxiliary based health pro-
gram will fail. The MEDEX approach calls this support the “receptive
framework.™ The framework does not spring up overnight; it is painstak-
ingly built and rebuilt over a period of time. There is usually @ lag of ten
years from the planning to the opening of a new heupital. The develop-
ment of a primary health care program can take almost as long from the
initial idea of felt need 1o the actual training of auxiliaries.

A most interesting case study has been written about the initiation of a
rural health technician program in Guatemala.” The document covers
nine vears and follows the development of the program, inchiding: gene-
sis of the idea to train physician assistants for rural health care; technical
development of the idea in management workshops; influencing the
medical community and solicitation of funds from donor agencies; de-
velopment of political awareness and receipt of funding: management
workshops for key individuals to present the findings of feasibility
studies: rising opposition to the program; the process of developing the
loans and then obtaining the funds that permitted the development of a
training course for rural health technicians.

With so many elements involved in the development of a support
system, the process cannot be hastened lest there be mistakes that will
later plague the operation of the program. The process does net end,
however, with the construction of an initial support system. The health
manager will be continually occupied with strengthening the support to a
progriam.

Individual and Government Commitment

What constitutes a support system for an auxiliary based health care
program” First, the government and the popualation involved must desire
to redress the identified health problems, whether these exist in the rural
areas or the slum arcas of urban ghettos, Next, there needs to be an ex-
plicit commitment on the part of a number of people to an auxiliary based
program. Individuals who wish to develop village level primary care pro-
grams must work with realities. What is the political situation? Will local
officials support the proposed program, and. if not, can one work within
the structure anyway? I the program brings genuine change it may also
bring repercussions. Are the program supporters prepared to uphold the
program when opposition occurs? The program administrator must be
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someone with faith in the idea and the willingness to carry it out, Para-
mount in importance are the national commitment and individual moti-
vation to undertake auxiliary based health and development programs.

The training of auxiliaries can oceur for a variety of reasons, e.g., to
gain prestige, to imitate some other locality, or from a real determination
to have trained auxiliaries because of the needs of a country. Experience
has shown that the political will to deliver primary medical and preven-
tive services through the use of auxiliaries is an essential part of the sup-
port system. At the Ministry of Health level, this commniitment should be
translated into written policy. A policy statement should detail why train-
ing is being undertaken and how training is to be developed. The policy
statement should relate training to utilization, since training often oceurs
out of context with actual service. The questions of “who™ and "what™ or
even “where” do not necessarily have to be addressed at a national level,
but the questions of “why™ training is needed and “how™ training will take
place need official sanction.

There should also be a statement defining the relationship of the aux-
iliary program to other local and national programs. Just as the duties of
the community health worker must be seen in the context of those of
other members of the health team,® so the development of a training and
service program for auxiliaries should occur in the context of other pro-
grams in the ministries of health, agriculture, labor, welfare, or educa-
tion. Important political, administrative and bureaucratic links must be
forged at all levels. Local, national and international resources need to be
coordinated for the success of a program.

Some projects are started as pilot projects. They aim to stimulate the
imagination and test new patterns of service. Demonstration projects are
useful to attract capital and to inform health professionals and govern-
ment personnel about the potentials of such service progranis. However,
for long-range impact on a country's health problems, there needs tobe a
national commiunent for any such programs. backed by a strong support
systemn and a solid financtal base.

Funding Buse

Beyond political commitment and coordination of resources, a sup-
port consists of adequate funding for personnel and supplies. Auxiliary
health personnel cannot function in a vacuum. Joe D. Wray has sum-
marized it well: "No matter how well-intentioned the program, no matter
how adequate or inadequate the training, unless auxiliaries are part of a
system that is capable of providing them with satisfactory guidance when
needed. the necessary supplies and equipment to carry out the tasks
assigned them, and a referral system to which they can send problems
with which they cannot deal, they are not likely to be able to function
effectively.™

For a health program to have a solid financial base, an economic
analysis must be undertaken before any projectis started. Cost estimates
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must be availuble for the initial and recurring expenses of manpower
training and deployment tincluding needs for training, contimuing educa-
tion, supply and transport of supervisory and referral personnel. Other
costs that require aceurate caleulation are: the supply of a simple but ap-
propriate formulary: construction and maintenance of new facilities;
renovation of existing health units: and purchase and maintenance of fur-
nishings and equipment. The costof Tacilities to serve as training centers
must also be included. In addition, statistical reporting forms, rveferral
slips and postage may need o be included in budgeting for a simple infor-
mation system linking local health workers to health centers or other
health units. These data are then compared o information on the ability
of a country to sustain a primary care and referral network,

The need for analysis of social and cconomic conditions and available
resources s i precursor of projects refated to auxiliary health manpower
has been recognized in a number of countries. For example, i report on
auxiliary health personnel in Latin America pointed to the need for such
analyses and the coordination of health with other human resouree de-
velopment activities carried out within the national health plan.® Coun-
tries that have included primary health care components in a national
health program usually estimate the cost for cach program component
separately by regions, showing development teapitalt and recurrent ex-
penses ona yearly basis, allowing for inflation. The primary health care
program in the Sudan. for example, has based its costing mainly on the
implementation schedule for the different primary health care services
that are provided chiefly by community health waorkers, nurses and
medical assistants.” Economic analysis is equally aecessary for smaller
community efforts. as well as large-scale government endorsed prim
care programs. Whether health programs are supported by private or-
ganizations, foundations, prepaid member support plans, charitable or
voluntary organizations or government, resources will be scaree relative
to needs.

Long-rar e Support

Excessive costs can destroy not only the most faudable plans, but they
can ilso erode the abihity of villagers to run a heatth prograny independently
of outside support. As w report on a villager-run health care network in
the mountiins of western Mexico states, cconomic self-sufficiency does
notcome casy. After I vears of operation, the health program s stilt not
meeting about S0 pereent of its ongoing costs. Determined to become
financially self-sufticient. the village bealth team his developed several
means of producing subsistence income. including fees for services tpaid
for cither in money or with work ), and projects sach as hog and ehicken
farming, vegetable farming and a cooperative corn bank.' Maore than de-
termination and ingenuity of the health team will be needed if villuger-
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run programs such as thisone are to avoid long-range dependency on out-
side fundings.

Analysis of the financial growth and evolution of veographically iso-
lated clinies in the northwest United States and Alasha, staffed by phy-
sician assistants and nurse practitioners. has raised some question about
the viability of economic self-sufficieney of such practices . Although the
chinies studied were statfed by physician assistants and nurse priactitioners,
none of the study sites had artained self-sufficiency after two and one-
hall years. The authors concluded that many sites in Alaska would
probably never become self-sufficient because of high expenses, small
service area populations and low utilization. Further, they sugpested
that there was a minimum population size of 13,000 needed to sustain an
independent mid-level practice without external subsidy. "

Start-up costs may be tinanced by external donor resources. but such
sources usually do not ke recurring expenses into account. I a training
program s to recenve tnancial and technical assistance from o donor
country. the recipient country must be inasufficient state of prepared-
ness to absorb the external assistance. After the education and training
clement has been introduced. can the people benefit? What will be left
after the traiming progranyis over?” Can a permanent service program be
maintined? Training s relatively casy. but deplovment into the field is
much more ditficult.

Financing Mechanisims

Whatt will be the financing mechanism for the service program? Are
funds to come from the government or the community or some combinittion
ofsources™ It the povernment is to pav. is there a tfinancial commitment
on the part of the national health serviee for such i program? Government
health tunds ma have to be reallocated 1o pay tor the salaries, supplies.,
transportation and contimnng cducation necessary ina printary care pro-
aram lor the rural arcass Will the government be willing 1o alter the
amount of money that goes inte construction and tunning of hospitals
versis primary care? In Lesothos for example, there are several village
health worker programs i existence. o the extent the government de-
cides tormvestin i new reterrad hospital, it will place iseyere Squeeze on
the limited resources for rural poimarny care.”

Some argue that there should alwavs be o Charge Tor services that s
metat leastm part. by e indioaduals using the service, Peaple should
share the costsas wellbas participate mprogram planning and selection
and saperviston ot aunahanes, Ts areaed tint cost sharing will increase
the mvolvement o peaple. They will then teel they have o eritical savin
the operation of the svstenand mthe assessment of the headth workers
perlormance. e community s not able to fimance the entire health
program. as s bhely i most casess perhaps partial payment can come
fronm the communuty . Village cooperatives can be formed that bear the
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cost of drugs, for instance. Under some types of prepayment programs
families can contribute regularly toward the cost of operating the services.
If costs are borne in part by the community. this policy should apply in
urban as well as rural arcas.

The American Public Health Association’s monograph Health Care
Financing in Developing Countries discusses alternative approaches to
financing. Health planners and officers who desire information about this
subject will find the monograph useful.”

Cost of Auxiliary Programs

Although financial resources help determine the numbers and types
of human and physical resource supports available, funds can be used to
better or worse advantage. Four low cost health delivery system programs
in Nigeria,' ' India,"*"" and Guatemala™ have shown that in areas where
there are real cconomic constraints on development of a comprehensive
health delivery system, adequate funds are already available for quite
satisfactory village health programs. These programs use paraprofession-
als who have been trained in maternal and child care, nutrition, and treat-
ment of common medical problems. The programs have shown striking
reductions in small populations in the mortality rates for infants and
children one to four years old. The cost per capita per year ranges from
less than 1.S.5.50 to $2.00. McCord reports that Sri Lanka spent $3.76 per
capita per year on all government health services in 1971;™ in Nepal it was
estimated to be a minimum of $2.00 per year.®” More recent reports of
village health worker projects report higher costs. Inan unusually detailed
monograph on the structure, function and evaluation of the Kavor (Iran)
village health care delivery system covering a rural population of 43,000,
Ronaghy reported a cost per person of $3.50 and a cost of $2.55 per visit
(students and low income villagers paid no fees).?' In China, financing of
health care is local, with the vast majority of communes practicing self-
reliance. 1t is estimated that $5.00 is the median cost per year (out-of-
pocket) of the “voluntary” family membership premium. This amount
varies according to the means of the commune, the previous year's costs,
and costs for needed supplies.™

A major problem in planning community based services is that there is
a lack of objective scientific data on costs, activities and outcomes of
auxiliary based primary health care programs. A review of general writings
on village health workers and project reports from over S0 projects in 27
countries has concluded that village health workers are not likely to be
less expensive than alternative clinic based care. Ina thorough considera-
tion of cost implications and financing mechanisms for village based pro-
grams, Berman states that it would "be unrealistic to expect rural villagers
to bear the full cost of VHW's {village health workers| and higher-level
facilities in the short term.™ He sees the need for assuring external subsidy
for "many years” and suggests the need for experimentation with ways to
suit external aid to local conditions.”
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Administrative Support

Regardless of the money available, no health team will function any
better than the quality of supervision, communication and logistics provided
within the service. Much attention has been paid to the manner in which
the majority of China’s people receive their health care services through
the “barcfoot doctors™ and related public health workers. Yet the local
health unit does not work inisolation, but is linked to other units. Visiting
medical teams provide continuing education to the local health station,
Local health workers may refer patients to the brigade health station or to
the commune clinic. Farther on in the chain of referrat are the county
hospitals and the provincial and national hospitals.*

There are many reasons why a management and referral system may
not be in place. Funds are only one factor. Sometimes there are problems
of scheduling. For example. in a Thailand project, because of differences
in duration of training, the health post volunteers and communicators
were in place long before the middle level health workers, As a result,
they were in the field without a supply. supervision and referral system,
although these elements had been planned.”

From this example, it can be seen that time as well as money is a re-
source: that is, time to explore needs, to plan, to develop administrative
arrangements, to hire instructors, to prepare the curriculum: and to re-
cruit, selectand teach the students both in the classrooms and in the field.
Proper scheduling of program development is critical, particularly in
systems of care that involve several levels of personnel. The supervision
and referral fevels of care must be operational before the auxiliary
workers are placed at the village level so that supervision and referral will
be available from the start of training. The problems that may arise in
situations where higher levels are in place first are ones of bureaucratic
rigidities and professional territorizlity. Unless they receive special man-
agement training, the designated backup personnel may be unable to
delegate tasks, supervise. or engage in two-way referrals,

Community Support

Individual commitment, political will, a sound funding basis, coordina-
tion of resources, and administrative backup are five elements of a
support system — the sixth is community involvement, Different societies
have different forms of program development and decision-making,
Some have strong central government management, others are more de-
centralized. In Cuba, the process is highly centralized in plan prepara-
tion. but highly decentralized in plan implementation.” Taiwan and Tan-
zania have developed different models of community participation; they
all emphasize community involvement but vary in their balance of central
and local decision-making. Kenya draws upon the poputar rural self-help
program, the Harambee Movement,”” for initiating health programs and
other social services. In some countries, such as Iran and the United
States, the impetus for creating new service delivery programs has come
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largely from the universities. In Papua New Guinea, the government and
churches both have training and administrative control of programs.”™

Given the desire for community participation in the program, several
questions must be decided at the onset of programs. Is it desirable to seek
money from outside the community to train and maintain community
health workers? How much of the financial resources of a primary care
program will come from the community and how much from the central
government and from external donors? Witl personnel be used from out-
side the community to staff the health teams? How much community
autonomy is desirable from the point of view of the focal, regional and
district health managers” How much outside assistance in training and
delivering village health services is desirable to the community?

Within the framework of cach society, communities must have the op-
portunity to plan-- that is, to make choices about what their most pressing
problems are and how to solve them. Even il there is strong central
government management. citizens must have the opportunity to discuss
the merits of any proposed program and recommend how the program
should be implemented. given the local resources and customs of the
community.” Apolitical planning is not possible. Tt has been shown that
political goals and professional ideologies determine to some extent the
organization of the health sector.” I the values of the community are to
influence health policies. members of the community must be part of the
decision-making.

A Kenyan physician, Miriam Were, has distinguished the crucial dif-
ferences between community cooperation and community participation,
“With the former, you're really saving that vou know bestwhat the people
need  Intheory evervone wants to support community participation,
but when it comes to the point. they only wantitas a peripherid component
of a health program. They do notsee that to have real community partici-
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pation, you cannot draw up a definitive program in advancee.

Strengths of Community Involvement

Why is it important that citizens feel they are sharing in making both
major and minor decisions? One reason is that having decisions made by
others fosters dependeney. The belief that professionals or outsiders
know best weakens the capacity of members of a community to solve
their own problems or to take pride in self-help endeavors, Their vulner-
ability increases without a basic underlving convienon in their ability to
meet lite's problems.,

A second reason for promoting community participation in planning
and implementation ol health activities is the eritcal role the ardimary
person has in health care. Some of the most important health care deci-
sions are made by individuals aind families oftenin the privacy ol their
homes- to feed their children differently. 1o be concerned about their
source of water, to have fewer children or o space the children they want
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to have. Notonly do parents promote the health of ehildren through diet,
beliefs about cleanliness, and remedies for sickness, but older children
pass on to younger children simple preventive and curative activities
practiced in certain localities. ™"

A third reason for involving the community is that health is only one of
people’s needs. There are needs for employment. education, justice and
protection that compete for the interest of the individuals one is trying to
reach with health care. 1f health care fails to enlist the interest, if not the
support of the population, then there s little chance that the essential
changes in behavior will oecur.

Although a government, a university. or a church can design a health
service and can even place itin the community. the people must desire to
use it " Health will notimprove unless individuals and communities make
rational choices to mmprove sanitation and nutrition, to prevent those
discases that can be prevented. and to seek early and adequate treatment
for conditions that can be effectively treated.™ The saying, "You can
lead @ horse to water, but vou can’'t make him drink,” needs o be
imprinted in the consciousness of planners and administrators.

Ditterent Models o Communiny Involvement

What are some methods for involving the community inall steges of a
health program — identifving needs. setting priorities and carrying out the
program? A very practical outline of the steps necessary to develop a
community health program is set forth by Johnson” based on more than
ten years experience in the “Dana Sehat” program in Central Java, Indo-
nesia, which stresses the importance of approaching the community in
the very carly stages of program development. in their experience, ade-
quate social preparation of the community is crucial to the success of a
program. [t is recommended that informal individual and group discus-
sions about community problems and needs be held between health
workers and leaders in the community. Then community leaders, assisted
by the health workers, introduce these ideds o community members
through group meetings and informal contracts.

A different but suecesstul model of imparting a health message was
used in the World Health Organization's smallpox eradication program.
Fhe decision to eradicate smallpox was made by cach country on a
covernment level. but the local communitics were vital to the implemen-
tation of that decision. OF neeessity, the progrant involved the coopera-
ton of tens of thousands of individuals throughout the world. The
strategy was Lo identify cach case and vaceinate all contacts. Program of-
ficials did not rely on the message about smallpox detection and vieeina-
tion coming from the clinies. health posters or health centers - they
estimated that only ten pereent of the people would be reached through
these sources. Tnstead. they initiated an active outreach program. After
carly trials. officils found the most successtul methods were the market
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search and the house-to-house approach. With very few paid staff, but a
first-line supervisor who knew the local situation, what job was required,
and how to do it, the WHO smallpox eradication teams questioned vil-
lagers about possible cases of smallpox. Cooperation of village leaders
was sought in helping to change the community’s attitude toward inform-
ing authorities about persons with symptoms of smallpox. In orthodox
Muslim areas, such as northern Nigeria, religious leaders were contacted.
In the South Pacific, the village health communities were used. Not con-
tent with having gone to each house in every village where there was a
suspected case of smallpox, the eradication teams conducted a survey to
see how many people did indeed know about the smallpox campaign and
then tested, revised and re-evaluated their methods until they were cer-
tain that the population was being reached. Program officials also used
wall posters, painting the message on the walls in the village. Although
most people could not read, curiosity prompted them to find out what the
signs were about.™

A project in West Azerbaijan province in northwest Iran involved the
village people in problem identification and plans for health care imple-
mentation. The Health Services Development Research Project in West
Azerbaijan was a joint effort of the Ministry of Health, the University of
Teheran and major voluntary and insurance organizations in Iran. It was
one of several projects in Iran concerned with the development of
improved techniques for the delivery of health care in that country.
Although “top-down™ planning characterized Iran, this project sought
cooperation and trust of the villagers. Two front-line health workers were
introduced, a female and a male. These workers performed simple stan-
dardized procedures for defined conditions, provided surveillance, gathered
information, involved the community in health activities and functioned
with the support and under the supervision of the health center team.
Together with the existing health center team they formed the new team
of primary care personnel. In rural areas, the female health worker was
posted in the most suitable and biggest village in the area. She was based
in that village's House of Health, but made regular visits to other villages,
The male health worker had no one permanent place, but visited villages
regularly at least once a month. ™

Initially, in implementing this program, obtaining a health house in the
villages was a major problem. The villagers' attitude at first was negative;
they had no reason or desire to cooperate. The first health house had to
be secured from a relative of a person working for the project. The
project administrators first tried to inform the community about the
health services to be offered, going from door to door to explain the pro-
gram. They then set about getting the participation of the community in
decision-making. Primarily, however, they had to identify the formal and
informal community leaders. They asked, “Who are the leaders of the vil-
lage?" “Who is the midwife?" "Who is the most important woman in the
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village?" Next, the project participants met with the formal and other
community leaders. A respectful invitation to attend the meeting was ex-
tended, rather than a command to come. All but one of 36 leaders came,
Tea and cakes were served. They talked together. "What are your prob-
lems?” “We think these are some of your health problems.” “How should
we work in your arca?” “*What should be the starting point?* The
discussion lasted four hours and resulted in the formulation of a
health committee.

Community participation did not happen quickly. The meeting just
described did not take place until a year after the health team began to
operate in the village. The villagers had been used to programs that were
just "Hello, goodbye, and go,” and it was not until they were satisfied with
the initial health services that they had reason to cooperate. The managers
of the West Azerbaijan Project took several steps to break down the bar-
riers of disinterest and the distrust of the people. They:

—relied on the person-to-person approach;

—told every houschold in the community about their services, not just
a favored few:

—were respectful to.the villagers in the context of the social mores of
that villages:

—asked the villagers to identify their problems;

—shared with the villagers the professionals” opinion of village health
problems:

—asked the villagers how to proceed in problem-solving:

—made services available to the villagers through the health house on
a regular schedule so that villagers could depend on the health worker's
accessibility:

—remained in the village over a long period of time, allowing the vil-
lagers to develop confidence in the long-term presence of the front-line
workers: and

—realized it took time to win trust and persisted in their efforts to in-
volve the community. ™

Another example of ways to reach the community comes from San
Ramon, Costa Rica, where a local hospital has developed a rural health
outreach program with participation from the community.* The program
is called "Hospital Without Walls™ and had its roots in activities begun in
the period 1955-1969, although it formally started in 1971, The program
encompasses home care, health posts, health centers and hospital care.
Nursing auxiliaries supervised by graduate nurses work in the field.

Each community has elected health committees with community leaders
in charge of health posts in all rural districts, These committees have
formed other sub-committees concerned with potable water, environ-
mental improvement, and publication of health related information in
order to obtain the participation of the fargest number of citizens. The
communities select persons for training as “Responsibles of Health.”



These persons do case finding to identify people who are undernourished
or infested with parasites. They also examine new-borns and children
needing vaccinations. They carry out necessary tasks to keep the health
posts operational. Home visits and educational meetings are all part of
their activities.

There is also a Regional Community Health Association with an
elected board of directors who represent citizens of four counties, The
association has encouraged construction of buildings and schoolrooms
where seminars, meetings and training courses can be held for health
personnel and members of the community.

The program attempts to “educate through entertainment.”™ People are
chosen from the rural communities and trained to give health messages
by song. ventrilogquism, speeches, or magic tricks. Health teams act in
theatrical performances many times, and conducet educational courses
for the commuanity. Public displays of local crafts, weaving, painting and
cooking emphasize health messages. There are contests in oratory, poetry
and music to stimulate the interest of the community in health care.
Young people are also encouraged to participate in the program by the
Responsibles of Health and the nursing auxiliaries. The important element
is people-to-people contact.

Persons desiring additional examples of health services programs at
the village or urban neighborhood level will find over 30 different projects
using community workers or auxiliaries briefly deseribed in the UNICEF
document, " A Strategy for Basic Health Services.™

Private Sector Support

So far. this discussion has focused on building a long-term support sys-
tem through government and the community. But the professional private
sector also needs to be convineed that village health workers, or auxiliaries,
provide a practical way to care for children und adults in arcas where re-
sources are lacking. The health administrator must recognize that not
evervone will favor the training of auxiliary health workers, There s
widespread refuctance among the medical professions in many countries
to sanction the training and use of auxiliary health personnel* Opposi-
tion also exists from nursing professionals insome areas. Program develop-
ers should be prepared to deat direetly with objections. especially as the
issucs under contention are legitimate coneerns.,

What should be the operational link between the private and public
health sectors? Answering this question is a challenge for the 1980's, To
date there is no published guide, no formuliae worked out as to how to link
the two. Private fee-for-service medical practice exists in most develop-
ing countries, but is chiefly available to only a small portion of the total
population.*

In general, community based primary health care teams have little, if
any, connection to the private medical sector. Although this separation
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may have encouraged innovation in developing a more appropriate pre-
ventive and primary health care service in rural areas, the current situation
is unacceptable in the long run. Finding the most appropriate operational
link between the public and private health sectors is critical to the subject
of getting private sector support for auxiliary based programs.

Opposition 1o Use of Health Auxiliaries

The arguments in favor of auxiliaries have generally been based on the
physician and economic resources of the country. These resources are
evaluated in light of the distribution, age structure and growth rate of the
population. There is also a belief that auxiliary training is niore adapted
to local educational levels and the community's health needs, as expressed
in the most prevalent diseases in the locality. Village health auxiliaries are
regarded by some as being better suited to provide health education, to
record vital statistics, or to implement environmental sanitation programs
in the community. They are assumed to know their communities well and
to be culturally closer to the people they serve. Auxiliaries are also not
likely to migrate to urban areas or to go to more developed countries.

The arguments against the training and utilization of auxiliaries are
several. A major question is whether health duties can safely be delegated
to them. Some fear more the possible mistakes of an ill-trained and poorly
supervised auxiliary than they do the ills that beset those people receiving
no services at all. As Wood notes, "The weight of sins of omission is
lighter than those of commission and the political repercussions are less
direct.”™ A second question is whether scarce economie resources should
be diverted from medical education to auxiliary training. Some fear that
the development of village health workers will retard the provision of
higher quality physician care. Also of concern is the possibility that
auxiliaries will tend to become dissatisfied with their careers, that they
really wish to be physicians and will be discontent with a lesser status or
will use auxiliary training as a stepping stone to enter political life. For
these reasons, some believe the auxiliary will lack commitment to the
work, thus causing a high turnover of personnel and necessitating con-
stant training programs. A further worry is that auxiliaries might set up
their own practices— that short-term practical health training is an invi-
tation to medical quackery.

There is also a more abstract reason for opposition to the training and
usc of auxiliary health personnel — tradition, or what Cecily Williams has
called an “appalling, obsessive longing for what one is used 10, Wood,
noting that we are creatures of habit, continued, *This inertia is bolstered
by the reluctance of all to acknowledge any irrelevancy in their own train-
ing and [they| may fear being left behind or left out of new developments
or of losing the privileges currently associated with their profession.”™

A political threat may be posed by health programs that emphasize
non-traditional solutions such as training and utilization of auxiliary and
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primary health care workers and their supervisors and that redirect
health service priorities to include community mobilization and improve-
ment of those economic and social conditions that preciude good health
for the people. The radical changes called for to make health manpower
development efforts relevant to the health needs and demands of the
population will be reflected in people’s attitudes. The outcomes of such
changes are uncertain, and for that reason eritics fear the potential dis-
ruption that can come from even a small innovation. This awareness of
the implications of change is referred to in the Arab proverb: “If the
camel ever gets his nose in the tent, his body will soon follow.”

These are powerfal forees against change and cannot be taken lightly.
Just as there are environmental impact studies, thought should be given
to the sociopolitical impact that the development of an auxiliary program
will have on the public and private sectors. Only by confronting the dis-
comforts and dislocations caused by change can the costs and benefits be
weighed and choices made. Efforts must be taken to minimize loss by
bringing into the program the ideas and competencies of those who
would otherwise suffer because of the change.

To summarize, for auxiliaries to function effectively, there must be a
support system. That support must include government, community, and
private sector commitment and resources. The system must provide sup-
plies, equipment, facilities, supervision and referral sources for the auxiliary.
Obstacles will be encountered. but if there is the political will, individual
commitment. coordination of resources, administrative diseipline and
community and privite sector support, the program can prosper.

Spirit of the Health Team

This formula needs one additonal ingredient. As in other parts of life,
it is the spirit with which a project is carried out that helps determine a
large part of its success. Elliott has written, “Medical auxiliary training
schemes should be planned ecologically with a liberal imagination, frequent
revision, {and ] local and sympathetic evaluation.™ To expand on those
criteria, the planner, administrator and health team must be sensitive to
the dislocations the new program will cause, earnestly desire the input of
every person no matter of what status, willingly allow the program to be
criticized, learn from mistakes, and persist in the face of obstacles.
Finally, to provide practical and realistic support the health administrator
needs to understand the limitations of an auxiliary prazram in a par-
ticular environment. There are limits to what is feasible or practical in
any setting. To understand the limitations does not mean to stop action;
rather it is the basis for devising effective strategies for the achievement
of goals.
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SECTION 111 -PROGRAM DESIGN: THE HEALTH PROGRAM
Developing a Health Program

Planning Group

Health programs are not planned by a single individual; even govern-
ment supported programs are planned by a group that must represent the
private sector and the traditional or informal health s;.tem, as well as
existing government health services. The planning group shoula be both
multidisciplinary and multisect. rial.' It should include persons knowledge-
able about prevailing policier and legislation in health, education, em-
ployment, labor and technolo zy. and familiar with the officials empowered
to make decisions in those areas, It may include persons from universities
or other educational institutions. It should also include health workers
and other professionals who are aware of the health and social services
available in the community or program area (e.g., medical officers,
nurses, agronomists, home economists, teachers. matronst. Community
leaders (e.g.. headmen or religious leaders) and other appointed or
elected comniunity representatives should be an integral part of the
planning body. Such a diverse group presents a challenge in achieving
agreement on program objectives and thus will require wise leadership,
but if the strengths of such a group can be marshalled, there will exist a
greater potential for the program to achieve intersectorial cooperation
and community participation.

A leader of the group should be designated and the planning body
should be aided by staff. In its work the group should draw upon the
special talents and knowledge of cach of its members. Delegation of tasks
should not simply follow the usual administrative procedure, but should
be based on the skills of the individual members. Thus, at different times
different people will be responsible for accomplishing certain tasks. In
this text, these persons are referred to simply as “the health planners.”

The group begins by planning the planning process. First, a schedule of
activities is developed. Each step in the planning process should be iden-
tified, and an estimate made of the time required to complete cach event.
The planning activities are then arranged in sequence according to the
order in which the events must oceur. With this information, the health
planner can estimate the minimum time it wifl take to complete all neces-
sary events before the work of the planning committee is finished. Com-
mittee assignments should then be made on the basis of this schedule.
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Population Data

The first step in the process of health planning usually is to obtain infor-
mation on the current and projected population in the service area. tnlor-
mation on the size. characteristies and distribution of the population is
fundamental to asceertaining the amount, type and distribution of discase
in a population or community. However, current information is only part
of the data needed: the planner mast also predict future population de-
velopments and the possible consequences for health services delivery.
Changes in the size. composition, characteristies such as lind ownership
and family income, and distribution of a population will adter the require-
ments for health manpower and facilities.

Basically. the health planner must obrain information on the current
number and characteristios of people in the serviee area and projected
changes in the future. At a minimum, the planner needs a count of the
population by age. sex and tocation. This demographic information can
be obtained from several sources: census, simple survey., or registration
system. While the quality and completeness of population data are poor
in most agricultural nations, there has been some improvement. Still, the
problems the planner may encounter are numerous. Fhe data may lack
sufficient detail. be out of date. incomplete. or exist only for the capital
city. Vital statisties data, for example, may be available but unreliable.
Nevertheless, even crude estimates are better than no information at all
and. indeed. may be adequate for determining the kind of program
needed to deal with discase in the populace. Iis more important for the
planner to understand the relevimed of populatics data to forecasting the
magnitude of effort required than it is to have o detailed population
analysis.

Population size is @ function ol three variables: births, deaths and
migration. In order to make futare projections, the health planner has to
caleulate rates of births, deaths and in- and out-migrations. There is a
straightforward method of doing this: the changes between two time
periods are caleulated by adding births and in-migration to the mitial
population and subtracting deaths and out-nigration. Usually migration
is the least well known variable: however. it can be extremely important
when trving 1o plan health services, Forexample, estimates of migration
from rural to urban arcas willatfect estimates of needs for Bealth services
in the respective areas,

One measure of mterest is the nataral ierease m the population the
excess tor deficitr ot births over deaths, Tnmost cases it will be suflicient
for the planner to subtract the crade death rate fromy the erude birth rate
to obtain a crude vate of naturalb inerease. The baseline census data may
also have to be corrected i order toaecount for possible ander- or over-
cnumeration. The totad terality rute s another measure that s usetul m
estimating fong-term trends. Texts are available to show the headth ad-
ministrator or planner how to caleulate the future size ol g population.
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given either the population growth rate or a life table to estimate the
future population according to prevailing age-specific death rates.?

Assessment of Health Needs

Lxisting Sources of Data

Another major activity in the health planning process is the assessment
of health needs. This information will be used during the planning
process to determine the nature and scope of the health program and will
serve as bascline data from which to evaluate later the effectiveness of
that program in achiceving changes in health status,

There are a variety of sources of information on health problems,
probably the major one being the vital statistics register. From this souree
the planner can obtain information on mortality. 1 at all possible. the
planner should obtain mortality data by age and diagnosis. Mortality data
and population information will provide the planner with mortality rates— the
numerator being the number of deaths in the arca, and the denominator
the total population of the area for the same time period. In addition to
the overall mortality rate. the health planner will be interested in the in-
fant mortality rate, the death rate Tor children under age five, and the
maternal mortality rate. The completeness and aceuracy of recording
deaths varies greatly from one country toanother and fromurban to rural
areas within a country. Information on cause of death is frequently
missing or not specific. Data on death by sex are usually available. but
often not by place of residence.

Morbidity dara should also be obrained by age and diagnosis, if pos-
sible. Information abouat illness is available from a number of sources.
such as the medical records of health centers. hospitals, private phy-
sicians, and medical examiners, There are also reporting systems for cer-
tain serious infectious discases. but for a variety of reasons most infec-
tious discases are underreported. Some areas have established discase
registers. but again the reporting may not be complete. The planner can
sometimes obtain information on disability, or the number of days lost
from work: however. the Latter is a highly subjective categorization and
may have to be inferred from available data. [n truly rural arcas where
auxiliaries are considered as outreach workers, very fitde data are
available.

Despite the many deficiencies, morbidity data can be quite useful to
the planner. For example, in determinming the nature o health worker
activities. itis important to establish the kinds of illness thatare currently
being seen at health centers in the communities in which the auxiliaries
willwork. Typicallv. the 20 most common complaimts witt account for the
vast majority of all ¢lime visits, Most of the functions required to treat
these complaints can be readily standardized and then taught 1o the
auxiliaries. In this wav. training can be made appropriate to the actual
‘N)
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job. However, since rural people rarely go o clinical Tacilities, a true
picture of the health problems and needs of the rural population will not
be piven by health center morbidity data.

A third type of data to be acquired is the wtilization of health services.
I possible. the planner should fook at ¢linic and hospital utilization rates
by age. sex, divgnosis and socioeconomie characteristies. The utilization
rates can then be compared across all groups, and for ditferent methods
of payment, to see it utilization is compatible with the identified health
needs of the population. The planner should understand the extent of
current health services use by the population,

Special Survery

The planner may feel that in addition to these secondary sources of
data there is i need to acquire additional data through special surveys of
cither the population or providers of services. The risk posed by incomplete
mlormation may be greater than the planner wishes o take. Or the
planner may feelitis necessary to have information on population health
status or general health practices that can only be obtained from a com-
Munity survey. Since surveys are expensive. time-consuming and require
considerable manpower to collect and analyze the data. the information
from a survey must be she nto be cost-effective. That is, the planner
must be able to cite the potential vadue of various alternative approaches
to obtaining necessary data relative to the cost of obtaining these data.

Although some phinning groups survey providers of services. the more
common approach is o ficld survey 1o assess and establish the health
needs of the community. Such o survey has several components: a
census, a health and morbidity assessment and a socio-anthropological
analysis. This is sometimes called a communiny diagnosis, To carry out a
ficld survey. itis necessary tointerview hoth users and non-users of health
services. Data to be collected may include: physical exminaticn Jata,
such as weights and heights of children: health problems of children: the
incidence and nature of illnesses that have prevented members of the
houschold from working: and the numbers of those in the community
who are disabled or mentally il Interviewers should also obtain current
and retrospective demographic data for cach member of the houschold
to supplement registration data on births, deaths and migration. From
this information planners can build a picture of the age pyramid in the
community.

[tis not necessary. however, o have a member of the health establishment
collectall ot this information. In Indonesia, mothers” clubs have carried
out effective surveillance programs on child growth.' And David Morley
has even suggested that Sthand 6th erade children be employed to collect
information in the villages on children’s weights or immunization status,
which could then be given to the locat council.
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[tis important also for the health planner to understand features of vil-
lage life related to health activities. Foege,™ in an address on community
medicine, made several points that have application not only to what data
need (o be gathered but what community health workers need to be
taught. He said that to treat a community you start with a history of a
community. The history must include such anthropological data as:
What does it mean (o be sick? What is done to avoid sickness? What is
done to heal sickness! Where do people go when they are sick? Who
gives thew advice? What i the significance of different foods, cating
rituals? What are the belicfs abouwt hirth, death and marriage? In other
words, one must learn the traditions and customs of the people inorder to
understand their health attitudes and practices.

Next. Foege suggests examining the community for precursors of
disease, such as amount of food and water available, quality of water,
waste disposal, lack of land. poor housing, poverty, unemployment and
unsafe roads. Thiz information helps o identify the needs and expecta-
tions of the community.

Analvsis of Health Resouwrees

In order to determine the nature of the training and service program re-
quired. the resources of the current health system also must be determined.
This is called a service or resource analysis. The planning body must first
assess the physical circumstances under which an auxiliary based health
program would be operated. Are the conditions favorable for establish-
ing a strong infrastructure” Difficult terrain, a widely dispersed popula-
tion or the absence of suitable storage places for foods or medicines will
call for innovative strategies in strengthening the administrative support
system.”

Frequently, there is no organized system for health services. Rather,
there exists a variety of programs that developed in an unorganized
fashion and Liter coalesced. These programs may have disparate ser-
vices. differing administrative frameworks, and unequal mixes of man-
power. IUis necessary to survey the existing network of medical services
within the currently available programs, deseribe their utilization and
make some estimate of their efficiency. How many staff members of what
type are located in cach of the health facilities? What are their duties?
What is the patient load per staff member cach day? How many house-
holds use the health facilities” Fron how far away do people come? What
is the use in proportion to the total population of the community”? Are
there any outreach services? What is the cost of providing services?

Jobh Analvsis

A job analysis is an indispensable ool for health planners and managers
in determining the nature of health worker activities. In this regard, the
planner should focus on those categories of health personnel that are
most necessary for the type of program that is under study. and the ac-
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tivity being studied must be clearly delineared. One can observe tasks as
discrete as suturing a wound. Other activities, such as examining the well
child, involve several tasks. For this reason, functional analysis is simpler
than task analysis since there are many more tasks than functions. One
listing of functions might be maternal and child health, curative and pre-
ventive measures, family planning, communicable disease control and
environmental health, but there are many other ways in which functions
could be listed.

A book that may be helpful to the planner or administrator who is
planning to carry out such an analysis is The Functional Analysis of
Health Needs and Services.” This approach to functional analysis consists
of an assessment of needs established by household survey and an assess-
ment of resources established through a survey of the health system. The
method has been used in different settings. For example, the Nepal
Health Manpower Development Research Project was initiated to col-
lect information useful to health planning and the development and
modification of training programs. The functional analysis methodology
was used (o identify the health problems and needs of Nepal as felt by
health personnel in rural districts and to identify the actual roles and
functions performed by health auxiliaries and personnel.®

One method of job analysis is to observe practitioners while they are
working. Observation, however, involves time, money and personnel and
may be quite expensive to carry out over an exiended period. One must
also be careful to sample at different seasons of the year: sinee not all
diseases are prevalent during the same seasons, different tasks will be per-
formed. Furthermore. observation must oceur in the clinic. at the health
post, and in the field, in short, wherever health services are being provided.

Another technigue of job or performance analysis is to obtain informa-
tion through use of a questionnaive or interview. There are recall problems
with this method. One can ask the practitioners to keep alog or diary, but
this may only add to their existing paper work, so that they may not
record all information. A checklist is sometimes used. but this creates
problems because words do not always have the same meaning 1o everyone,
For example. "counsel about family cating patterns-- talways, sometimes,
never)” may be interpreted in various ways by different people.

If one is collecting information on actual performance of health prie:
titioners, then it is also extremely important to probe for reasons why
there is a discrepancy between the actual and the ideal performance.
Perhaps supplies are not available or a person has never been trained to
perform a certain duty or the supervisor will not delegate a particular
function. There are myriad reasons why a particular job description is not
met, and it is necessary to know these constraints when evaluating per-
formance or designing a new job description for a new citegory of
worker.

32



A less structured method for determining the nature of an auxiliary
program is to bring together a group of health professionals to discuss the
types of problems they see in health centers and define the responsibilities
they feel appropriate for auxiliaries. This technical conference has the
advantage of obtaining consensus as to what should be taught and how
the worker should funietion, butitis subject to small group processes, The
resulting job description could be more a function of the people who
were at the meeting than what the svstem rationally needs.

Priority Sctiing

Since itis impossible to tackle all problems simultancously, priorities
must be set. Which task should be tackled first, which second? MeCord?
has given us guidelines for setting program priorities: “The key to suceesstul
intervention is the identification of specifie conditions that are serious
enough and prevalent enough o constitute a major component of total
mortality and that are also susceptible to prevention or cure by simple
and effective measures.” For example. this approach has been employed
when frequent causes of death in children under age five are diarrheal
discase. malnutrition and ppeumonia. Several progrinms have proved ef-
fective using village health workers inintervention services. One, in
Indiu. uses paraprofessionals to treat childhood diarrhea and pneumonia
at home." Investigators report deaths from those conditions were reduced
by 30 pereent. In another program, conmmunity health aides in Jamaica
have bren suceessful in preventing deaths from malnutrition by encour-
aging prolongation of breast-feeding. identifving children with poor growth
status and encouraging nutritional rehabilitation after diness.”

The planning body should set both long- and short-range program
priorities. One must assess what is currently being done for identified
problems. what is not being done, and what might be done. Curative
treatment needs may be obvious. but the preventive services needed
must be inferred from the type of problems that are cared for in the home
or by traditional practitioners. from the kinds of discase seenin the elinie.
and from the causes of death in the community, In this regard, information
on precursors of diseise is extremely important.

Next. constraints on activities must be reviewed so that the program
that is finally specitied witl be feasible within the human and financial
limitations of the community and will also be aceeptuble to the people.

There are several methods for health prioviy assessment, but very
little work has been published on the relative merits of the differing
mechanmisms. One stady in Appalichia compared four wavs of assessing
the priority of health needs: nominal group process: community diagnosis:
random consumer survev: and comprehensive health ploming ratings.
Data from the four methods were compited and. while there was a close
mateh of priority fistings regardless of method used. differences were

33


http:filmana1.6h

found between the emphasis of health professionals and that of consumers
or community members."?

Community Involvement

As stated earlier. the community may be involved in the planning pro-
cess at any or all stages. Too often, however, the people have been
passive recipients of fully developed programs. At worst, they may have
no input in the planning process; at best, they may have been brought in,
to review plans made by the health professionals, in order to determine
the program’s acceptability. However, the importance of involving the
community at all stages is increasingly being recognized. In some areas,
goals are set nationally, and the available resources are stated. Then, the
health workers in the field and community groups are asked how these
goals can be reached. In other places, community groups are now being
involved in helping to identify problems and in working with technical
personnel to set priorities and schedule implementation of programs.

One case study planning model is set forth in a report on the Hazarajat
Project in Afghanistan." 1t summarizes six years experience providing
total health care to a population of two million in an inaccessible,
economically poor and medically underserved area. The report describes
the baseline studies carried out in each village and the identification and
training of volunteer Village Health Advisors to wark in the family life
program. The report sets forth recommendations for a health care delivery
system based on an analysis of data gathered in the various clinic activities,
special population surveys, and in discussions held with persons in the
Ministry of Health and at the provincial and village levels. Village leaders
were consulted about the planned health services. If they rejected the
plans, the project team developed alternatives. Priority decisions were
made on the basis of information about the age and sex distribution of
patients, most common disorders, nutritional status of two- to five-year
olds, child survival and population growth. This project is an example of
central planning that gives consideration to the needs and concerns of the
persons to be benefited by the program. The priorities were set by pro-
fessionals but required the cooperation of villagers if health work was to
be done in a village.

The manner in which the West Azerbaijan Project in Iran obtained
participation of a village in setting priorities illustrates another approach
to working with the community.'*** The health professionals first asked
village representatives to identify their problems. These were defined as
lack of cooperation from the village people in developrment programs,
inadequate water, poor roads, lack of schools. Then the technical people
shared their opinions on what the health problems of the village were.
Next, the project managers made a grid of programs to deal with these
problems and asked both the villagers and the technical health professionals
to rate the proposed programs as “harmful, neutral, or good™ to achieve.
The grid resembled this:
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VILLAGE OPINION OF THE PROGRAM

Harmful Neutral Good
TECHNICAL Harmful
OPINION Neutral 2
Good 3 1

The starting point for programs was the category that was considered
good to achieve by both the villagers and technicians, Next in priority was
a project that was deemed good by the villagers but was seen as neutral in
terms of its health effects by the health professionals. Third in priority
would be a project considered good for health by the professionals but
only neutral by the villagers. In this way the villagers and health professionals
proceceded to set priorities for health programs. Of course, this is but one
of many possible ways of working with the community; each community
will be unique and have differing prevailing social norms.

Program Specifications

Services

Having set priorities, the planning body can now sketeh out a program
of action to deal with the problems. The planning body may wish to
develop a program based on certain standards of care: for example, a
pregrnant woman should receive at least x-number of prenatal visits or a
newborn child should be seen at least x-number of times during the first
year of life. These standards of care will reflect a balance between needs
and resourcees.

The planning body should also specify the degree of coverage of the
population. Are all people at risk to be seen or are only people at “high
risk” to be cligible for care” The planners may wish to specify the ge-
ographical coverage of the services. How far away can people be located
from the health center and still be considered within the service area?

The planning team should describe in writing for cach member of the
health team the individual responsibilities that are needed to meet program
goals. This is very important. One of the mistakes of the past has been
that programs have defined the role of the auxiliary but have not redefined
the roles of all other members of the health team. However. the auxiliary
is only one member of a team. Ideally, a team is comprised of staff with
eiach type and grade of skill in correet proportions. Unfortunately. in
most places the composition of the team is incomplete. There may be
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almost no staff; there may be no delegation of functions; there may be
unsupervised workers: or there may be no auxiliaries or paramedical stadf
atall. Teis what King' called the “disorders of the pyramid.” [tis vital that
a job description for all members of the health team be developed in the
context of the resources of the health service svstem and the objectives of
the service program.

Supervisory and Referval Patierns

The program specification should designate the relationship of health
auxiliaries to other health workers in terms of supervision and referral.
This becomes more difficult the more the auxiliary is expected to work
in the community. Traditional supervisory and referral patterns exist for
the performance of personal, curative hiealth services. However, relation-
ships between members of the health team are less elear for preventive
and health promotion tasks that an auxiliary may carry out.

Atleast as much attention. if not more. should be devoted to the role of
the auxiliary on a development team. Projects such as the ones in Luris-
tan. Iran." and in Jamkhed. India,™ are making us more aware of the pos-
sible roles of a basic health worker ina comprehensive rural development
program. There the duties that health auxiliaries are expected to under-
take include community development. education. agricultural develop-
ment, stimulation of home industry. ete. Insuch situations the definiion
of working relationships, supervision and referral patterns between the
auxiliary and the appropriate extension agent must be articulated and
ugrcvd upon h)’ all the rcprcscnluli\ ¢s ol the involved sectors of d(‘\'L‘ll\P'
ment.

The importance of adequate planning for supervisory and referral
personnel can not be underestimated. A number ol pilot projects were
developed in the decade of the 70°s tatest the Teasibility of providing low
cost integrated health services in developing countries. These experi-
mental programs use multipurpose workers who are carrving out some
combination of preventive. curative ind community development activities,
Strong evidence is lacking on the relative cost-effectiveness and tech-
nological capabilities of these projects. though circumstantial evidencee
indicates some programs have been more effectve than others. Problems
have been encountered in management. distribution systems, super-
vision, referral and evaluation.

Efficacy of the primary care program will depend upon the planning
and implementation of the technical components required to carry out
the objectives of the program. Unlortunately. the techmeal requirements
for program success are not present in most countries. Fhe complexities
and uncertainties of offering integrated primary health care programs
have prompted at least one review group to recommend careful evalua-
tion of the multipurpose approach and continuance of categorical pro-
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grams during this period of experimentation.” Because technical require-
ments are not known, it is important for governments to try out different
supervisory and referral patterns before embarking on large scale national
efforts. This is particularly critical if a substantial number of new health
workers with short-term training are to be added to the health system that
is lacking in effective management, adequate numbers of supervisory
personnel or facilities for patient referral.

Full- versus Part-time Work

One consideration in planning the organization of services is whether
the auxiliary is to be a full- or part-time worker. In many countries the
auxiliary who works in a health center or hospital is a full-time worker,
while the commuuity health worker is part-time. There are several reasons
why it may be more advantageous to employ part-time community workers.
By emploving a targe number part-time. the program can employ a
greater number of workers at the same financial cost. These workers can
then spread out over the villages distant from dispensaries or health cen-
ters. Apart from achieving greater coverage at the same cost, there are
more intangible reasons for using part-time workers. 1t is generally
believed that part-time workers will not identify with the health system,
but will retain their ties to the service community. Due to the limited
scope of their job, they will not tean toward professionalism, but will re-
tain their comprehension of and identification with village life. 1tis also
believed that the community will not view this person as an outsider:
thus, in situations where there is some suspicion of organized government
services the part-time worker will have much better rapport with the
villagers.

There are some disadvantages to employing part-time workers, however.
A large number of part-time workers makes administration difficult,
resulting in weak and ambiguous control by the central system. Tech-
nical supervision may be so inadequate that there is littde or no consulta-
tion and continuing cducation for the auxiliary. Relationships with other
health and development personnel also may be more complicated as
organizational relationships are not as clear. In addition, some authorities
have questioned the suppositions about the advantages of non-profes-
sionalism. In their opinions, the community might view the part-time
auxiliary as providing second-class medical services and thus avoid that
person and use the health center. Obviously. how an auxiliary will be
viewed by the community depends i good deal on the social and cultural
situation in the particular area.

Adlotiics problennwith using part-time workers is that the expectations
of the planning group may be unrealistic in terms of the amount of work
the auxiliary can perform. Do, iriliary-oriented functions take a long
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time —much longer than clinic activities. Few people have the background
to estimate accurately the length of time necessary to travel between
houscholds and to work in the community. In the Kasa Project, lndia, an
evaluation established that the part-time social workers felt strongly that
their job was a full-time one, given the amount of work they had to do,
and that they deserved much more in wages.? Such feelings can lead to
general dissatisfaction and even job turnover.

Compensation

Volunieers versus Paid Workers

The planning body must also address the question of whether or not
the health auxiliary is to be compensated for providing services. Many
countries use volunteers to provide preventive and curative services in
underserved areas. The workers are unpaid largely because the govern-
ment health services do not have funds to pay salaries for the number of
workers needed in underserved areas. However, there are apposing
points of view about the issue of compensation, as there are with almost
every aspect of the role of auxiliaries in primary care.

Some say that the volunieer is preferable to the government-paid
auxiliary because the community thus becomes respousible for its own
health. They believe this increases the self-reliance of the village, Other
people disagree. maintaining that it is uncthical to ask the poorest segments
of society to support their own health services when the richer elements
receive services from others.

Another perceived advantage of volunteers is that villagers will regard
the auxiliary as one of theirown, not as part of the official health system.
Others counter by saying that the vitlagers will feel the auxiliaries are less
competent if they are not paid for the work. They also believe that
volunteers cannot coexist with paid health workers because the volun-
teers will feel inferior to the other health professionals: and the health
professionals. in turn, will think less of the volunteers beeause their work
does not involve compensation.

Serious questions have also been raised about the dependability of
volunteers. Since the per capita income is so low in many developing
parts of the world. unpaid service may work a real hardship on volunteers.
Some of the consequences of this have been detailed by loseph. including
decreased motivation 1o work and increased temptation for corruption
and abuse of the system. ! There s reason to believe that turnover is high
among volunteers. In some projects. volunteers have left villages to look
for paid jobs clsewhere. This problem is more acute among young people
who have ditde commitment to village life. Their work can also be epi-
sadic: for example. volunteers have dropped health activities during
peak farming season when wages rise and resumed health activities
during stow periods.
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Forms of Compensation

Usually, however, some form of compensation is given auxiliary workers.
The rewards depend upon the culture. In Tanzania, for example, the vil-
lage medical helpers are not salaried, but their work is regarded as com-
munal work. and for that reason they are exempted from other communal
tasks in the village.” Health workers might incur increased prestige or
respect due to their service. Sometimes, the health worker reeeives gifts
in kind or services from the community. Some authorities have argued
that the form of the reward is not so important as where the reward comes
from. They recommend that if pay be forthcoming, part at least come
from the community the auxiliary will be serving.

The community may cithier give the worker full or part salary or sub-
sistence support. The problem. of course. is that the communities usually
find it difficult to obtain adequate funds for the worker. Some projects,
such as the proposed Barrio Aid Personnel Serviee in the Philippines, rely
on prepaid health insurance. which involves a monthly contribution from
community members to support the work of the auniliaries, The insurance
fund is managed by a vilkige committee. which compensates the worker.
However. despite the aceeptability of health workers and the value of
their services. @ health insurance scheme is not always successful. The
triad project for village health workers in a remote area of Himachal
Pradesh. India. is an example of this. In spite of the success of the
program itseli. the villagers” contribution to support the workers his not
been adequate or consistent, and even the village leaders do not think
monthly family contributions a pood idea.’ Another method by which
the community can support a health worker is to develop income-generating
projects such is sale of garden produce, handicrafts. or health education
pamphlets to outside groups.

In some areas. the povernment cooperates with the villages in supporting
a health worker. In the Sudan, Tor example, the government provides a
subsidy in grain. The money generated by the community through grinding
and selling grain is used to pay the community health worker. Sometimes
costs are shared. The health worker's salary may come from the community.
but the gosernment provides training. supervision, supplies and trans-
port.

Sometimes the sovernment or the community authorizes the health
worker to charge for services. In some places workers may keep all or
part of the entire fees in others, they can retain only the portion that
covers incurred expenses, Where communities are small and many people
are relatives or friends, the health workers may, in fact, end up charging
little or nothing for their services. The worker may also receive profits
from the sale of drugs. Unfortunately, this method of payment focuses
the worker's attention on curative work and mediates against preventive
services. 1t also encourages health workers to preseribe drugs more often
than necessary.
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Civil Service Status

The auxiliary may also be salaried or receive subsistence earnings
directly from the health system. Auxiliary workers may be employed
under special projects through the hospital, or they may have full civil
service status. If the new category of worker is to be a part of the
government health services, attention must be given to making the
auxiliary's position within the civil service hierarchy compatible with
other similar positions. Often there is a disparity between new and es-
tablished positions or between positions essentially urban and rural in
location. For example, in Zambia, medical assistants have been trained
by the government for nearly forty years.”* There was a time when this
was one of the highest status jobs available to a Zambian in his own
country. Now, although the medical assistant carries the burden of out-
patient care, he is decreed an auxiliary and starts on a much lower scale
in the civil service hierarchy than does the registered nurse who is not
considered an auxiliary. Similarly, one can find, in some countries, that
physician’s assistants who head the health teams in the rural areas are
being paid less than the team members they are supposed to supervise,
Salary amounts need to be in line with both the skill level and actual
workload of the health auxiliary relative to other government workers,

Disparities in status, esteem and salary must be worked out in advance
of programs becuuse they cause much discontent and rivalry between
members of the team who should be working in irmony and may lead o
resignations. As Flahault has pointed out, the fullest attention should be
given to the career of the medical assistant by the authorities. “This is
essential if the profession is to have the place and the monetary rewards
it deserves."”

Job Incentives

In this regard, it is important that even before the program beyins,
responsible authorities develop incentives for auxiliaries to remain on the
joband inerease in competence. There are i number of incentive schemes
that have been tried: promotion, increase in salary or employee benefits:
special educational opportunities; certificates, pins or flags of recogni-
tion: professional meetings and ficld trips: preference for receiving new
equipment: and use in advisory. supervisory and teaching capacitics.
Whatever scheme is employed. the health administrator needs a Wity (o
formally recognize hard work and adequate and efticient performance.
There should be opportunity for the auniliary to be rewarded without
having to seek another job or move elsewhere,

Although at times criticized as a Western cultural bias. many people
have stressed the importance of providing the auxitiary with a means for
careeradvancement. One method is to open ather career possibilities. in
the People's Republic of China, for exampic. it is possible for selected
barefoot doctors to enter medical school.” Other programs give the
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auxiliary the opportunity to specialize in a particular medical area or
move on to administrative positions at the local, district or national
level.

Possibilities for promotion within the general category of primary
health care worker are also important. Some progranis create career
ladders consisting of junior and senior level positions, with the senior
posts carrving more leadership responsibility. Sometimes different posts
are ereated for auxiliaries emploved in different types of headth serviees.
Unfortunately, the more junior positions are often for workers in preven-
tive services. while the more senior posts go to health center auxiliaries or
workers engaged in more clinical practices,

One disadvantage of creating muldtilevel positions is that the roles of
the various workers may be made rigid and not allow for the ereative ex-
perimentation necessary to adapt to the particular service experience in
different localities. Tt has also been Tound that the distance between
levels is very important. If the wage and benefit structure for the
different levels is far apart, there may be a strong push to move out of
the lower paying positions: however, if the levels are close together,
there may be less motivation to seek a higher level.

Special attention must be given by planners to workers in conmunity
heaith and development programs as there is usually a lack of opportunity
for advancement within programs at the community level As previously
indicated. community auxiliaries can frequently obtain better paying
jobs within the government health services or private industries. Some
workers have even found it more profitable to set up independent prace-
tice. despite the limitations of their training. [tis agreat waste to lose the
knowledgee and skills that these workers have gained in their years of ex-
perience at the interfuce between the community and the health system.
Attrition can be reduced by planning ways to reward the performance of
village workers and to offer opportunities for carcer advancement. Ttis
possible to advance village workers by making them supervisors or
tutors. as for example in the Philippines, where community health workers
an become teachers of others.

Criteria for Promotion

If the planning body decides o create several levels of auxiliary
workers. it must also specity the criteria for promaotion. Is promeotion to
be based on seniority or merit or both? If based on merit. who decides?
The criteria for promotion may include passing a test or recommendation
of the auxiliary's supervisors based on on-thesjob observation or recom-
mendation of a community health committee. The eriteria might include
those who show particalar kinds of initiative: for example. those workers
who show initiative in obtaining additional training in related arcas such
as agronomy or family life education.
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The question of when promotion can take place must also be answered.
Will there be scheduled evaluation periods or eligibility for promotion
after a specified number of months experience on the job?

The challenge to the planner comes in trying to mesh the requirements
of the formal health system with the reward structure of the community.
This problemis even more difficult when the community health worker is
not part ol the civil service organization. Both the technical experts and
the village committee or couneil must work together to develop a means
to recognize good performance jointly, encourage career longevity and
create possibilities for advancement within the community care struc-
ture.

Contracted Services

Animportantissue to be decided in advance of starting a program is
whether the auxiliary is to be under an obligatory contract or commitment.
There is always attrition in a program—it occurs during the selection
process. intraining. and on the job, If the auxiliary worker is an obligatory
contract employee. then the loss of man months on the job is less than if
the worker can resign at any time. On the other hand. there is some
reason to believe that attrition is much greater during the carly years of
the projectand becomes less as time goes on when both the auxiliary and
the administrator know what to expect of cach other. Thus, the need to
reduce turnover through contract employment probably declines over
time. If the program developers choose to put auxiliary workers under
contract. then they must pay special attention o job satisfaction and
morale of the werker who has no alternative but to stay on the job.

Resource Requirements

Muanpower Projections

When the scope and limitations of the various categories of workers on
the health team have been defined. careful attention should be given to
manpower projections. The health planner needs information on the
supply of workers currently in cach category and on those who could be
retrained for new roles. Since few countries have established registries. it
is often difficult to get these data. At best. the planner will be able to ob-
tain estimates of available workers by age. sex. nature and location of
practice.

The information on manpower supply is then projected ahead for cach
category of worker for one, two. five or ten years. taking into account
losses by retirement. migration and death, and gains from anticipated
graduates of health professional education programs. Projections for
cach member of the health team will be unique. For example. migration
out of the country can be expected to be minimal for auxiliaries, but may
be considerable for professional supervisory personnel.
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Information on health team manpower is then aggregated and compared
to estimate on demands for services, projected into the future one, two,
five or ten years. Estimating demand requires the health planner to think
in terms of changes in population size, composition, density, and location,
I additional services are to be made available, that initself may stimulate
a greater demand for services in the population. Also, the planner must
take into accounc anticipated changes in the ability of the population to
pay for services, cither through changes in family income or in the
methods of financing health care. If the manpower supply is not expected
to be adequate to meet the demand, then cither the number or the
productivity of the workers must be increased to meet the demand.

If the scale of the operation is to change greatly, the planner will have
the problem of how to preserve quality of services as the program
expands. The planning body must be certain that bigger will be better and
understand at what price that growth will be achieved.

One approach in planning is to set manpower targets in terms of
population ratios. For example, the figure commonly cited for programs
using auxiliaries is one basic health worker to 1,000 population. However,
this ratio can be misleading, since it depends upon locul conditions,
availability of other staff and the nature of the basic health worker's job,
For example, an anxiliary can provide care to a large population if the
people live close together, but not if they are widely dispersed. Thus, the
planner may wish to develop manpower projections based on coverage of
the population. One might specify that an auxiliary health post be within
five kilometers of eighty percent of the homes. In a dispersed area, this
would require many more auvxiliaries to meet the standards.

A health planner must also take into account the ratio of auxiliaries to
supervisory personnel. This ratio will differ according to whether the
auxiliaries are functioning as assistants to or substitutes for the physician
and according to their location. When auxiliaries are widely dispersed, a
supervisor cannot provide adequate backup services to i Jarge number of
workers. Several projects have set a ratio of one supervisor to five to ten
auxiliary workers when the worker is functioning as a physician's substitute
in arural arca. Inurban health facilities, however, the doctor may not be
able to supervise more than three to five physician’s assistants without
spending an inordinate amount of time on supervision,

Building from Smallest Unit

A recommended approach to planning an auxiliary based health pro-
gram is to begin at the smallest administrative unit (e.g., village), identify
the problems of the arca. the tasks that need to be performed. the health
workers who can accomplish cach task, the funds needed for services
and the means to raise the funds. The planner aggregates local needs for
manpower and facilities and estimates the cost, then procecds to the next
political division and carries out the same procedure. This method
requires the colicction, manipulation, and synthesization of & great deal
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of information. Data from a number of tocalities must be ordered and re-
duced to the essential components of personnel, facilities, supplies and
equipment for the entire service area.

Micro-level nlanning has the advantage of being more meaningtul ata
community level and is more conducive tosecuring comnmunity cooperi
tion and involvement e planning. 1t is abso more flexible and permits
greater mitative and immovation at the penphery. However, the costean
be excessive i plans are developed accarding to the most ideal serviee
solution Tor cach localing. The health planner can end with o plan that is
beautifully desiened but bears norelationshup to the available resourees
of the national health svstem,

Fhe hiealth planmer should consider the use of Tocal resources m the
construction obany new Lacilities that may be needed. One form ol com-
nunity support is the construction ot the posts, health huts or health
houses. where some or all of the auxiliaries, activities take place. These
posts should be baile on neatral wnd casily aceessible territory. Some
health professionals suggest the posts be buibt i the Tocal stvle with local
materneds,

Jobr il

Another important aspect (o which the planning body should give
carclul attenton is choosing the job ttle for the ausiliary worker. Sinee
auniliary tashs and traimmge differ from pliace to places cach areas free to
imvent its own job title, The entire planning eroup, mcluding health pro-
fessionabs and members of the community, should be involved e designating
the name.

There are a tew guidehines tor selecting aomame. Phe name or title
should be simple and casilv gnderatood by the commumity and shouald be
consistent with the tuncooning of the austliary. B should also have
meaning in the natonal Trealth systeme Teshould pose no threat to other
members of the health team and should be satistving to the worker, not
being perceived as demeaning or pejorative, but rather adding a sense of
dignity and pride to the auxiliary.

Leval Sanciion

Finallv, as part of the plannimg, it must be determined that any new
categories of health workers to be trained have fegal sanction. Techmical
isstes of certitication and licensure must be worked out in the context of
cach country's s The plannimng body should seek legal advice during
this plannmy process Fewmslaton may be required betore w project or
program can beamplemented,

Inplenicniation Scle dule
Havimg specibied o program, the planming bady then moves on 1o

schedule mplementation actoivities. Plans should specity cach activity
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and event that must oceur before the actual service program begins.
Since several activities can take place at once, program development
must be carcfully monitored by the health manager so that auxiliaries are
placed in the field with adequate supplies. supervision and referral
systen,

The strategy for implementation of the program must be appropriate
to the community as well as the health svstem and must designate the
order of activities. For example. a program can be designed thae will
eventually provide the community with o pure water supply: a waste
elimination system: cleanliness of village and markets: climination of
parasites. rats, fleas and lice: the development of school gardens: and the
establishment of primary care health posts that offer preventive and
curative care. Obviously, the community health worker cannot under-
tah e all these activities atonce, although it the organization is functioning
several aspects can start simultancously. Realistic objectives must be set
for cach of the various phases of the program, and the timing of these
evenis must be scheduled. How best to proceed with such a multifaceted
program should be worked out during the planning process,

The planning group needs to batance optimism and enthasiasm for the
proposed program with the recognition that it is often a painstaking
process to develop the necessary conditions for the primary care worker
to take root, " Teis better to have implementation proceed sfowly accord-
ing to schedule than either to rush activities to meet an unrealistic time
deadline or appear to fall hopelessly behind schedule.

In sumnuary. adequate planning of a program requires cach of the fol-
lowing steps: problem identification: resource development stratepy:
priority setting: program: specification: and implementation strategy.
The basic outline for evaluating the auiliary’s job and the program’s
services should also be specified in advance of the program. Comprehensive
evaluation procedures are discussed in Section V1L



SECTION 1V —RECRUITMENT, SELECTION AND TRAINING
OF AUXILIARY HEALTH WORKERS

Planning the Educational Program

Preparation for training auxiliaries includes the same considerations
as those in planning health services programs using these workers. One
needs to know the resources of time, money and trained personnel that
are available. Keeping the program objectives in mind. decisions have to
be made concerning where training will take place, whether training will
consist of one short course or a structured ongoing process, and how
many and what types of teaching personnel will be required. Costs can be
estimated on the basis of such factors as length of training, salaries and
living stipends for students, size of classes. teacher salaries, materials,
transportation and facilities,

Locale

In general, auxiliary education consists of classroom instruction, clinical
training and community practice. There may be a variety of learning
sites, including schools, regional training centers, mobile vans, hospitals,
health centers or posts and community settings. However, the appro-
priatencss of the training site must be carefully determined. If students
are transported to a training center far from where they will work, local
health officers will be unable to monitor the training and progress of the
students. There may also be morale problems. In addition, separation
can more casily occur between traming and the actual work context of
the auxiliaries. If possible. training should be decentralized. with tutors
rotated to different training centers. so that training raay be given as close
as possible to the place where the auxiliary was selected and will work.

There is no simple answer as to the halance and sequence of classroom
and workplace training. Training should be consistent with both program
objectives and econamic realities. The most successful training programs
for auxiliaries place refatively fess emphasis on formal classroom study
and a great deal of emphasis on learning by doing, on the job, under
supervision.

Workplace experience gives more meaning to formal instruction and
reinforces classroom learning. [t may also disclose problems not well
covered in the curriculum. However, not all field experience is equally
meuningful. Unless training takes place at a site where the programs the
auxiliaries are expected to carry out are, in fact, being carried out
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effectively, students cannot be provided the right kind of on-the-job
experience.!

Decisions must be made about the interdigitation of classroom and in-
service training. Training is an ongoing process und does not end with the
initial formal training course. In planning the basic curriculum, one
needs to anticipate the long term in-service training needs.

Instructors

The selection and training of the teaching team is of paramount im-
portance to the success of the program. Teachers may be physicians,
nurses, paramedics, social workers, agronomists, public health inspectors,
school teachers, and other health and social welfare workers. Experienced
auxiliaries themselves can be a valuable teaching resource. Some programs
use interdisciplinary teaching teams: others use the medical assistants in
government service as tutors. The structure of the teaching staff is of less
importance than the ability of the staff to impart the necessary skills and
knowledge appropriate to the tasks that will be required of the anxiliary.
The instructors should have experience in the task the auxiliaries will be
expected to carry out and should have worked under conditions similar
to those that the auxiliaries will experience. Unless the teaching is based
on realistic knowledge of the situation, the instructors will be less ef-
fective in preparing the students for their future responsibilities.

Teacher Training

Mast countries have limited teaching resources, Additional teachers of
health professionals can be trained through workshops in which health
and welfare workers can learn to develop educational objectives, plan
curricula, construet tests and acquire appropriate teaching and evalua-
tion technigues. These educational workshops need not be limited to
health personnel. When resources are scaree, there is a need to coordinate
and pull together the resources of various governmental sectors, instead
of each sector training teachers in isolation. Itis necessary to develop a
practical process for informing health program field personnel about the
various technologies, their potential uses, their limitations and means of
adapting them to field conditions.”

Some countries faced with a shortage of teachers have employed a
group of teachers to work as a mobile training team. The group is usually
based in the ministry of health, In Central Java, ' a self-multiplying system
of developing teaching resources has been developed. The first generation
of health auxiliaries are trained by a staff of professionals. After the auxi-
liaries have had six months of experience and additional training as
teachers, they instruct a second group of health workers. The second
group teaches the third, the third teaches the fourth, and so on.

Technical Assistance and Training Aids
Until only very recently there has been almost no technical backup for
those who train auxiliarics. Maurice King has pointed out that the result
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is that those who organize and teach courses to auxiliaries have often to
do so without help and usually without adequate texts and materials, He
sees aneed for the preparation of texts and teaching materials, a provi-
sion for external examiners, training and refresher courses for teachers of
auxiliaries, and organized conferences for instructors. In addition, pro-
fessional journals or materials that could be used by auxiliaries should be
published, as well as a journal concerned with auxiliary training. In
medical and nursing education, technical reinforcement has been the
weakestin the arca of auxiliary training. !

This situation, however, is beginning to change. Several texts are avail-
able that will be useful in planning educational workshops. The World
Health Organization has published two: An Educational Handbook for
Health Personnel” and Teaching for Effective Learning: A Short Guide
for Teachers of Health Auxiliaries.” The WHO Technical Report, Train-
ing and Udlization of Auxiliary Personnel for Rural Health Feams in
Developing Countries,” includes a selected bibliography, and a listing of
films that may be of assistanee in training teachers.

In the United States. the Center for Educational Development in
Health (CEDH) at Boston University assists in training health professional
teachers in competency based curriculum design, teaching methodology,
evaluation, and preparation of instructional materials. The Center has
published a text. Svstematic Course Desivn for the Health Fields,” which
evolved from course materials used while the Center was at the Harvard
Schootof Public Health. The CEDH competency based approach to cur-
riculum design derives instructional objectives. content and evaluation
from the on-job responsibilitics of the health worker being trained. The
text prepared by CEDH was field-tested in Cameroon, Colombia, Honduras,
Lebanon, Malaysia, Nepal and Vietnam to determine whether the systematic
course design method was applicable in the developing world. In an
analysis of the field test results, Vanderschmidt and associates conclude
that a range of health professionals in the developing rorld were able to
adaptthis sophisticated educational method of curricutlum development
for their own educational purposes. Still to be answered are the costs and
long term effects of competeney based training on worker performance.”

Considerable progress has also taken place in the development of
course materials. Inthe ULS., Project Concern has produced a manual for
village health promoters and an instructor’s guide to accompany it. These
have been field-tested i Bolivia.,” MEDEX. University of Hawaii, has
worked extensively inadapting teaching packages for training mid-level
auniliary health workers in o number of countries.” The Center for
Fducational Developmentin Health is also developing training materials
for multipurpose health workers. CEDH has contacted outstanding pro-
grams for trmning village level health workers to abtain selected back-
pround information on the program and obtain such printed material as
manuals. evaluation torms, ete. which may be of help to other training
programs. A number of universities have made available the material

49



developed in their collaborative efforts with other countries in increasing
healch services in rural areas, i.e., The Johns Hopkins University manual
for auxiliary nurse midwives developed in Narangwal, India.”

In England, TALC (Teaching Aids at Low Cost) has a number of aids
that can be purchased for use in auxiliary training." The Appropriate
Health Resources and Technologies Action Group,* an information ser-
vice whose purpose is to promote and support innovative health care and
community development schemes, has documents pertaining to health
training.

These are only a few examples of the materials becoming available to
provide technical assistance to programs for training auxiliaries. If used,
all such materials must be adapted to the local circumstances. However,
there is no substitute for faculty members meeting together to develop a
curriculum. The cross-fertilization of ideas, shared opinions on content
and teaching methods which occur when faculty work together can unify
a program and make it appropriate to local needs.

Orientation and Planning Period

Perhaps one of the greatest contributions that can be made to planning
for the training program is to block out a sufficiently lengthy period of
time for orientation and preparation of the curriculum. It is imperative
that the teaching teams for auxiliaries have adequate time to become
acquainted with the service program before setting educational objectives
and preparing basic teaching plans and aids. Equally important, that time
can be used to build staff morale. During the orientation and planning
period, all persons engaged in operating a teaching program (teachers,
administrators, drivers, clerical staff) learn to work together. In that way,
they truly become a team, unified in their approach to the student.

Planning the Curriculum

There are several factors to be taken into account when developing
curriculum for auxiliary training. Most important, the curriculum should
be appropriate to the health problems and traditional health practices of
the communiry. The goal is to prepare workers who will promote the
health of the population, care for the sick, and provide relief frony pain, if
possible. Since health is not exclusively nor even primarily a product of
medical care, the responsibilitics of the auxiliary may be quite varied,
depending on the local situation. Thus, the task the auxiliary will perform
in the health sector should determine the type of training that is offered.
This is especially true of primary care programs for rural areas.

Many countries have found they need to update the contents and
methods of teaching and training health personnel in accordance with na-
tional strategies of primary care and community participation." A major
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problem has been that personnel have been trained to carry out standard
hospital and clinic practice patterns that are inappropriate for poor rural
communities.” Indeed, in areas as diverse as Wyoming, U.S.A., and the
Cameroon, there is a need to change the medical education system to
achieve the objectives set for rural health teams.V

Ifa functional analysis has been carried out as part of the planning pro-
cess, the service objectives and the job description of the auxiliary should
reflect the information obtained from that analysis. The curriculum can
then be built upon local conditions and needed services.

Consideration should be given to the geographic locus of the workers.
If the auxiliaries are to be located in a community hospital, district health
center or rural health post. the curriculum should reflect the differences
in types of problems seen in each setting. For example, if the auxiliaries
are expected to work in a community health center, teaching management
of the twenty most common complaintz, will enable them to deal with
most of the problems they will encousiter. The curriculum should also
reflect the differences in information needed by auxiliaries who carry out
routine tasks and those who are required to perform more varied tasks.
Further, the curriculum should vary according to the degree of independence
of decision-making that the auxiliaries will have.

Training should concentrate on the rasks thar the workers will be cx-
pected to perform. The steps in developing sueh training are 10 list the
major tasks or functions the auxiliary will carry out and the measures to
evatuate performance. Then the specific activities necessary to accom-
plish cach task should be defined as well as the equipment, drugs, forms
and other supplies needed. Next. one determines the cognitive knowledge
and the interpersonal and psychomotor skills that the student must learn
inorder to perform the tasks. Finally, one must translate the lesson plan
into simple, easily understood words. If the auxiliaries learn in simple
terms, it will be casier for them to educate others in turn.

Student Manuals

Itis often helpful to develop a students’ manual. The student can learn
from it in training and then refer to itin practice, The process of putting
the Iessons into simple words and illustrations will also benefit the instruc-
tors. They will be better able to judge the completeness of the curriculum,
its order, clarity and relevance. The manual should take into account the
students” degree of formal education. It should give explicit instructions
on the type of preventive and curative tasks to be undertaken and where
and how to refer cases that are beyond the competencies of the auxiliary.
The manual should be in a form casy to carry. For example, in India, a
smalt hundbook was prepared for community health workers o guide
them in giving maternal and child health care. Itis a simplified handbook
that can be carried in the pocket or purse of the worker.™
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Practical Focus of Curricnltum

Most courses for auxiliaries are of a practical nature. They involve
some lessons on simple anatomy and physiology. techniques used in cura
tive care and information on medicines for common problems. Depending
upon the functions of the auxiliary, the curriculum will be concerned
with curative and preventive care, health promotion and community
development tasks. 1t may cover the arcas of communicable disease.
maternal and child health, food and nutrition, family life education, ac-
cidents, acute minor problems, environmental sanitation, agriculture.
animal hushandry, construction. transport and communications.

Always the curriculum must be pertinent to the local arca. For example,
in the Sudan’s primary health care program. a growing awareness ol the
special needs of the nomadic population has led toa greater cmphasis on
the Nomadic Community Health Center Program ot animal husbandry.*

The curricutum should also pay particular attention to local problems
of nutrition in children and pregnant and Lactating women. Nutritional
needs vary greathy from locality to locality . and the ratrition cducation
should fit the specific arca. I particular, teaching should emphasize
locally available home prown toods. Auviliaries should also be taaght the
therapeatic effects as well as risk of medicines sold in the community.
Inadequate knowledge of focally available medicies on the part of the
auxiliary may lessen the respect of the peoples Also. the auviliary should
be taught to use the simplest possible materials avintable locally thatcan
be rephiced without recourse to outside sources. Fon exampleditmay be
preferable 1o use soap found ar the market rather than surgical aleohol
that can only be found at o pharney.

The auxiliary also needs o be taught how to prepare the variony
reporty that will be required on the job.a shall that should not be left to
chance, The auniliary should be trained o commumcate, cither orally or
i writing, with supervisors, other health and development workers, and
local authorities,

I ausibiaries are toseark o che commuens then the curriculum shoualdd
prepare them to carry out ahousehold surveysassess the problems of a
commuity, participate mosillage meennes, cooperate with others on
COMMUNIY Profects, inereiase people’s anareness of conmuni health
problems, and cugagean health promotion acivites. Students need to be
prepared o maninnze pubhic portcipation e health programs.

Students shoutd be acquamted with community problems before being
tanpht how to deal wath them. Phey must leion to tahe o account the
local culture, social structure, and prevailing traditions when rving to
implement any health program. Aunharies muost alser be able to yecoy:
nize problems ol communiny resistance and trhe necessan remedil ae-
tion, Teachers ofauviliries should be able to pomtouat the anthropologi-
cal. sociolopical and psycholomeal prineiples that enierge trom practical
ficld experience i community health work.
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Some instruction in reaching methods will make the auxiliaries more
effective in health promotion when working with individuals, small groups,
and large assemblies, Such instruction should not be limited to lesson
plans or teaching aids, but should incorporate the arts of the culture. For
example, auxiliaries might learn to convey health messages through
storytelling, puppet shows, play acting, songs, dances or other events that
would reach individuals in the community. At least one methods manual
that deals with working with groups of different sizes and composition
has been developed for community health workers.” In addition to this
general guide, several area-specific manuals contain instruction in com-
munity health activities. For example, such information can be found ina
section of a manual written by health educators and a cubural anthro-
pologist for the rural community health worker in Thailand.”* Such infor-
nition must be adapted to the locad situation. In general, the methods
should be acceptable to the culture and be simple and inexpensive.

Health auxiliaries may be expected to maintain and supply a clinic or to
use special equipment on the job. If so, they should be taught manage-
ment techniques, and equipment operation and repair. For example,
training sessions could cover use and maintenance of refrigerators or
hicveles, requisition of drug supplies., or radio medical communications.

A word of caution, however: there is a tendeney for teachers to feel
that the students must know evervthing: thus, the faculty adds more and
more clements to the curriculum. This tendencey Fendall calls “upward
creep”™.t He stresses the need to remember that one is teaching auxiliaries
towork ina defined arca, in a defined capacity. with a predetermined set
of tools. The curriculum should prepare the student for the actual situa-
tion, not the ideal. 1f the curriculum is too ambitious. the performance of
the graduate will suffer. If the training is too comprehensive. itwill not be
intensive enough for adequate learning in a short period of time.

Recnarment and Selection

Recruitment and selection of students begins after the training program
has been planned. the instructors selected and organized into a team, and
the curriculum designed. (The exception to this, however, oceurs when
current health workers are being retrained to provide new services: for
example. dispensary aides have been trained and used inrural health care
in Venczuela. Although all of the persons to be retrained may not be
appropriate to the new role, they usually are all given the opportunity to
fearn.) There are as many ways to recruit and select auxiliary workers as
there are types of ausiliaries. The process involves an interplay of personal
and social characteristics with the cultural setting,

Minimum Standards
The first step is to set minimum standards for desirable characteristics
of the auxiliary. The eriteria may be established by health professionals.,
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members of the community or both groups. Health professionals at both
the central and peripheral levels may be involved in defining the initial
criteria. However, large bureaucracies may not be responsive to local in-
put into such decision-making. Whether or not there is community in-
volvement in setting the basic criteria for recruitment and selection,
there at least must be community endorsement of the criteria.

There are often cultural barriers to recruitment. Some societies prefer
males, others females, for a particular auxiliary role. Some train two types
of basic health workers: male workers carry out tasks in sanitation, agri-
cultural development and curative health services; female workers provide
maternal and child health care and family planning activities. Or a village
may differentiate worker activities by hygiene advice and pharmacy on
the one hand, deliveries and feeding of young children on the other. In
some countries, married couples are trained as a team to provide a gamut
of preventive and curative health services.

Some programs set upper and lower age limits for their workers. Cuba,
for example, employs young women as auxiliary nurses in the rural arcas.
One problem encountered there is that this age group is likely to marry,
move, or have children and leave the heaith sector. Thus, program
managers are continually faced with training replacements. Some young
workers also see auniliary positions as stepping stones to better jobs,
perhaps in the urban areas, and do not remain long in their positions.

Aninnovative maternal and child health program in southern India has
successfully recruited and trained village girls to work as volunteers or as
health educators, health workers and health guides. These young women
offer lessons in health and nutrition to mothers, distribute supplementary
food, weigh children, keep records and carry out home visits. In order for
this community health development project to operate in a village, the
village must first request inclusion in the project, find space for the
center, and must allow some village girls to work in the program. The
program has had a rapid spread to many villages, which indicates in part
the acceptability of these young workers to the community.?

The criteria for auxiliaries may call for a more mature person by re-
quiring, as in Kenya, a person to own land in the area, be recommended
by other villagers, and be married with children. The purpose of such
criteria is to select a person who is respected by and has the confidence of
the people of the community and who will remain in the village providing
health services. Again, some programs prefer married persons to persons
who are single or prefer those who have had children to those who have
not raised children. Other programs make no such distinctions.

There is no scientific evidence that any age, sex, or marital status group
is better than another as a health care provider. However, some qualities
may be more acceptable in one culture than in another, thus making
some persons more effective than others in providing services in a
particular setting. There is, however, a paucity of concrete information
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concerning which characteristics of health workers are associated with
success or difficulty in achieving acceptance in a particular setting. As-
sumptions about culturally necessary characteristics may be wrong, A
study in rural Iran, for example, found that even in a Moslem society
where the separation of the sexes is strictly observed by custom, both
men and women can function effectively as village health workers, per-
forming all the duties of which such a worker is capable.”

The cconomic base of the service program may influence application
requirements. Some government health programs require applicants to
be unemployed: others prefer auxiliaries that have part-time employ-
ment in areas other than health, Still other programs seek applicants with
sufficient economic resources to work as volunteers in the health pro-
gram.”

Literacy

In general, most programs require that auxiliaries be literate so they
can read the training manuals, keep simple activity reports, understand
written directions, and order supplies. Auxiliaries who work as medical
assistants usually have eight to nine years of basic general education,
while village health workers, such as community health aides or com-
municators, have only enough years of schooling to enable them to read,
write and count. However, some programs have not had a pool of literate
applicants available and thus have selected and trained workers who
cannot read or write. In these cases, any required recording of activities
may be done by another family member—e.g.. an educated daughter or
voung sister—while the auxiliary carries out the necessary duties as
health worker. Other programs have used color-coded cards to signify
certain events that must be recorded. A system of pebbles dropped into
different boxes can be used to count visits or health activities. In the
Sudan. village midwives who are mostly illiterate are trained to distinguish
medicines and drugs by color, taste, touch and smell.” Human ingenuity
creates methods to fit the situation.

Some health professionals have suggested thata maximum educational
level be set, arguing that the more highly educated applicants are more
likely to cease being an auxiliary when a better paying or higher status job
becomes available. They also feel that if too highly educated. the auxiliary
will feel superior to the people in the community. At a minimum, appli-
cants must be able to speak the language of the people. of the health cen-
ter staff. and of the teachers. Students will have to communicate aloud in
their own language as well as the language used for instruction and
testing. If auxiliary training oceurs in a language other than that which is
locally used. thenitis more fikely that persons who are not as close to the
typical villager will be selected for the training program.
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Residency

The experience of many programs has been that itis best to recruit for
work in rural areas students who themselves live in rural areas. Some pro-
grams try to ensure this by setting qualifications that the student must
reside in the service area. own land, or have relatives in the area. Similar-
ly, it is generally agreed that the most desirable person to work inarural
community is i respected member of that community. The general belief
is that such persons share the values and outlook of the villagers, can talk
to them in their own terms, and will be trusted and thus listened to in
health matters. The aceeptance of prescriptive advice from a village
health worker may be dependent more on the length or strength of the
worker's ties within the community than to any status or importance
gained from being a health worker. An example of the importance of
length of residence oceurs in the report of a study of the social rote of a
rural midwife who had resided in o village of less than 2,000 for only two
years. While known generally as an able and good woman performing a
needed service. she was still not fully rrusted in the community. The study
authors quoted the reservation of a village woman, “She's only been here
for two years, and we don't really know her insides and outsides.™™

Although many programs set residency requirements, others find the
pool of resident applicants too restricted and thus look for non-residents
to fill positions. A few programs have found that persons chosen from the
community may be involved or identified with a particular political fac-
tion in the village. Special demands may be placed on the health workers
because of these relationships, They may be drawn into politcal disputes
and not be trusted by persons belonging to other political factions. In
such a situation, it might be better to seleet persons who live in nearby
communities and are free of local political alliances or to train a worker
for cach faction, clan or ethnic group existing within the community.

Another disadvantage to residency requirements is that if workers are
required to live near the health center, they may be overly identified with
the center and not reach people who live in the surrounding countryside.
If case-finding and community surveillance are an important part of the
auxiliary’s job, then it may be advisable to look for applicants from the
MOTe remate arcas.

Recrudiment Process

Once criteria are set. recruitment of students can begin. Media campaigns
should be kept simple and inexpensive. The information to the popula-
tion must be very explicit with regard to the method of selection, training,
activities, location of work and compensation. Key community individuals
should be asked for recommendations. Political groups, women's clubs,
and religious organizations should be canvassed for possible applicants.
Workers in health-related fields should be notified of the program.
Traditional or indigenous healers should also be considered for training
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as auxiliaries. Traditional midwives have been recruited for such purposes
in many places and have proved very effective. Indeed, several studies
are available, such as those from Iran, Thailand and Turkey, that docu-
ment the effectiveness of village midwives in family planning.®-¥-% Ex-
perience with other indigenous healers, such as curanderos or injectionists,
is more limited, but they probably deserve more consideration than they
have received.

In short, as many people as possible should know about the opportunuy.
This will not only assure the widest pool of applicants, it will also inform
people of the health program itself. Some governments have prepared
film strips and slides for rural communities so that the population will un-
derstand the functions of the new community health worker. The health
manager should take this opportunity to educate the community about
the services that will be available, to create awareness of health problems
and to solicit help in working to solve the local health problems.

The recruitment campaign should be appropriate for the social and
economic level of the local population. Posted job announcements or
newspaper advertisements will not be effective if few can read. Require-
ments for photographs on applications are prejudicial to poor villagers
who cannot afford them. Or, if women find it difficult to travel out of
town, then arequirement that the applicant use a form only available at a
district office will prevent most village women from applying. The re-
cruitment process should truly be adjusted to local conditions and needs.

Recruitment does not have to be an impersonal process. In the Yemen
Arab Republic young women provide nutrition and child health instruc-
tion in the home as part of a primary care outreach program of a hospital.
In this Muslim area, families were individually approached by the program
directors, the program explained, and permission requested of the family
head to permit a daughter to learn to be a nutrition health auxiliary.
Respect for the traditional culture, recognition of the importance of
familial permission, resulted in the recruitment of effective health
workers. "

There should be a defined period of recruitment, with candidates
either selected for training during or at the end of the recruitment period,
according to circumstances. If the health program is to cover many vil-
lages, one may choose to recruit in several villages at one time, then
select the total number of students after all villages have been covered.

Criteria for Sclection

Students are chosen from a pool of candidates who have all met the
minimum standards. Selection will be based on an assessment of the can-
didate’s attitudes, personality, intelligence, motivation, skills and past
experience. There are some methods of selection that have been developed;
however, the relationship between standardized personality assessments
and ability to work in community health and development is not known.
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Most tests of intelligence are not free of cultural bias. Basically, the
auxiliary needs to have common sense, honesty, a regard for the dignity
and worth of his fellow man, and to be kind, supportive, sympathetic, and
“not proud.”

Probably the characteristic deserving the most attention is the appli-
cant's conunitment and motivation to working for better health of in-
dividuals and the community. This is usually judged in personal inter-
views or in brief essays by the candidates on why they wish to work as
health auxiliaries. Descriptions of past experiences usually will disclose
persons who have been of help to their neighbors. Demonstrated capacity
is a good predictor of future ability to be of service,

Since health workers may be expected to teach better health care 1o
the villagers, applicants will need to be able to communicate aloud and to
speak the language of the people. They must also know how to listen. At
least half the people seeking health care come for comfort: they need to
talk with someone, If the auxiliaries are to offer personal curative care, it
is important that they be able to listen,

How does one test for the abidity 1o work with others? One test for
ability to work in a group is to have group interviews of applicants, then
observe each applicant’s interaction with other members of the group
and sclect on that basis. Usually a few people will stand out as being more
sympathetic personalities or as having the ability to listen, communicate
and work well with others. Some programs have had applicants play-act,
They preseat applicants with a situation that might arise in health care
and ask them how they would act. For example, how would the applicant
persuade a mother that it is important to bring her child to a clinic for
immunization or persuade a man to help his neighbors cement the well
enclosure? Other programs have upheld the importance of technical
skills, developing simple tests such as use of seissors or chopsticks to test
finger dexterity. Some have had the candidate do simple caleulations or
write short reports. The important point to remember is that one should
have in mind the skills that the worker will need to work effectively and
then make the selection process appropriate for those skills.

Selection Process

The final selection must produce a student who is acceptable hoth to
the com unity and to the health service. Some programs try to achieve
this by . "1g members of the health service make the final selection
from a pool of candidates suggested by the community. In some countries,
the political authorities do not allow the community to select health
workers: the community mustaceept the workers who are selected by the
government health services personnel. In other areas, as in Mali, the
Ministry secks community approval for government selected candidates.
In some localities, community committees make the final selection. In
Alaska, just below the Arctie Cirele, for example, the instructor goes to
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the village to interview candidates jointly with representatives of the local
health corporation. The local health corporation retains the final decision, ™
Other localities convene public meetings and nominate health committees
whose function is to nominate and seleet the health workers. Some
auxiliary workers are selected at open public meetings held in the smallest
administrative unit. In summary. there is no single selection process. The
method chosen should be appropriate to the culture and to the expected
role of the auxiliary following training. If the auxiliary is to be a community
worker, then itis particularly important that selection criteria be set by
community representatives and that maximum involvement in decision-
making occur at the village level. Whatever the selection process, there
must be whole-hearted community aceeptance of the choice.

The Training Process

Teaching Methods

Mostauxiliary training texcept that of physician assistants) takes place
in arelatively short period of time. Teachers can choose from a variety of
teaching methods; however, instructors should select teaching methods
appropriate to the educational objectives of the auxiliary training program.
In most eases this will mean a coneentration on demonstration, discussion
and supervised practical assignment rather than an emphasis on theoretical
material in lectures or textbooks, The instruction must be stimple, accurate
and to the point.

Classroom exercises should stress experiences common to the auxiliary's
job. Practical demonstration is extremely important. For example, the
teacher may demonstrate food preparation or infant feeding, which the
student. in turn, will be presenting to mothers’ groups in the health center
or village. In the classroom, students may also have an opportunity to
practice health education counseling for patients or health promotion
activities for communities. The classroom is a place for the student to
learn from his mistakes without fear of losing face or risk of imparting
false information to others,

The instructor should concentrate on increasing the students” capacity
tosolve problems. Students may be asked to role-play or simulate a situa-
tion that may arise Hn the job or to present a problem that they have ex-
perienced in clinical or field work and deseribe how it was met. Faculty
and students then critique the students” efforts at dealing with the situa-
tion. Another method. which does not put as much pressure on the in-
dividua! student, is to divide students into small groups. give them a
problem tosolve, and then cach group shares with the others the way they
chose to solve the problem.

Some programs have used explicit protocols o instruet students and
fater guide their activities in compliance with standards of care. For
example, auxiliaries working with the Papago Indians used combined
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protocol and reporting forms to make explicit the tasks in assessment and
treatment of gastroenteritis, anemia, respiratory infections, and minor
acute health problems.* ¥ Such protocols provide guidelines for care and
performance of tasks. 1t is casy for the auxiliary 1o document what has
been done. and the report is casily monitored. These protocols are
especially useful if the auxiliary is to carry out a limited number of
specific activities or to work with only one discase entity: they are less
useful for training multipurpose workers or those who will work in the
community. While protocols ensure a certain standard of care for specific
medical or nunsing tashs. they do not bring into focus the process of
restructuring values, motives and daily habits of people that may be
necessary to achieve certain health practices. Furthermore. the use of
algorithms is highly dependent on the teacher's knowledge and appreciation
of this education technique.

Programmed learning also gives students practice in making decisions,
Students can move at their own speed and eyvaluate their own performance.
However. this method is ill-suited to adults with minimal education,
Another limitation is that it does not provide for any group interaction.
Programmed learning can seem quite removed from more chaotic, complex
reality.

In deciding which method to use, the teacher must consider the time
required to teach the method and its effectiveness for preparing aspecific
group of students to do a specilic job. In general, classroom instruction
should be simple and repetitive and drill students in essentials.

Teaching Aids

All educational programs use some type of teaching aid or device.
Books, manuals, models. clinical specimens. posters and other graphic
arts, blackboards or flannelboards have been used in the education of
auxiliaries. Teachers should famiharize themselves with the advantages
and disadvantages of the different media, including consideration of cost,
timeliness, convenience, durability, andience characteristics, and skill
required for use.

These considerations are especiadl mportant for audiovisual media,
which usually require expensive equipment and electricity to operaie,
although shides, filmstrips, microfiche and cassette recorders that use
battery-powered sources or hand-viewers can be obtained relatively
inexpensively. Films, transparencies, and other audiovisual aids can be
effective if the teaching program has the resources to bear the costs and
maintain the equipment. However, few programs do. Usually simple and
basic teaching uids have been used in large-scale auxiliary training programs.
For example, the smallpox cradication and malaria control program
personnel have used diagnostic felders, projection slides and posters in
auxiliary traming,

Advanced technology has been tried in a few places. Videotapes have
made possible the recording of student interaction with real or simulated
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patients for later review by student and instructor. Television and radio
have also made a valuable contribution to service programs that rely
heavily on in-service education. Hewever, the cost of initial purchase
and maintenance of equipment, the special studio facilities required and
the need for trained staff make such aids highly inappropriate for most
auxiliary teaching programs in developing countries.,

External donors sometimes offer to equip teaching programs with
laboratory equipment and other expensive teaching aids. The recipient
prog s must be very practical about their capacity to maintain and
repair such equipment. In addition 1o the problem of obtaining replace-
ment parts and training people to make repairs, there is the added disad-
vantage that most equipment has not been designed for the climatic
conditions found in many countries and thus is liable to require extensive
maintenance.

Educational techniques such as audiovisual aids. teaching packages
and programmed learning can help people acquire some of the information
they need to function as health auxiliaries. However, the administrator
should keep in mind what is known about the learning process. Classroom
lectures und educational aids are inadequate in the mostimportant areas:
the technical skills required for diagnoses. the problem-solving skills re-
quired fer proper treatment, and the group skills required to work in
commurity development. These, research has clearly shown, can only
be learied by doing. Teaching methods that place the student in an ac-
tive role are far more useful than those which entail only a passive ac-
ceptance of instructions. ™

Community Health fxperience

Some type of clinical experience is usually included in most auxiliary
training, but students also need regular and systematic community health
experience to complement that part of their curriculum that deals with
the community. Students may be assigned to visit villages and evaluate
community health standards. They may carry out an immunization survey
or weigh youngsters under five. Students may also be assigned a number
of familics for whicn they are responsible for providing health visits. They
may counsel a women through a healthy pregnancy. Such field experience
requires time. transportation, careful planning and supervision, but it
enables the student to work in a cooperative manner and gain valuable
practical experience.

Role Models
Reducing the risks to patients and maximizing learning for students
call for instructors who can supervise auxiliaries in practical clinical and
community experience. Unfortunately, faculty mensbers who are part of
training centers or schools seldom see students outside the classroom.
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Although it is usually possible for students who are to work as hospital
auxiliaries or as health center workers to get adequate supervision in
curative care, it is more difficult to provide students with appropriate
supervisors for community outreach activities. To date there have been
few instructors with the necessary village level experience toenable them
to functon as role models. Numerous demonstrations in developing
countries have shown that the best role model for a village worker is nota
doctor, nurse or other highly trained professional, but someone doing the
best possible job in the role that the trainee is expected to Till Y Outstand-
ing auxiliaries can make that kind of good teaching supervisors. They
provide a rare and valuable gift to the student—avision of what can be.
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SECTION V—PROGRAM IMPLEMENTATION

There comes a time, whether the auxiliary has completed training or is
still undergoing practical field experience, when the auxiliary moves into
the formal health system. This is the point at which the emphasis shifts
from planning to actual program implementation. Problems of manage-
ment and organization now come to the fore, providing a critical test of
the stated and unstated assumptions made in the planning stage and in the
construction of the curriculum.

Let us review the several steps in program implementation that should
have occurred before deployment of the auxiliary. First, a funding basis
and an approved budget must exist for the program, and the use of a
particular type of health auxiliary must have the acceptance of political
leaders, health personnel and the community. There must be a measure
of agreement that the particular primary care program is necessary and
that its success is of consequence to some segment of the population.
All plans and agreements should have been developed through consulta-
tion with appropriate authorities and clearances obtained, in writing,
from local as well as national officials.

Equally important, there must be an administrative framework in place
to provide primary care services and the necessary support personnel,
The program must start with the resources at hund and not be dependent
upon additional supplies, transportation, facilities or personnel in order
to use the auxiliary successfully, unless of course these resources will
actually be available shortly after the initiation of the program. Also, the
functional relationships between the auxiliary and personnel at the next
level of the system, as well as those between the auxiliary and other health
personnelat the sume level, should have been elearly defined. Finally, the
heaith worker's training should have been as simple, realistic, and prac-
tical as possible and organized so as to achieve the goals of the health
program.

Effective planning and training are the best preparation for overcoming
obstacles to the implementation of programs using auxiliaries to inter-
vene in urgent and pervasive community health problems. But all obstacles
cannot be anticipated. A flexible administrative approach is needed—one
that combines principles of good management with awarcness and re-
sponsiveness to the social context in which the program operates.
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Introduction to Working Relationships

When the auxiliary is ready to start to work, he or she should first be
introduced to the health system—one of the simplest, but frequently
overlooked, acts. Since, in reality, there is no freestanding entity that
could be called a “health system,"” the auxiliary needs personally to meet
citizens in the community, co-workers, local authorities and clinic and
hospital staff. Any system is but a collection of people, and congenial
social relationships are of chief importance. Proper introduction of the
health worker, according to the customs of the community, also provides
an opportunity to inform many persons of the program and solicit their
advice and support. Observance of the social amenities are more important
to securing cooperation than any number of perfectly performed health
tasks.

Job Description

Part of the auxiliary’s relationship to other members of the health
system will be defined by a written job description. It is extremely impor-
tant that there be consensus as to the auxiliary’s duties and responsibilities
and to where and how his time is to be spent. The job description should
state the auxiliary's tasks and indicate where, with whom and when they
are to be performed:; specify subsequent actions that may be required;
and identify the supervisory structure and referral pattern. One criticism
of a written job description is that it may prematurely *freeze” the role of
the worker, or inhibit his ability to improvise and to adapt responses to
the actual situation. Although latitude for personal expression is needed,
there is less uncertainty and confusion in situations in which jobs are
clearly defined.

Frequently the creation of a new program using auxiliaries to give pri-
mary health care requires that job descriptions be revised for other mem-
bers of the health system. Effective support of auxiliary workers depends
upon reorientation of the functional roles of all health workers at all
levels of the system. Each category of worker has to be informed about
changes in his or her duties and functions. Although there may be
scparate meetings for the different groups, it would be a mistake to
conduct all informational sessions in isolation. All members of the health
system need to understand the roles of the other members. This is
particularly critical for members of the local health team.

Workshops and Seminars

One of the best ways to share role descriptions is through management
training seminars or workshops. Drawing members of the health system
together at the local and district levels to discuss policies and procedures
will familiarize everyone with the nature of jobs to be done and the
interactions necessary to meet the goals of the health program. In effect,
these are short training courses, ranging from two-day seminars for com-

64



munication and exchange of information to more intensive week-long or
longer workshops.

Seminars and workshops can help develop the capability to achieve ef-
fective national health services. In many areas, programs operate in isola-
tion, communication is difficult and there are prejudices and barriers to
collaboration. The Institute of Child Health in Nigeria has held several
national workshops on health planning, management, evaluation, man-
power, and related topics.! The Institute has found that through these
meetings the participants build continuing professional relationships and
personal friendships. One result is that common objectives become
shared and understanding develops among people from different programs
and localities and with different roles in the health system,

The seminar model can be adapted to provide a forum for introducing
new types of health workers. Clearly, a critical issue in the administration
of service programs employing auxiliaries is the scale of the operation,
Introduction of the worker, acceptance by co-workers, and community
support can be obtained more easily in programs of smaller size, where
communication is less of a problem. Management seminars planned and
held at local and district levels, but centrally coordinated, can preserve
some of the freshuness and flexibility of the smaller programs, while pro-
moting the goals of a national health program.

The meetings should go beyond simply laying down rules for action.
The reactions and suggestions of participants should be sought. In such
meetings problems surface and can be dealt with by the participants,
particularly if there is a strong, unruffled leader who is willing to consider
all views, These discussions can alert the administrator to needed revi-
sions of guidelines or preparation of new reference manuals, More
realistic methods of team work may be developed.

Relationship to Other Health Workers

Teamwork

Seminars and workshops may be organized to reflect both the vertical
and horizontal structure of health teams. Participants should include all
clinical and administrative members of the health team. A collection of
staff, however, does not automatically make a team. Frequently, there
are barriers to the team approach of delivering health services. The
organization of the system may be such that health care professionals act
as individual entities. Emphasis on competition and personal success may
impede integration. Gross inequitics in pay may result in prejudices and
poor performance. Team leadership may be sporadic, due to lack of per-
sonnel, or perhaps even be inappropriate to the nature of the task.
Furthermore, persons trained at higher fevels may be reluctant to delegate
or transfer functions to persons of less training. In such situations, the
concept of a health team may be questionable.
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On occasion, a health auxiliary who was supposed to be a member of a
team has ended as an individual solo practitioner. To integrate an aux-
iliary into a team successfully requires active initiation and education. If
an organization exists that can support new forms of job sharing among
workers, then worker-centered training seminars can facilitate the forma-
tion of teams.

Referral System

Inherent in the team approach to health services delivery is the patient
referral system.? However, the success of referral systems in poor rural
areas is questionable.” From the point of view of both the patient and the
health worker, there are considerable disincentives for referral to the
next level of care, whether this be health center or hospital. Acceptance
of team care rests, in large measure, upon referral being both actually
feasible and agreeable to the patient. Referrals to the local health post
after discharge from the hospital are also usually inadequate. Patient
follow-up does not occur unless there is a village health worker who
knows the community, has access to the homes, and is provided with ac-
curate information on the patient’s history and condition.

I the referral system is non-functioning, then the widest possible range
of assistanice must occur at the point of first contact. Protocols or
diagnostic charts can be used to guide the health worker's activity. The
guidelines for treatment must be simple and casy to apply. The protocols
should be precise, stating clearly under what conditions, where and to
whom to refer a patient. Unless they have easy access to the hospital or
health center, few people will follow the referral route. Under these con-
ditions, the underlying policy should be 1o devote more attention to pro-
viding adequate care for the majority of the people than to preparing
elaborate technical backstopping for a few.

The role of the auxiliary and linkages with other health workers are
defined during the planning stage of programs. How the auxiliary is to
interact with other health practitioners is first worked out at a policy-
making level (ceniral and community), then described at an educational
level, and finally is implemented at a management level. However, once
the worker is in the field, the hypothesized relationships come down to
actual interactions with people. Person-to-person, the links must be
forged and relationships elaborated. To formalize this process and the
principles by which it is to be accomplished is the task of the administrator.

Coordination at a Local Level

The key principle is that the work of the auxiliary should not occur in
isolation. In actuality, there are usually several persons engaged in health
efforts in any particular community or group of communities, even in the
most rural or isolated. When needs are great and resources few, resources
can be maximized by consolidation of interests, targeting of efforts and
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coordination of activities. The available community people should devise
a united approach to deal with certain key health problems, which are
selected either for their frequency, severity or social impact. Dispersed,
uncoordinated fragmentary efforts will yield minimal results. For the
most part, of course, no coherent plan exists to govern multiple efforts;
this must be developed for cach locality. The administrator can bring
together the concerned individuals to try to achieve some consensus as to
group effort toward solution of critical health problems. Although there
are numerous political and burcaucratic obstacles to such collaboration,
the effort needs to be made.

Frequentstaff meetings will optimize the process of building team rela-
tionships. Similarly, periodic meetings for information exchange may be
necessary to clarify the relationship of the health auxiliary to other com-
munity development workers functioning in the same population group.
Often such people as agriculture extension agents and home economists
are performing similar, complementary tasks to those of the auxiliary (for
example. provision of nutrition educationi, but due to lack of coordina-
tion, their combined health education messages may be contradictory
and confusing, and may breed distrust.

Other Community Organizations

Possible resources for the auxiliary are community organizations that
have health and development programs. Many communities have church
groups or private associations, such as Alcoholics Anonymous, which
develop activities to augment medical and paramedical services. The
relationship of the health auxiliary to existing community development
organizations should be clarified —is the auxiliary to be an active participant,
occasional consultant, or bystander?

Just as there is a need to formalize tasks, functions and positions among
members of the health team and between health auxihiaries and other
health and development workers, there is a need to formatize or institu-
tionalize the links with community organizations that have health and de-
velopment programs. hustitutionalized relationships are useful because
they do not depend on individuals. Informal relationships among individuals
are tenuous: they can be broken by personal disagreements or when the
worker leaves the community. In institutionalized relationships, the de-
velopment and maintenance of joint efforts do not depend on specific ef-
fective refationships or the particular vay several individuals have worked
together. Institutionalization acts to minimize the effects of personalities
on one another. [t minimizes relationships based on background, family
connections, cliques, political alliances, or expertise, and maximizes
formal relations based on defined policies.

Formalized relationships do not and should not eliminate personal
relationships. In most places collaborative effort depends a great deal on
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the regard cach person holds for the other. Without good personal rela-
tionships between the health anxiliary and other health and development
workers, institutionalized programs can come to naught. Both individual
and institutional relationships are essential,

Often, working out relationships between representatives of organiza-
tions involves eliminating overlapping functions and duplication of ef-
fort. In a situation, however, where the task is o promote ideas, a
multiplicity of sources for the health inessage is a benefit. [ the different
organizations can come together, seleet a eritical health problem, identify
ahigh-risk population, and develop intervention strategies appropriate to
their respective activities, the efforts of cach will reinforee the others.
The sum total of information may be greater than that which any
individual ageney could provide: and. at least, the messages will not be
contradictory. At the national, regional and local levels, administrators
need to formalize the relationships between organizations with similar
objectives, so that the process of coordination in the community is clear
and natural for the auxiliary.

The administrator must be sensitive to the existing pattern of seeking
health advice in order to make health education serviees of the auxiliary
more effective, Forexampleastudy in East Java, Indonesia, showed that
rural health workers are only consulted in cases of iliness and birth, while
key individuals in the village play the main advisory role on other health
related subjects, such as feces and sewage disposal, house construction,
inseet and rodent control. These patterns will most likely remain the
same for some time, and the village administrator and leaders of social
organizations will continue to play a more important role than rural
health personnel. Tris important that such key persons be knowledgeable
about health principles and that auxiliaries link their health education
efforts to those of such individuals,*

Jab Location

Of course. where the health auxiliary is stationed will determine the
specific links that need to be established. Most auxiliaries are assigned to
a focal health post or center, where they keep equipment and supplies,
hold cducational demonstrations, provide medical services to patients
and receive supervision. The facility is a visible symbol of the health
system, and the worker is seen as a part of the institution. It may serve to
validate the position of the health ausiliary, However, it is not always
necessary for an auxiliary to deliver services from a health facility.
Indeed. there are good reasons for an auxiliary 1o be stationed clsewhere.
Experience has shown that as few as twenty percent of a population use a
primary health center. Distance from the center is an important factor in
utilization. As long as therd is communication between the auxiliary and
the health post or center. the auxiliary can be physically located in the
community. Services should be identified with people, not places.
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The health auxiliary in the comimunity may build very different relation-
ships with other health and development workers than the auxiliary who
is located in the health post. Fortunately, it is not always an either/or
situation, for there may be several auxiliaries for a population group. In
such cases, there are clear advantages to having auxiliaries in both
locations. The worker stationed in the health facility has decreased
travel time, increased time to spend providing medical services, and in-
creased communication with other health workers. The auxiliary in the
community is more able to do case surveillance, can be engaged in more
preventive health and development activities, and has increased communi-
cation with the community.

The scheduling and staffing of the health center must be carefully
planned. T is important to schedule regular times during which an
auxiliary is in the community, Since travel is greatly increased outside the
health facility, ample time needs to be allowed for the auxiliary to visit
families. One method s to sttion an auxiliary in the community and
another in the health center. Sometimes a system of rotation of duties is
established. Unfortunately, the experience in many areas is that once the
worker is located at the health center, it is difficult to get him to go out
into the community again,

Traditional Praciitioners

The health auxiliary may also need to work out a relationship with
indigenous practitioners. including the village pharmacist and such tradi-
tional healers as curanderos, mediums, medicine-men. shamans, mara-
bouts, herbalists, diviners and faith healers, During times of illness and
misfortune, people rely upon long-established patterns of illness behavior.
They will employ traditional home remedices of roots and herbs and will
use the services of trusted and familiar healers. Because these indigenous
workers are trusted by the people and have some rudimentary medical
hnowledge. there have been several attempts to incorporate them into
the established health delivery systems through education or by training
them as health auxiharies.

Another way toncorporate traditional healers into the health system
s toruse them as consultants i special situations. Traditional practitioners
throughout the world have a role very analogous 1o Western psycho-
therapists. The personal qualities of headers and therapists are of crucial
importance in helpimy cure their patients. Certam techniques are used by
therapsts all over the world, For example. drugs. herbs, shock therapy.
and dream analysis hine heen used by both traditional hewlers and
Western psychotherapists, o addinon, there are religious healing mo, e
ments that attempt tooalier the patients Tifesstvle. self-conception or
socktdh mteractons asaomode of treatment.. Meditation and other Eastern
relinavon and bodily controfrechniques have been seen to be effective in
alleviating anvieny states and similar psychoneurotic reactions and for
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psychosomatic disorders.® In sum, traditional healers deal primarily with
fears, anxieties and depressions. They explain illness in a way that makes
sense in their culture. Indeed, they may play an important role in the
integration of society.

Almost all of Western medical care is focused on biological aspects of
healing. However, other approaches need to be considered as well.
Studies have indicated that stress has an important role in the initiation of
illness, perception of pain, and the healing process. If the traditional
healer does no harm and provides a supportive, coping service, then the
auxiliary should try to incorporate more traditional care into the delivery
of health services. The point is that it is possible for the traditional prac-
titioner to take part in the management of the patient without lowering
accepted standards of medical practice.’

Community Mobilization

Volunteers

The remaining major association the auxiliary must build is a coopera-
tive effort with community membe.s to meet primary health care needs.
The extent to which community members or volunteers can be effectively
utilized in health services programs is not well understood. However,
there are some data from surveys that suggest that local initiative and re-
sources can be effective in certain situations. Of the 180 health projectsin
less developed countries that were surveyed by the American Public
Heatlth Association, Division of International Health Program, over half
used volunteers and regarded them as very important for project success. "
Similar optimistic conclusions were drawn from a joint UNICEF-WHO
study that reported on community involvement in health projects in nine
countries."

Reports from many countries emphasize the importance of volunteers
in personalizing communications about family health and placing these
on a person-to-person basis. This is done differently in different countries.
Cuba uses volunteer health workers who are clected representatives
from a community block. The “public health representative™ is responsible
for educating block residents in reference to governmental medical ser-
vices. For example, when a program to immunize children is conducted,
the volunteer representative keeps the record of each child’s immunizations
and alerts the parents to a child's need for certain shots.”?

Although volunteers have been useful in malaria control programs and
have assisted health staff in sanitation programs, their most widespread
use is currently in family planning programs. In Bangladesh, for example,
a number of women have created a voluntary organization to reach
people in central Dacca who were unreached by government population
programs. In teams of two they contact women in their homes, giving
information about nutrition, contraception and other health matters."
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Another promising use of volunteers is in the distribution of contracep-
tives in local communities in Latin America, Southeast Asia and Africa,
#1310 Village and household distribution strategies maximize availability
of contraceptives and increase the cultural acceptability of family planning
efforts by involving community members in the process of offering ser-
vices and providing for health needs.

Self-Help Groups

Auxiliaries are very much a part of the history of the community
development movement. The community development approach to
modernization was predominant in international work during the 1950's
and early 1960's. Health was viewed as a major element in these programs,
Efforts were directed toward improving waste disposal and village water
systems, and village level workers received training in environmental
sanitation and simple health education. For a variety of reasons, this
movement had limited succeess, and attention turned to other methods of
meeting the economic and social problems of communities. However,
this approach has now re-emerged as part of the increasing emphasis on
involvement of the community in planning, implementation, supervision
and evaluation of primary health care services.

There are several models for achieving community participation. Some
localities involve the community in health services by organizing health
committees. Outstanding examples of this approach are the hundreds of
health committees established in Panama with the help of the Health
Education and Social Services Division of the Ministry of Health, These
committees were given legal status. The accomplishments ol these
committees include: providing labor and raising funds to construct health
facilities: buying medical supplies, vaccines, mobile units and equipment;
paying salaries and expenses of service personnel; maintaining garden
tractors: providing latrines for the poor: repairing buildings; developing
fisheries: and recruiting volunteer workers for various health activities.t

In some arcas. a village governing council or a village development
committee has some responsibility for developing and administering the
local health services. Usually the local leaders work in conjunction with a
representative appointed by the Ministry of Health. Together, they control
the community health workers” activities. This pattern is followed in
some areas of India™ and in the Sudan.”

An approach that does not rely on government action is typified by
Project Piaxtla, a sclf-help project in Mexico. Initially dependent on
services provided by Americans, the villagers assumed increasing respon-
sibility until their entire program, consisting of a referral and training
center and a dozen health posts, was completely directed and run by
campesinos, Then, they extended their efforts to include agricultural
projects in an attempt to achieve self-sufficiency through experiments
with hog and chicken raising.”" In Zaire, a program ol public health has
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been carried on under the auspices of a religious group by a local hospital
that depends largely upon village cooperation for its success.”

Spiritual Movements

There are other community mobilization approaches that are essentially
spiritual movements. The Sarvodaya Shramadana Movement in Sri Lanka
is based on philosophical principles of “loving kindness, compassionate
action, unselfish joy, sharing, pleasant speech, constructive action and
equality,” which are expressed in practical action.” Members of the
movement secure participation of villagers in the development of cooperative
and credit organizations, public works, educational programs and other
activities. Health is but one part of their community mobilization work.
Sarvodaya volunteers have organized community kitchens for adequate
nutrition of children and preschool child care centers, as well as community
health care programs that include children’s immunizations, home nursing
of the old and handicapped, first-aid services in the villages, and construe-
tion of latrines. Workers live with villagers, jointly build programs and
then move on to develop programs in other villages. While obeying the
laws of the state, the volunteers recognize and build on the inherent
streneth of the people.

Models of Conmunity Participation

The community mobilization approach assumes the participation of
local people in identifving needs, setting priorities, plarning and imple-
menting programs. This participation usually occurs through the organiza-
tion of community members into a formal group. This group then helps
make the community at lurge aware of health needs and problems, meets
with health care providers to decide jointly upon remedial action, and
cooperates with health officials in carrying out health programs and
campaigns. fdeally, programs should spring from local initiative and be
put into effect through a combination of local labor and resources and
technical assistunce from health practitioners. The role of the village
health worker is to encourage, even inspire, villagers to join this process.

In a review of the community mobilization approach, Foster discusses
both the shortcomings of this model and the current prospects for its
success in this decade. He argues that as education becomes more
widespread, standards of living rise. communication increases and political
institntions become more representative, local participation will become
even more effective.’ There are other reasons for optimism. Death rates
are decreasing and people can be more confident today that their children
will survive to adulthood. There have been improvements in the status of
sanitation and immunization over a generation ago. A major disease —
smallpox — has been eliminated. People now have some basis for believ-
ing they are not entirely subject to the fates: they can take actions that
can result in a change of health status.
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There is also evidence that health services have succeeded in influenc-
ing rural attitudes toward hewith care. Banerji found in thirteen villages in
India that many people were in favor of obtaining Western medical ser-
vices for major medical care problems, irrespective of social, economic
and regional considerations. However, the availability of services and the
capacity of patients to meet the expense kept this need from being met.?
Changes are occurring in many communities as basic health services are
being extended to remote villages. Ina Chilean commiunity, for example,
rituals once were performed for a child showing symptoms of worms.
Now the child is taken to an auxiliary for a remedy. The auxiliary works
out of a house built by the community, giving advice about health and
diet, disease prevention and cesspool sanitation. It is hoped that the day
will soon come when a child's worms will not only be cured, but will be
prevented from oceurring in the first place.™

Constraints to Community Cooperation

There remain, however, many impediments to community mobiliza-
tion. Rivalries and jealousies can still rend the social fabric of a community
and make it difficult for individuals to join together to improve health
conditions. Changes in the national economic situations can place severe
restraints on cooperative effort. People may be willing to carry out
improvement projects but may lack the necessary resources. A major
issue in community development work is who pays for equipment, sup-
plies and transport. For example, a projectin Iran demonstrated that vil-
fage health workers within a short period of time could effectively
stimulate awareness of the need for environmental hygiene and sanita-
tion improvement and could catalyze action. However, participation of
the villagers was hampered by the lack of material, necessary equipment,
and funds.” In other localities the existing health services may be working
atsuchalow level of efficiency that community members may not use the
services, Those who do may have little hope of improving the inefficient
services to meet focal felt needs for medical care better.?

The experience of several projects suggests that the psychological con-
tribution of village health committees is greater than their material con-
tributions of labor or funds. A frequent argument in favor of community
participation is the importance of the role of formal groups, such as
health commiittees, in getting the community to accept both the health
program and the worker. An example of this was a pilot program in India
to train traditional birth attendants in the use of a kit for deliveries and in
new post-delivery practices. Analysis of the initial results indicated the
experimental program had failed, largely because there had been no ef-
fort to prepare the community for the program. The program organizers
concluded that the community was unaware of the program, did not ap-
preciate it, maintain it, or even accept services at times, They recommended
that a village health committee prepare the people by increasing their
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awareness of the health problems and the reasons for the changes in post-
delivery practices by the retrained traditional birth attendants.”* If the
consumers of health services know the functions expected of auxiliaries
and the reasons for those functions, they will know whai to expect from
the auxiliaries and how to utilize their services effectively.

Local Initiaiive

Although most of the emphasis has been on what the community can
do to promote health services, some persons have reflected on the effect
of health services on the people. Based on a study of approximately forty
rural health programs in South and Central America, David Werner
developed a theory that programs fall along a continuum between
community supportive and community oppressive functions. Community
supportive programs are those that help the people care for their own
needs by encouraging responsibility, Liitiative, decision-making and self-
reliance at the community level. In contrast, community oppressive pro-
grams are fundamentally authoritarian and are carried out in such a way
that they encourage greater dependency. Community supportive organizi-
tions work on the assumption that even people with little formal educa-
tion have the native intelligence and potential will to meet most of their
basic needs for and by themselves. They view institutionalized health
care as sustaining a minimum of community involvement and, perhaps,
as distrusting individual initiative.” According to this formulation, it is
questionable whether ministries of health should ever be expected to as-
sume responsibility for basic health services.

Health administrators. then, must go beyond the problems the burcau-
cracies present and anticipate the linkages the auxiliary will need, in a
manuner that will encourage local initiatives. They must understand how
to build team relationships, facilitate the patient referral system, and
clarify relationships of the auxiliary to other community development
workers, community organizations and triditional health practitioners.
The administrator must recognize that community health workers are
subject to conflicting loyalties and allegiances as they try to balance the
need for fostering community self-reliance in health matters with that of
supplementing their own efforts through the health care system. ™

At the least, how the auxiliary will be linked to the community will
rest on the extent to which the villagers can determine developmental
priorities. Whatever the degree of autonomy of the health service, the
health administrator should be urged to expect the auxiliary to raise the
local people’s awareness of health problems and work with them in
solving problems.

Supervision
The performance of auxiliaries depends to a large extent on the quality

of supervision provided." The importance of supervision to the success
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of community health programs employing auxiliaries has been stressed
by almost every person who has ever worked in such a program. Yet, the
difficulties of providing sufficient supervisory personnel, plus transporta-
tion and supplics. continue to make the support system the weakest
clement in an auxiliary program. In rural sections, for example, there is a
problem in simply getting the supervisors to the area. Much of a super-
visor's time is spent in travel.

Responsibilitios of Supervision

The objective of supervision is to help the worker to do a better job;
however, the nature of the supervisor's effort will shift over time. During
the educational period, the supervisor-trainer acts as a preceptor and role
model for the student. Onee the auxiliary has graduated and is on the job,
the role of the supervisor becomes more complex. Ideally, the supervisor
should have the type of clinical and community experience that equips
him or her to give technical advice. review performance, provide con-
tinuing cducation. handle administrative matters, offer emotional sup-
port to the auxiliary and act as an advocate. The supervisor will pay at-
tention notonly to the performance of the auxiliary, but to the conditions
under which the auxiliary works.

Supervision is influenced by the type of situation in which the auxiliary
is working. The location of the auxiliary - whether in a health services
facility or in the community - and the tasks to be carried out will affect
the nature of the supervision. In an urban health facility, the supervisor
will be called upon for consultation and coordination, but ina ruril arca.
the auxiliary will have less immediate recourse to the supervisor and wil
need more continuing education. Sinee in most rural sitnations auxiliaries
provide health care under conditions of remote supervision, this places i
premium on their internalized sense of responsibility and the quality of
their preparation for their specific job. Contacts may be too infrequent
for the supervisor to direct and inspect the perfornimcee of the auxiliary
adequately. In order to help the worker do a better job, emphasis must
necessarily shift from management of daily activities to providing more
continuing education.

Muadels of Supervision

The question ol who the supervisor should be is sometimes determined
along professional lines ce.g.. nursing auxiliaries are supervised by nurses
and sanitary assistants by sanitary inspectors). In general, a worker is
supervised by the person at the next level of training consistent with the
job to be done. Since physician’s assistants and nurse practitioners carry
out medical curative tasks, they are usually supervised by physicians.
The nurse practitioner, in turn, may supervise the clinic nurse and the
physician’s assistant a village health wmde.

The village health worker often is at the end of a chain of supervisors.
In Bolivia, for example. the health promaoters are supervised by nursing
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auxiliaries, who are supervised by technical auxiliaries, who are super-
vised by professionals on the outreach team.™

More and more programs are beginning to use an exceptional, expe-
rienced auxiliary as a supervisor. Such supervisors are familiar with the
demands of the job and are realistic about resources and performance.
They have evidenced commitment and motivation. Their recognized ex-
cellence inspires the workers whom they supervise and their experience
gives confidence. They serve as role models for the beginner and as
leaders to other auxiliaries.

Sometimes the technical and professional sapervision of an auxiliary is
separated from administrative and disciplinary functions. In the government
rural health development program in Kenya, the overall supervision of a
community based worker is assigned to a health center, However, the
pressure of their own duties prevent the center's staff members from ac-
tively supervising the village worker: thus anew post of trainer and super-
visor had to be created. In Alaska, medical supervision is maintained
through regular radio contact between auxiliaries and the nearesthospital,
while public health nurses or physician’s assistants do the administrative
supervision. ™"

To the extent the auxiliaries are far away from health centers and
visited rarely, they will need a greater tie to the community. In rural
areas, the community may be providing part or all of the auxiliary’s
wages, housing and transportation. In return, community leaders may
wish to control the auxiliary’s work. In Central Java, for example, health
cadres are coordinated by the village administration.™ In other localities,
the right to dismiss a worker or take corrective action belongs to the vil-
lage health committee. While this policing function at the Jocal level is
necessary, itis equally important that the health system provide the tech-
nica! support that will help the auxiliary become more competent.

Multiple Supervision

Occasionally, auxiliaries have more than one supervisor because their
job incorporates many different activities, some of which takes place in
the clinic, others in patients” homes or the community. In Liberia, for
example, the physician’s assistant and the sanitary health inspector are
responsible for training and supervising health workers in neighboring
villages, since village workers promote both sanitation and health and
dispense simple routine treatment.” Having multiple supervisors can be-
come an acute problem for multipurpose workers, They may have a dif-
ferent supervisor for malaria contral, family planning, maternal a4 child
care and other health areas, cach of whom give suggestions. The auxiliary
has the problem of coordinating these suggestions and meeting all expecta-
tions unless a single individual is used as a multipurpose supervisor,
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The problem of multiple supervision, however, is not unique to a multi-
purpose community worker. Auxiliaries who work in a health center or
hospital with a large staff may also find themselves squeezed between
conflicting advice. There may be many persons, too, trying to direct the
auxiliary’s activities. In such situations, the health administrator must as-
sure that other members of the team recognize and support the leader-
ship of the auxiliary’s designated supervisor. There may be several guides,
teachers, or consultants for the auxiliary, but there should be only one
boss.

Obstucles to Supervision

The best supervisors are more than just good practitioners. They have
to understand and support the objectives of the service program and the
jobassignment of the auxiliary. Sometimes the supervision of a community
based auxiliary who works alone is assigned to a local physician, Unfor-
tunately, the local physician may luck the motivation o support the pro-
gram, viewing the ausiliary as providing inferior care. If so, a more
appropriate supervisor should be appointed.

There needs to be continuity in supervision, The supervisor and auxiliary
must get acquainted and come to know and trust cach other. Several
rural health programs have experienced problems in the rapid turnover
of phyvsicians who serve the rural sub-centers and work most closely with
the auxiliaries. The Venezuelan Modicina Simplificada program, for
example, provides basic health services to the country’s rural population.
The program ¢mplovs non-professional auxiliary workers to provide
maternal and child care. immunizacons, health education, emergency
care and collection of demographic care. Unfortunately, the supervising
physicians tend to move frequently, so that often the supervisor may not
be well acquainted with either the auxiliary or the local health problems.®

There are some impediments to achieving effective supervision that
are inherent in the nature of the job. The supervision of multipurpose
workers is much more difficult than for unipurpose workers. In a program
where the tasks and schedute are well defined. as i the smallpox program,
the supervisor knows exactly where the workers will be and what tasks
they will be performing. Under such conditions itis possible for program
administrators to institute close supervision and surveillance of ficld workers.
However, management tends to break down when rasks and schedudes
are not well detined. Programs in India. Bangladesh and Sri Lanka, for
example. have experienced a period of uncertainty in general health ser-
vices supervision when they changed from unipurpose to multipurpose
workers.

Support versus Policing

The tension between the basic elements of supervision also makes for
difficulties. Supervisors are expected both to discipline and provide sup-
portive help to the auxiliaries. These two aspects of supervision— what
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Fendall has called the disciplinary-administrative and counseling-educa-
tional roles¥—are in opposition. The auxiliary in difficulty may be
reluctant to consult the supervisor for fear of being judged as failing on
the job. The supervisor may feel caught between demands of management
to enforce rules, regulations and procedures, on the one hand, and the
needs of the auxiliary for support and individual development on the
other. The tension is a real one. There is a need to monitor performance
and to assure standards are met— unfortunately, there are workers who
steal drugs or do not report to their jobs. There is also a pressing need for
encouragement and continuing education of the auxiliary. The worker is
better motivated and learns more with supportive supervision. Supervisors
must recognize this dual role. The more they understand the actual
conditions under which the auxiliaries work und the nature of their train-
ing, the more effective they can be in choosing the right action for the cir-
cumstances.

Short- versus Long-range Objectives

Sometimes supervisors get so caught up in the day-to-day flow of work
that long-range objectives get lost. They are in the communications link
between the auxiliaries and the other parts of the health system. However,
much of the time they transmit orders, check on supplies, receive reports
on drug use, review clinic attendance, and deal with problems of missing
forms. In an urban health facility much time will be spent coordinating
the activities of various people. In a rural area, supervisors are more
likely to be dealing with problems of supply and maintenance, since
rarely does an effective logistical support system exist for the auxitiaries
there. In Papua New Guinea, for example, many patients are treated by
outpost orderlies, health extension officers, nurses and other auxiliaries.
At least sixteen factors were identified as affecting the supply of drugs to
such medical auxiliaries. The majority of these factors neither the auxiliary
nor supervisor could influence.® In the midst of facilitating the regular
flow of work. supervisors in both urban and rural areas must be able to
direct the auxiliary activities to meet the goals of the program. Preventive
health activities in particular need continual emphasis.

Guidelines to Effective Supervision

Styles of supervision differ. At a minimum, the supervisors are eapected
to be fair, consistent and respectful. They would also be wise to encourage
open communication by being good listeners. Continually correcting the
health workers will undermine their confidence.

Supervisors also need to maintain the confidence of patients in the
auxiliaries. When supervisors are called upon for consultation, the patient's
condition may require their diagnostic and treatment services. This is a
delicate situation. Supervisors must not usurp the role of the worker. The
auxiliary should remain in the room and be involved in the patient's care.

78



For example, the auxiliary could take the history and relay it to the
supervisor.,

Techniques of Supervision

The tools of supervision are few. A written jobh description and a well
defined schedule of worker responsibilities are helpful, However, the
supervisor should review the schedule with the worker because the job
may actually be different from that described. Joint review of the auxiliary’s
activities will increase the understanding of both supervisor and worker.
Another supervisory tool is a manual or guide, perhaps the same one the
auxiliary used in the training program. An operations manual, such as the
one for village health workers in Nepal, can serve to focus attention on
the most essential actions required of the health worker and reinforce the
overall goals of the program.*

Supervisors can choose from a variety of methods to identify needs and
increase the competency of the workers. Depending upon their auxiliaries'
location and role in primary health care, they can schedule individual and
team conferences, staff meetings, ficld observations and continuing educa-
tion sessions. However, an effective supervisor will observe the auxiliaries
at work and will not simply rely on conferences for information about
their activities. If the situation permits, frequent staff meetings should be
scheduled, at which the auxiliaries are expected to be active participants,
Supervisors can use the technique of group supervision to facilitate
information exchange on activities, present alternative methods, and
give group support to those who have difficult job assignments.

Supervisors should accompany the auxiliaries during their initial job
placement and help them get started. Periodic meetings should then be
scheduled. with provision for immediate contact in emergency situations.
If possitle. supervisors should plan to meet with the auxiliaries more
frequently during the first six months to establish whether performance
objectives are being met. and to give them technical and supportive help
to meet the challenges of the new job assignment.

In urban or district health facilities, supervisors usually are in regular
direct contact with the auxiliary. For the auxiliary stationed in a community
or a rural area, the number of regularly scheduled supervisor visits per
year will be influenced by the supervisor-worker ratio, the distance and
terrain to be covered. and the type of transportation available. Although
conditions may be unfavorable for frequent visits, most programs have
tried to achieve a supervisory visit to village level health workers at least
one day every two months,

Since the auxiliary's job security and promotions depend on information
about how well he is doing his job, the supervisor needs to schedule
regular and systematic performance appraisals. This may be aspecial ap-
praisal. not part of regular supervision. The criteria of evaluation should
be known to the auxiliary. (Some ways to assess performance are discussed
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in the section on evaluation.) The assessment should always be reviewed
with the auxiliary, so that supervisor and worker have an accurate appraisal
of current activities and can plan together for any remedial action that
may be needed.

Training Supervisors

The program administrator should provide special training for super-
visors. A short course should be given to everyone in this capacity. It
should cover program objectives, job definitions of the health team, func-
tions, styles and methods of supervision, and potential conflicts on the
job. The course should be tailored to the supervisor's educational and
professional background. It should be appropriate to the type of super-
vision required for a particular type of auxiliary in a particular setting.
The more practical the instruction, the better. If possible, the supervisor
should have some time to learn on the job. It will immeasurably facilitate
learning if the course instructors have themselves been effective super-
visors of auxiliaries so that they can pose real life situations for discussion.

A “three-way role play” is a method to simulate actual supervisory con-
ferences. This technique has been used successfully in Tunisia in pre-
paring supervisors for auxiliaries with newly expanded roles.* Three
people are chosen to act out a work situation: one plays the patient, the
other the auxiliary. the third the supervisor. After the simulated patient
encounter takes place, the supervisor-actor conducts a supervisory con-
ference with the auxiliary-actor, evaluating his performance during the
patient encounter. The supervisor-actor's remarks are then critiqued by
the class or instructor. Additional insight into the supervisory process
may be gained if the three actors are asked to relate what they felt during
this process.

Support for Supervisors

The program administraror will also need to provide the auxiliary’s
supervisor with back-up support, and so on up the linc. If possible, ad-
vanced managerial and administrative training should be furnished to
key personnel at the district level. The Danfa Project in Ghanais an out-
standing example of an intensive approach toincreasing the management
sapability of a rural health services delivery project in conjunction with
recruitment and training of health auxiliaries. The point that cannot be
forgotten is that effective administrative support of auxiliary health workers
is absolutely dependent upon the motivations and functions of all health
workers at all levels of the system. ™

Management Information Systems

Monitoring Pertormance
Successful menagement of auxiliaries requires timely feedback on their
activities and a mechanism for assuring work accountability for such
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items as drugs and supplies. There is also need for an effective information
system that relates work experience to training in order to develop
needed in-service training and revision of initial training programs. Un-
fortunately, standard methods of supervision are not as effective in
monitoring performance when auxiliaries are dispersed over a relatively
large area and when there is a shortage of health professionals for super-
vision. One of the challenges facing the implementation of primary care
programs is the development of mechanisms to monitor performance
despite infrequent contact between the auxiliary and supervisor. Less at-
tention is usually given to this need for management information than
that given to information for planning.

A system of statistical reporting has frequently been employed to sup-
plement direct supervision. The auxiliary may be required to record the
number of patients scen or latrines built or improvements made to the
water supply. Since there are numerous activities that can be monitored,
the critical issuc is to select those activities or functions that are most im-
portant in terms of the goals of the program. In addition to the types of
activities, a management information system should specify the amount
of time the auxiliary spends on the job, taking into account concentration
of population. In that way one can understand the level of activity in rela-
tion to the size and dispersion of the target population and the number of
activitics performed.

Problem ldentification

To be truly useful. a management information system should be oriented
to problem identification and decision-making. It should provide informa-
tion on how well a health program is working and identify obstacles to
performance. In addition to providing information on auxiliary activities,
itshould also provide data on the workings of the entire support system in
a regular, systematic fashion. This need not be a complex, expensive
endeavor. For example, in Cornwall County, Jamaica, where they are
developing pilot districts in primary care, the functions of a management
information system are carried out by a “Problem Solving Committee.”®
This committee is composed of parish public health nurses and the
county medical officer. nursing supervisor, health administrator, and
training officer. The committee meets with members of the primary care
staff in the pilot districts of cach parish to identify problems in the
development of pilot areas and to suggest interventions at the parish
level Upon revisiting, they determine the extent of any interventions that
have been made. and see if further action is required.

The Jamaican primary care approach relies on community health aides
and district midwives for the broadest possible spread of health coverage.
The committee does not focus just on the performance of these auxiliaries
but tries to understand the functioning of the entire primary care system.
They may identify problems in building maintenance (e.g., wasp infested
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rooms, leaking water taps, lights not working): supply problems (e.g.,
inadequate supply of records, ineffective methods of ordering and dispersing
drugs); or training needs (e.g., in-service training on completion of month-
ly reports, taking temperatures, pulse and respiration, or upgrading skills
in post-natal exams and immunizations). This type of management infor-
mation system permits two-way exchange of information. It alerts county
personnel to problems of local health centers. It permits the county
health personnel to develop a consolidated list of parish needs in training,
maintenance and supplies rather than just respond to crisis situations.

This approach is quite promising when primary health care services
are being developed on a pilot basis. It may not be as useful in uther cul-
tural settings or when there are many established services to cover. It may
be more advisable to rely on a statistical reporting system.

Reporting Systems

The limitations on reporting systems are well known. Auxiliaries may
not have had sufficient schooling to record events accurately. The time
required to fill out reports may reduce the amount of time they can spend
in community work, case surveillance or other preventive health activities.
The reports may atso focus their attention on the numbers of persons
seen rather than the type and quality of services provided. Furthermore,
management information systems may make the auxiliary more respensive
to the demands of the formal health system than to the needs of the com-
munity for certain kinds of information. In the Kasa project, India, for
example, it was found that written reporting was an inadequate and, at
times, inaccurate gauge of either activities or prevailing problems.* Even
if the information gathered is appropriate, the system can become over-
loaded with statistical data that few can use. The sheer volume of data
can prohibit meaningful analysis and rapid feedback to the auxiliary.

There are a few published reports on requirements for effective data
collection systems carried out by auxiliaries. The Center for Disease
Control, U.S.A., has carried out in developing countries surveillance
projects for selected diseases. The system of data collection is based on
the use of paramedical personnel with little formal education or training.
In a review of nutrition surveillance activities it was concluded that the
data collection was effective if paramedical personnel had adequate
compensation and day-to-day supervision by middle level personnel.”” In
Malawi, another approach was used to assess the effectiveness of a
national program of under-fives clinics largely staffed by auxiliaries.
Cole-King points out that the data collection system was devised on the
principle that data should be limited to what can be accurately collected
by field staff in relation to other work done and what can be usefully
handled and analyzed at headquarters level.”

The simpler the reporting system, the better. One program used post-
cards on which to record infant deaths. The postcards served to alert the
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supervisor, who then would investigate the deaths. Eventually this re-
sulted in more appropriate management eriteria for certain discases at
the local level.

Protocols

Quality of performance—such as skill in medical, nursing or health
education tasks—is best assessed by direct observation. However, the
Indian Health Service of the U.S. Public Health Service has found that a
significant amount of performance monitoring can occur without face-
to-face contact through use of a clinical protocol.” The protocol guides
the auxiliary through the problem-solving process and links specific
health care tasks to a defined task structure for certain patient problems.
The auxiliary sends a copy of a completed protocol to the supervisor,
who determines if the required information items were collected and the
correct assessments and treatment plans made. The supervisor then
makes on-site visits to those auxiliaries whose protocols indicated devia-
tions from acceptable levels of patient care. This method allows for the
most infrequent contact between auxiliary and supervisor, yet provides a
basis for objective and task-oriented supervision that can be performed
cither through direct observation of an auxiliary's performance or
retrospectively through a review of completed protocols. The approach
requires design and testing of protocols for prevalent health problems
appropriate to the skills of the auxiliaries employed. 1t also relies on
written forms and an cffective communications system for transmitting
completed protocols.

Communication System

A communication system has functions other than monitoring per-
formance. Chielly, it should strengthen support to the auxiliary by making
possible consultations about infrequent, unusual or emergency situations.
[t can also be used for handling administrative queries pertaining to sup-
plies. transport, or pay. and as a mechanism for continting education or
in-service training. b provides a means to refer patients to the next level
of care: or conversely, to inform the auxiliary about patients who are
being returned to the community and who require follow-up care. It can
serve epidennological purposes by tracking patients, such as migranis,
from mountain to valley, To fullill these functions, a communications
system needs to be eractive. Communications should flow in both

directions— 1o and from the auxiliary.
No single communications system will provide the total solution to any

problem or be appropricte to all cases. Some programs use runner sys-
tems as a means of communication, some have used homing pigeons to
carry messages, others use helicopters. The Flying Doctor Servic » in East
Africa has light aircraft to supplement extensive radio links.* In the past
half century there has been increasing experimentation with telecommuni-
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sations to support health care systems. Most common are radio-type
links, including broadeast radio, shortwave, citizens’ band and satellite.
The main criticism of telecommunication systems are that they are too
complex, may require special facilities, equipment, trained staff and ex-
tensive maintenance, and are usually too expensive. However, a recent
study found that radio services were an equally or considerably more ef-
fective means of providing social services than were conventional delivery
systems, given that the population to be served was dispersed over a
relatively large arca.” The relative cost of telecommunications is dropping
as manpower costs rise. Inexpensive communication units, such as the
citizens' band radios in use in Micronesia, are now more available. Al
ihough most service areas will not find telecommunications more de-
sirable than face-to-face encounter, some will find it practical and afford-
able. Just as with other aspects of auxiliary programming, the ideal is to
keep communication simple and inexpensive,

Consultation and Continuing Fducation

Two-way telecommunication systems permit interaction between health
personnel in regional hospitals and auxiliaries in village subcenters,
health units or health posts. The primary purpose is to provide consulta-
tion and emergency aid, although the system may also be used for refer-
rals, personal messages and other matters. One iethod of operation is to
set aside a specific period cach day for discussion between the supervisor
or consulting physician and auxiliaries in the field. A roll call procedure is
initiated for medical traffic from cach of the localities where auxiliaries
are stationed. In remote areas of Alaska, housewives trained as community
health aides are linked by radio to hospitals. The experience ihere has
shown that a good deal of incidental learning takes place as the health
aides listen in to the cases being discussed in all communities. The open
party-line radio permits the aides to hear both questions and answers.
Since the problems encountered are similar among localities, the informa-
tion imparted to one worker is a means of upgrading the competency of
all workers. Aside from this set period, itis desirable that all sites be able
to initiate emergency calls twenty-four hours a day.

More formal continuing education is sometimes offered by radio.
Health professionals will give short talks on subjects appropriate to the
auxiliaries’ work. Study materials may be mailed to the auxiliaries in ad-
vance so they may prepare for the lesson. The radio lecture usually ends
with an interactive question and answer period.

Administration and Management

Telecommunications can also assist in administration and management.
In ten villages in Guatemala, auxiliaries equipped with radios devote
more time to administrative matters, such as requesting gasoline ot
queries about pay, than they do to technical consultation.” The extent to
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which the radio contact is used for such management purposes was docu-
mented by one study in Alaska which found thirty percent of the airtime
was taken up with administrative functions.™ Such reporting is most ef-
fective when messages are given directly to the person in charge and not
relayed through intermediaries.

Moaorale

Two-way systems have a positive impact on health workers. For example,
one benefit of a two-way radio system in Guatemala was improved inter-
personal relations among the health workers.™ Even less direct contact
can prove favorable to morale and job satisfaction. In parts of Syria, a
half-hour a week of broadceast rudio is devoted to health personnel. They
may send a card to the station deseribing the situation in patient care and
ask for explanations. Perhaps greater than the increase in knowledge is
the decrease in the auxiliaries’ feelings of isolation.™

Telecommunications is not a panacea for all problems in supervising
workers in dispersed areas. However, if the system is affordable, easily
operated and maintained, and meets the needs of the particular area, it
may prove to be a significant factor in improving health care and increas-
ing patient safety. Auxiliaries operating such equipment will, of course,
be trained in its use and repair. They should also receive instructionin the
ethics of discussing medical and social problems of patients. There is no
privacy on open party-line radios.

The health administrator should be careful that the use of a telecom-
munications system does not discourage adequate auxiliary training or
self-reliance. Above all, if a telecommunications system is instituted, it
should supplement, not substitute for person-to-person contact. Super-
vision needs to be personalized. Although information can be conveyed
by clectronic equipment, the health worker ultimately needs human
contact.

Continuing Education

One of the tasks of a supervisor is to bring together effectively the work
situation and training. By monitoring performance, the supervisor can
determine if the training program has been relevant and the material
covered appropriate and evaluate the need for additional continuing
education and in-service training,

Need for Continuing Education

Continuing education is an essential part of field supervision and ad-
ministration. Planners and health administrators must appreciate and be
committed to a vigorous program of continuing education or in-service
auxiliary training. Health workers should understand that education and
training are not finished at the end of a formal training program. There
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are several reasons why this approach is crucial to the success of auxiliary
programs.

The purpose of continuing education is to develop further the range
and competence of the auxiliary. Only a specific set of skills are taught
during the initial training program. These skills need to be maintained,
improved and extended if the auxiliary is to do the best possible job. A
less tangible, but frequently cited benefit of continuing education is the
stimulation it offers to auxiliaries who are geographically isolated. This is
particularly important for rural health workers, who may never see other
colleagues except at the refresher courses.” The stimulation from meet-
ing with other workers and sharing commoen problems can boost the
morale of the most isolated auxiliary. Itis generally believed this lift of the
spirits will increase job satisfaction and length of service.

Another reason for a planned program of continuing ceducation is
based on the assumption that the role of auxiliaries will change. Often,
planning proceeds as if tasks and roles were permanently established, yet
a constant feature of modern life is change. Over time, new scientifice dis-
coveries can affect the activities of the auxiliary. For example, the recent
development of a method to treat children with diarrhea in the home
through rehydration requires a different set of skills on the part of the
auxiliary. Similarly, basic health needs, as defined by organized health
services, may change. Furthermore, experience has shown there is an in-
creasing demand for health services as people become more aware of
their health needs and become convineed that something can and should
be done about their problems.

External factors may bring about changes in the auxibiary’s job. Altera-
tionsin the physic  environment can cause an upsurge in disease, such as
an increase of schstosomiasis with the construction of dams. Or, extreme
climatic conditions, such as drought or floods, may affect market prices
and food production. and these, in turn. may affect the nutrition of
children and pregnant and lactating women. Migration and fluctuations
in the birth and death rates can alter population size and composition,
necessitating greater concentration on special services such as maternity
care. The control or elimination of an endemic disease in an arca can
make a considerable difference in the scope of activities of an auxiliary.
Retraining will make possible the transition from a unipurpose worker
{e.g.. smallpox worker. malaria surveillance worker) to a multipurpose
worker. In addition. one can expect changes in the health systenmvitself, in
the number of health facilities and in their manner of s*affing and struc-
ture, Programs may be altered for the sake of efficiencey: perhaps certain
workers are not being effectively utilized or some type of services are in-
efficient. As any of these numerous changes occur. new responses, new
knowledge. and skills will be required of the health worker.

Publications

The “State of the Art” study by the American Public Health Associa-
tion found that, in general, field health workers in less developed coun-
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tries are not part of an informational network that would enable them to
stay abreast of experiences elsewhere, This finding is particularly critical
for auxitiary programs.™ Books, newsletters and journals keep profes-
sionals in nursing and medicine in contact with new ideas and techniques,
but these are poorly suited to auxiliaries, who have minimal formal
education or income.

The magazine Children in the Tropics, published by The International
Children's Centre, Paris, is used in training centers and some ministries in
Africa but is rarely present in health centers. The contents of this well
regarded magazine, available in both French and English, are appropriate
for the training and cducation of personnel involved in work with chil-
dren.”

The periodical Familie et Développement, published in Sub-Sahara
Alrica, could play an interesting role in education of community health
workers. This publication has been aimed at grassroots trainers and
educators, but has also been welcomed by the general public, even those
who are semi-literate. The magazine emphasizes self-help and publishes
“do-it-yourself” articles on health and nutrition. Itis finding its way into
classrooms, also. In Togo, for example, trainee midwives used an article
on clitorectomies in their classes.

The newsletter SALUBRITAS is an important source of new technical
information to field workers involved in promoting primary health care.”
It is published in three languages. However, for the information in these
publications to reach the front-line worker, it probably would take deliberate
action on the part of the subscriber to share the information in a way that
is understandable to those with little reading skills.

Frequency of Inservice Training

Usually programs conduct continuing education through planned short-
term courses or seminars, but their form varies widely throughout the
world. Since the nature of an auxiliary's role, the length of initial training,
program sources and population density differ from one health care pro-
gram to another. it is not surprising that the frequency of refresher train-
ing varies. In Iran, the Luristan project held a refresher course for
community health workers one day aumonth: otherwise, it was found that
workers had a tendency to backshide.” In China, barefoot doctors meet
two days a month, as well as two weeks a year for continuing education.®
In Liberia. a two-month refresher course for physician's assistants is
given once a year.” In Narangwal, India, the auxiliary health workers
meet once a week for a full day of continuing education.®® Other pro-
grams use a variable schedule of in-service training, starting with frequent
meetings and then tapering to less frequent ones.

In-service Curriculum
However the in-service training is scheduled, it usually covers three
types of information. First, there should be a systematic review of the in-
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formation and skills necessary to carry out the auxiliary's work in the
areas of infectious disease control, environmental sanitation, family planning
education, maternal and child health care, nutrition, preventive services
and integrated community development. The training is related to exist-
ing task assignments and to changes in health needs and demands.
Second, dispensable information on administrative policies and pro-
cedures shou ! he presented and discussed. Third, the program of contin-
uing education si:on’ i b flexible enough (o deal with specific problems,
structural or interpers aal, that arise on the job. A balanced continuing
educational program will not slight any of these emphases.

Funding

Adequate planning includes the allotment of sufficient funds (o operate
a strong program of in-service training, with qualified teachers, training
facilities and supplies. The costs of transportation to the training area,
food and lodging may be borne in part by the auxiliary, the community, or
the government health services. Consideration has to be given also to
paying the salary of the auxiliary during refresher courses. Some localities
have u~=d external donor assistance to pay for in-service education
courses, but it is preferable that these are included in the program
budget; otherwise continuing education may be seen as an extra and not
as an integral part of administration and supervision.
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SECTION VI--EVALUATION

Planning Criteria for Evaluation

Purpose

The health administrator must address two key questions in making a
decision to evaluate an aunxiliary program. The first is, "What use will be
made of the evaluation?” and the second, "For whom is it intended?” The
answers to these interrelated questions will determine the basic direction
and ultimate acceptability of any evaluation.

The decision to assess a program may be a political one—a way to
demonstrate suceess und secure funding, promote continuance of a pro-
gram or, perhaps, justify the expansion of a smaller project. Evaluation
may be undertaken because information is needed for management of a
program—to improve services, to assess outcomes ard acceptability —
or for scientific reasons if the results of the project provide new knowledge
or refine existing knowledge. Who are the data for? Does th: program
manager desire these data? Are they needed at a national level? Will the
results change the behavior of a donor agencey? Is the information for
community committees or other health professionals? Is it for the auxiliary's
own benefit?

Different types of information are collected for different purposes. 1f
the purpose of the evaluation is political in nature, the achievements of
the program will be stressed — the number and type of services provided,
the benefits of the program for the people receiving services. Program
managers will desire information about the level and nature of efforts,
but may. in addition. wish to uncover possible program deficiencies.
These results will be used internally to improve worker performance or
program cffectiveness. It scientific information is the goal. then the re-
search design must be carefully selected so that results can be applicable
to other settings. Furthermore, findings of the evaluation will be circulated
far beyond the boundaries of the program, its administrators or even the
nation.

Scope of Study

Objective appraisals are supposed to provide information closest to the
“true” situation. However, the results of an evaluation can be extremely
misleading. In carrying out a planned activity, an aim may be reached — but
it may or may not be due to the planned activity. The auxiliary is but one
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part of a whole structure. To evaluate only that one level and ignore the
total context in which the auxiliary is working narrows the interpretation
of the findings. Indeced, even the standards set for performance may not
take into account the auxiliary's supply and distribution system or the re-
sources of the country.

Itis becoming increasingly recognized that there is seldom one cause
for an event. Events are multifactored in origin, Not only are auxiliaries
part of a particular health structure, they also are working in communities
with a defined social ecology that can affect the health of the population.
Furthermore, auxiliaries are working in an environ.ment that is not static.
Changes in living conditions and resources occur and these affect both
the population and the workers. Because of such complexities, opinion is
divided as to the value of studies that evaluate program input. Some
people argue that it is the responsibility of the administrator to assess the
results that are achieved. Others contend that one cannot really obtain
definitive data. Clearly, a simple before-and-after research design cannot
provide the entire answer as to the impact of a program: and a design
calling for a control population may be difficult. if not unethical, to
establish.

Itmay be possible to compare service coverage in different villages— for
example, those using existing health services versus those receiving ser-
vices from auxiliary community outreach workers. Or, it may be possible
to compare the morbidity, mortality and fertility experiences of com-
munities with and without primary health care workers. Demonstrations
of improvements in health services or health status will be more credible
if a comparison group study design is used. However, because comparison
groups cannot be perfectly matched, it is never possible to control all
possible intervening factors.

Flawed study design is but one of the technical problems related to
scope of study. A large number of predictive variables may be required in
order to account for the diversity of factors believed to influence health
outcomes. The investigator will need a sample size large enough to per-
mit the use of statistical procedures to describe and analyze interrelation
of these variables on health outcomes. Depending upon the unit under
investigation (e.g., number of persons, cases, visits) the time required to
gather the necessary sample size may not meet expectations for use of the
data,

The practicality of any evaluation scheme will vary according to the
nature and purpose of the evaluation. For example, field studies using a
comparison group study design require much time and money and are
not practical for evaluation of the smaller community-based programs.
On the other hand, government health services might wish to support this
type of research in order to determine feasibility, efficicney and cffece-
tiveness of services before launching into wide-scale implementation of
auxiliary based primary health care programs.
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An evaluation effort that stretches over several years also raises the
issue of the stability of research priorities. Any cevaluation program re-
quires the understanding and support of values and assumptions that
underlie the research effort. Consensus on what rescarch is important
must extend over changes in practical or administrative personnel, shifts
in policy or changing economic and political conditions in the community.
The longer the time needed before any evaluation study is complete, the
less likely that consensus can be maintained.

One of the biggest problems in assessing the impact of a programis the
time scale. Benefits, or disadvantages, may show up fong after an evalua-
tion. Changes in behavior or people’s habits may take a considerable time
to occeur. If evaluation is undertaken too early, it can destroy a program
because not enough data are available to determine its effects on health.
If performed too late, the people involved in the program may be so per-
sonally invested that it is all but impossible to obtain an accurate appraisal
of the program.

Distinction shouid also be made between pre- and post-evaluation and
continuous monitoring of programs. The purpose of developing a manage-
ment information system is to improve decision-making, aid in allocating
resources and increase accountability, The image is of an information
system “monitoring™ a program with rapid feedback at key points. The
essence of pre- and post-evaluation design is of systematic information
gathering that cannot be useful for several years.

Use of Study Resuldes

Health professionals have come to regard evaluation as essential for
determining productivity of workers and programs and for estimating the
costs associated with particular service inputs and with individual patient
and ageregate community outcomes. Reaction to evaluation is not always
positive, however. Community residents may resent being the objects of
study. Local health workers may distrust the motivations for evaluating
performance. Others fear that emphasis on statistical measurement will
direet program emphasis away from human values such as the quality of
human relationships or personar growth. The fact is, un.wess a program
can demonstrate that it is doing something positive for an individual's or a
community's health, it will find itself out of funds and without support.

Both personal and social reasons inhibit the desire to learn of deficien-
cies in performance. Commenting on the need for objectivity in evalua-
tion, Taylor said, "One of the more intractable obstacles to change is the
innate human conviction that whatever one is used to doing is right.
Normal human pride of involvement leads to an almost uncontrollable
subjective bias.”™ There are also compelling social and political reasons
to shy away from evaluation. Often one is afraid of being penalized if the
investigators uncover problems. The more realistic this fear, the poorer
will be cooperation and morale.
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The chicf expectation of evaluation studies is that the information will
be used to better practices and incerease accountability. The purpose and
relevance of evaluation should be built into the original plan for the
health program. The mechanism by which results of evaluation studies
would be used to improve decision-making or reallocate resources should
be specified in the initial health planning process. 11 the evaluation is
done at the central or regional level, the focal health administrator must
be aware of the purpose of the evaluation and be prepared to act upon the
results. The administrator can secure the coaperation of the health team
for the evaluation effort by being open about the objectives, by actively
involving the team, and by remaining firmly committed o the study
throughout the tme it takes to complete. In particular, the auxiliaries
should understand the purpose and how they might benefit from the re-
sults of the evaluation.

Not only does some thought need to be given in advance to ways of
translating study results into increased worker morale and performance,
but also to methods for using these data to raise the community's level of
awareness about its health status. The information that is obtained
should assist a community in becoming more knowledgeable about
identifving services a health program should provide. [ rhe study focuses
on matters such as quality of housing. breast-feeding practices, or water
supply quality. rather than hospital or chinic visits, it is possible for
community members to judge the effects of the health program on their
community. Concentrating on services to patients serves to enhance the
mystery surrounding medical care. Community members need to think
in terms of health status outcomes they can influence and assess.

Lxternal versus Internal Assessment

Once the decision is made to evaluate a program, the next step is 1o
determine whowill carry out the study. Depending on the purposes of the
evaluation and the resources of the program, the assessment may be car-
ricd out by an independent team or by research staff emploved on the
project. Perhaps both approaches may be emploved. since they offer dil-
ferent perspectives. If there are powerful political reasons why information
about program shortcomings would be unfairly damaging to individuals,
then the wisest strategy might be self-evaluation, where the health team
and support staff are brought together in a group process of problem
identification and solution.

An individual program “represents o programmatic response o a
particular pereeption of the problem. tempered by i priority ordering of
aseries of values. assumptions, stimuli and constraints.”™ Local rescarch
staff may be seen as more impartial and objective, lending credibility to
findings of the research effort.

Criticism has also been raised of outside, academically oriented in-
vestigators, Sometimes they have come with preconceived ideas that do
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not match village realities. They may have little understanding of local
conditions and little knowledge of local language usage. It may take time
for them just to adjust to village life, if they do remain in the village.
Frequently they have visited the village community, but then left for the
city to design the study. If outside investigators are to be used, it is impor-
tant that much planning be given to how these people are to work with
representatives of the local health services and community residents.

Pre- and post-evaluation studies are usually carried out by research
staff while program monitoring relies more on assessments by supervisors,
The perspectives and tools by which an auxiliary might help his community
constructively evaluate the health system need to be developed. Un-
fortunately, there are few examples of this. More experimentation should
be done in this area.

Evaluation by Objectives

It is necessary to define objectives, in measurable terms, before starting
the activity to be evaluated. A most useful guide in this process is Mager's
“Preparing Instructional Ohjsclivcs."" Although its focus is on instruc-
tional objectives the process is the same for defining operational objec-
tives of a program. As Kark has stated, evaluation ofa health program re-
quires a clear statement of the purpose and general objectives of the pro-
gram along with details of specific measurable objectives in order to be
able to ascertain whether these objectives have been achieved.* In fact,
the objectives for training and utilization of auxiliaries are defined during
the planning phase of program development. Evaluation is an additional
reason why programs should be planned jointly by health professionals
and representatives of the community. People may need help to specify
measurable objectives and develop the tools for evaluation, but if they
are involved in that initial process. the results will mean a great deal more
to them.

The steps in evaluation are first to define the objectives: then establish
baseline criteria: proceed to monitor an ongoing program: and finally.
conduct a post-evaluation, including appraisal and stratepies for imple-
menting program modification. This process should be as simple as
possible. and focused only on the information that is most vital. Overly
ambitious evaluation plans may flounder in the volume of data collected
or the data collected may be too costly to analyze or be too general to be
practical. It is better to answer one question well than to try to evaluate
all things for all people.

Fvatuating Multiple Objectives

How can one handle the evaluation of many different program objec-
tives? Not all services need to be considered simubtancously. One strategy
is to change indicators of program success from time to time. For example.
first one could evaluate program effectiveness in child care. then family
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planning, and next village sanitation. The total evaluation plan could
stretch over a five-year period, with interim measures of different indicators.

Indeed. there are different information needs over time, Certain infor-
mation is required carly in the program. other information may be
needed ata later time. For example, it is important initially to determine
whether auxiliaries are performing the tasks they were taught. Later, it is
more important to assess the basic health services coverage of a popula-
tion or numbers of insect-breeding areas that have been eliminated. The
health manager will have to anticipate information needs over time and
try to determine which data are most feasible for use carly in the program
and which will be required over the long run. Many times evaluation ef-
forts lose the support of the program’s staff because initial concerns fade
in intensity over time and are replaced by new interests. If the evaluation
cffort is not flexible enough to reflect changing research interests, the
study ends up collecting data that are only of historical interest or for the
record. Scheduling different measures over time can ameliorate, although
not entirely resolve. this prablem.

There is also no justification for the overall assessment of a program to
be bused on the results of a single evaluation. Programs change over time
and often quite slowly. Itis important to know the trend of movement: is
the program progiessing toward its goals? The emphasis should be on
direction over time instead of on the achievement of a desired goalatone
pointin time. One method of assessing direction is to take repeated sur-
veys on small community samples, such as a ten pereent sample, several
times a year. The investigator can check on such conditions as sereens on
windows. presence of cattle in the house, or number of vegetable gardens.
These are simple questi s that can be answered by a “yes™ or "no,” and
can be carried out by auxiliaries or community residents.

Evaivating Adequacy and Competence of the Worker

Although each program will set unique objectives and priorities for
investigation, there are some items of information about training and
utilization of health auxiliaries that can be part of any general evaluation
design. Evaluation may include an appraisal of: (1) the extent to which
the auxiliary is meeting objectives of the program by measuring the work-
er's knowledge, performance and attitudes; (2) acceptability of the worker
to patients, community residents and other members of the health team:
(31 job satisfaction of the auxiliary: (4 coverage of the target population;
(5) effectiveness of the program in terms of health status outcomes for
patients or changes in the mortality and morbidity rates of the general
population: 16} alteration in the health habits of the community: and (7)
cost effectiveness of the program. These data topics will be discussed in
turn, first describing evaluation related mainly to the auxiliary, then to
the program of serviees.
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Evaluation of Worker's Knowledge, Performance and Attitudes

Basic information needed to do the job

A basic item of baseline data is an appraisal of the auxiliaries’ knowl-
edge of the tasks they were trained to perform. Did the training program
prepare them adequately for their jobs? Some administrators take for
granted that auxiliaries have a basic level of information if they have
graduated from a formal trairing program. In some localities this assurap-
tion may be true; in others, great variation can be found in the levels of
auxiliary knowledge, attitudes and performance due to differences in
recruitment, selection and instructional practices. Some programs have a
definite period of probation so that assessment may be made of the
performance. capabilities and character of the auxiliaries before permaneat
employment. Some programs require regular evidence of their compre-
hension. In one Guatemalan program, for example, there are monthly
exams that must be passed in order for health workers to continue to have
the privilege of buying medicine from the medicine cooperative.*

Simple written tests can indicate the extent to which auxiliaries under-
stand and remember what they were taught. People, however, vary in
their ability to express themselves in written form. An oral exam may be
better and may yield more information about at:itudes in the process. For
example, the investigator can select the one or two major diseases in the
area that were covered in the curriculum and comprise a major component
of the auxiliary's job, and usk pertinent questions about management.
How is diarrhea treated in a young child? When is supplemental feeding
added for an infant who is breast-feeding? What tasks must be performerd
right after a baby's birth? The investigator can then follow up this probing
of the auxiliary's factual knowledge by questioning community residents
about the auxiliary's activitics. What did the worker do for your child’s
diarrhea? What did the worker say about adding food to your baby's diet?

Task competence

Just as it as important to establish whether the auxiliaries understand
and remeraber what they were taught, it is equally important to determine
whether they can adequately perform the required tasks. In the United
States, perfermance measures have been used extensively in nurse prac-
titioner and physician’s assistant training programs to assess the student’s
ability to carry out certain psychomotor skills, record findings and develop
management plans for the patient. A good example of the use of this
evaluation technique in Guatemala is the work of Jean-Pierre Habicht
and his colleagues at the Institute of Nutrition of Central America and
Panama. They have measured the effectiveness of their training program
by scoring the performance of auxiliaries on the basis of their recording
of physical findings, accuracy of diagnosis and appropriateness of treat-
ment offered.”
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In the field, observations of the auxiliary's performance can be made
by either the supervisor or an independent assessment team. Subjective
bias can be minimized if the field observer uses standing orders or a flow
chart to evaluate the patient care activities. In East Africa, check lists
with “yes” and “no" answers for predetermined tasks were used to
compare the performances of health attendants with that of senior medical
consultants who had seen the same patients.’

The evaluator may also wish to audit a random sample of patient charts
for completeness of information and appropriateness of therapeutic
action. Another approach is to specify certain high-risk cases, such as
pregnant women who may be at risk because of age or parity, and
examine only the charts of those patients to see if proper treatment,
referral and follow-up occurred.

To date, the evaluation of health promotional activities is less well
developed than that of medical or nursing curative tasks. The supervisor
may observe auxiliaries with patients, but is less likely to see them at com-
munity tasks such as initiating the construction of latrines, building
animal enclosures, or promoting the use of locally grown produce. Yet it
is these very activities that should be encouraged. The program managers
can stress home visits and preventive services by setting up a supervisory
schedule that includes observation of auxiliaries in the community as well
as the health posts.

Attitudes and beliefs of the workers

Evaluating a worker's knowledge and skills is part of the total picture.
There is a great need to ascertain the auxiliary's beliefs, attitudes and
values. Unfortunately, we are still a long way from understanding the
relationship between attitudes and behavior, and between attitudinal
change and behavioral change.* There are many ditficulties in trying to
measure the way an auxiliary perceives people and the work situation.
Depending upon the circumstances, the auxiliary may express quite dif-
ferent attitudes on the same subject. Certainly, what health workers say
will be determined in part by what they consider proper and what they
believe the teacher, supervisor or other investigator wishes to hear.
There is merit, however, in establishing what the workers believe to be
normative behavior.

Questionnaires may be used to assess attitudes. For example, there
may be open-ended or forced-choice questions about the reasons why vil-
lage streets are unclean, why patients do not comply with treatment
plans, or why people desire large families. Another type of attitude ques-
tionnaire is to ask how the auxiliary feeis about community participation
in health care, the supervisor's assistance, or the use of contraceptives by
young married couples. Responses are then distributed on a Likert-type
scale, from highly favorable and approving to highly unfavorable and dis-
approving. The investigator must be cautious, however, since these
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scales usually lack validavion for different cuitural and programmatic
contexts.

Worker attitudes can also be assessed by less highly-structured fnrer-
views, but this method is likely to have considerable bias. Each auxiliary
may not be asked the same questions. Ratings may be based on the
investigator's response to the personality of the auxiliary, even though
this response may be highly subjective. In cither the structured or unstruc-
tured situation, the worl.er may be reluctant to express personal views for
fear of being penalized.

Logs and diaries are another method of evaluating attitudes. These can
be quite rich in detail and explicit about strains and satisfactions in the
auxiliary's life; however. their interpretation is more subject to investigator's
bias. Logs and diaries, like questionnaires. require the auxiliary to be
skillful in the written language.

Role-plaving is a teaching technique for training programs that can
also be adapted for assessing worker attitudes. Health workers can be
presented with hypothetical situations to enact, such as counseling a
teenager about alcohot, or encouraging the removal of animal feces from
a village market. However, people vary in their confidence and ability to
dramatize a situation. If the technique is used, the auxiliaries should be
presented with a situation commonly encountered in practice and one
that permits a moderate range of responses. It should tap the person's
beliefs, attitudes and values. as well as knowledge and skili.

In addition to the judgments made by the supervisor or other health
professionals, the auxiliary may be asked for a self-appraisal of such per-
sonal characteristics as courtesy, motivation, and ability to get along with
people. Performance on each quality may be ranked on a scale from
inadequate to outstanding. The supervisor and auxiliary then review the
assessment together,

The various techniques for evaluating attitudes— questionnaires, role-
playing. self-appraisal—are limited. In order to get a comprehensive
realistic picture of the health worker's behavior with patients and community
residents, the supervisor needs to have frequent contact with the worker,

Acceptability of the Health Worker

Patient and communiry satisfuction

Supervisors and other evaluators should supplement their observation
of the auxiliary's performance by interviewing the people for whom ser-
vices are provided. How does the auxiliary greet people on a home visit?
How does the auxiliary talk to children or old people? How does the
auxiliary respond to a person with a problem? Can the auxiliary be
depended upon to visit when promised? Supervisors should also ask
patients if they were satisfied with the specific care or advice given by the
worker. If the situation involved a referral, how did the patient feel about
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being referred? Did the patient trust the auxiliary less because of the
referral?

Persons whe have not used services should also be asked about their
knowledge of and attitudes toward the auxiliary. Do they know there is a
village health worker? Why do they think some people go to see this
worker? Do they think the auxiliary could help them if they had stomach
pains or a headache, or if their baby were sick, or a family member had an
accident? Would they talk to the health worker about the number of
children they want? Do they think the auxiliary knows about good
medicine, or about why people get sick? Did the auxiliary ever ask them
what they thougi.t were village heaith problems?

Most acceptance studies in the developed nations find that consumers
approve of the medical and nursing care they receive. There are a
number of possible reasons for this, among them being that services may
actually be more acceptable to lay persons than to professionals whoseta
different standard of performance. Also, sick and suffering people may
not be critical of any reassurance and help they receive. Certain circum-
stances— such as the experience of giving birth or the relief of knowing
what the problem is— may dull any criticism. Studies in developing coun-
tries also show that consumers are satisfied with the services provided.
However, the majority of the population does not use services for many
reasons, including access (financial and distance), traditional beliefs,
nolitical views or personal dislikes. It is important to ask both those who
use and those who do not use services how acceptable auxiliaries are to
them under a variety of conditions.

Acceptance by other members of the aealth team

The health team and other co-workers should be questioned as to
whether they are satisfied with the performance of the auxiliaries. Do
they consider the auxiliaries’ referrals appropriate? Are they capable,
dependable and pleasant co-workers? In countrics where the medical
community retains a traditional view of the delivery of health services, or
the nursing profession feels a threat from the nev level of health worker,
acceptance may come slowly. Health professionals may continue to hold
unfavorable views toward the idea of the use of auxiliaries, even though
they may personally like the individual auxiliaries working in their locality.

Political acceptance of the health worker

A very real problem in some parts of the world is the acceptability of
the health workers to the political authorities. This is particularly true if
the job of the auxiliaries is not to assist physicians but to help the com-
munity. If the workers have been successful in increasing community
awareness of health problems. in helping people develop tools to better
their conditions, and in obtaining community participation in planning
and evaluating health activities, they are bound to have embarrassed, of-
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fended or angered some people. Changing the status quo is not a smooth
process. If the auxiliaries are meeting the objectives of the program and
are acceptable to the people, then they should have the backing and en-
couragement of supervisors and health administrators, despite political
criticism. But supervisors and administrators are often part of the political
structure themselves and may be quite subject to political pressures.
They may be unwilling or unable to give the backing to the auxiliary that
is needed. Disagreements with the goals and directions of a program
cannot be worked out by the auxiliary or at the middle management level,
Ultimately, political opposition is fought at the community level by resi-
dents who believe the health worker is providing the kinds of services
they perceive the community needs.

Obviously, auxiliaries cannot be all things to all people. A great deal of
their acceptability to the general population, health professionals and
other co-workers, and to government authorities will be influenced by
the success during the planning phase at securing widespread participa-
tion in the development of the auxiliary program. Also. the more distinct
the role of the auxiliaries, the casier it will be to assess their performance
and the acceptability of those uactions.

Job Satisfaction of the Auxiliary

The workers should also find their job acceptable and feel rewards are
adequite, whether in money. prestige, or recognition of their contri-
bution to community well-being. The importance of a strong support
system to worker morale has been discussed. The auxiliaries should feel
they are treated fairly and with respect by supervisors and other team
members. They should feel their job is secure and look forward to future
health activities with anticipation and optimism.

Although attitudes are important, the health administrator should also
investigate other indicators of employee satisfaction. Turnover is a good
measure of job satisfaction. Auxiliaries can, of course, leave their jobs for
reasons other than dissatisfaction. Their families may relocate to anotker
area or they may be promoted or offered a better opportunity clsewhere.
Still, it is important to review the rate of turnover, that is, the number of
persons who have left the job as a proportion of those who have held the
job. A program is not effective if workers repeatedly leave, requiring the
training of more and more people to replace them.

Measures of Program Efficiency and Effectiveness

Activity Analvsis

Job analysis is another method commonly used to measure the extent
to which the auxiliary is meceting program objectives. The data pertain to
the productivity of the worker and can be used in assessing the efficiency
of health service investment. Job analysis consists of identifying the de-
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sired or actual work content, based on information about the auxiliary's
services, activities and tasks, in accordance with program objectives.®
This method is useful for monitoring a program or as part of a one-point-
in-time assessment of auxiliary services.

The supervisor or program evaluator will need information on the
auxiliary’s performance of a series of tasks related to actual delivery of
services. They may enumerate from activity logs the productivity of the
worker in such activities as immunizing children or spraying homes with
residual insecticides. If the worker is illiterate, another method must be
used to monitor activities. In Kenya and Colombia, for example, colored
coupons are used to record activities performed and medications given.
A count of the coupons gives a picture of the auxiliary's work.

Notall activities are equally efficacious. Technical supervisory person-
nel may wish to use activity records to develop a profile of the auxiliary’s
preventive and curative work, distributed according to frequency and
known efficacy of the activity. Also. community supervisors such as vil-
lage health committees may review the auxiliary's community develop-
ment activities in terms of achievements and appropriateness to the
needs of the community.

Tusk Analvsiy

A health administrator may not depend on activity reports but may
conduct a special task analysis to reveal whether there is a discrepancy
between the tasks the auxiliaries are trained to do and the tasks they
actually are performing. Observation is made during a sample period of
workers on the job or patients as they are cared for by different health
workers. Experience of other investigators has shown that observation
should be continued for at least one week, as it takes time for the auxiiiary
to get used to being observed. There is also the sampling problem of as-
suring adequate representation of activities performed at different seasons
of the year: e.p.. during planting, harvesting, the wet season, dry season,
ete. A funciional task analysis will show the administrator the average
percentage of time the auxiliary is engaged in functions such as curative
care or community preventive care. Quite detailed analysis can then take
place. For example. a ratio can be obtained of the time in direct service
versus time spent in administration. If a functional analysis has been
made of all members of the health team, it is then possible to obtain a
ratio of number of preventive service contacts by the auxiliary compared
to those of physicians.

Service Coverage

Utilization rates are an important part of information used in monitoring
and in pre- and post-evaluation of health programs. One counts the num-
ber of patients seen at the clinic or the number of visits to patients at
home and compares these to the total population in the service arca. The

100



program administrator needs some measure of the coverage of the target
population, since one of the major justifications for using auxiliaries is as
extenders of the health care system. A measure of their effectiveness,
therefore, would be the increase in population coverage for the various
health care activities provided by the program.®

Visits per capita can be analyzed by length of interval (e.g., daily,
monthly, yearly), type of service (e.g., growth monitoring, curative, edu-
cational), nature of problem (e.g., respiratory, fever, contaminated water
supply), provider of service (e.g., midwife, medical attendant, health
promoter), type of treatment (e.g., drugs, oral rehydration, installation of
well covers), location of village (e.g., age, parity, socioeconomic status),
or any comparison that makes sense in terms of assessing the objectives
of the program. If these utilization data are compared at two or more
points in time, the investigator must take into account seasonal distribu-
tion of illness and seasonal accessibility to services (e.g., impassable roads
in the rainy scason) when interpreting trends in service coverage.

Neither service statistics nor functional analysis will establish why a
discrepancy exists between training and performance. A worker's produc-
tivity can be influenced by such diverse factors as size of the target
population, illness patterns in the arca, availability of information about
auxiliary services, cultural acceptability of these services, availability of
other sources of care, distance to the health center, dissatisfaction with
the auxiliary's services, staff mix, willingness of other members of the
team to delegate tasks, supervisory support, available resources, or the
auxiliary’s own job satisfaction. If the health administrator is interested in
understanding the factors responsible for utilization of a particular auxiliary's
services, the data needed will go beyond those available in a management
information system. A special survey of the population will be required,
with the enaiysis of these data controlling for key variables that may limit
coverage.

Outcome of Care

Another measure of the effectiveness of an auxiliary program is to look
at the outcomes of care. One approach is to determine the effect of
auxiliary scrvices on the people receiving them. For example, one may
wish to compare birth weights of babies whose mothers received prenatal
services from an auxiliary with those whose mothers did not have such
care. Or, one may be interested in the contraceptive continuation rate of
women counseled by the auxiliary versus those receiving counsel from
other persons.

The program may also have an impact on the mortality and morbidity
rates of the target population. To obtain these rates, data on both users
and non-users of services are required. Vital statistics may yield some
information, for example, on changes in the death rate for children under
three years of age in the area or the number of deaths due to tetanus
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neonatorum, Special pre- and post-surveys may be necessary to deter-
mine if there is a change in worm infestation in the population. the extent
of anemia, or eye problems. 1t s equally important to evauate the effect
of the auxiliary on such precursors of disease as impure water supplies,
inadequate drainage systems or inadequate immunization coverage

The administrator may also wish to assess the auxiliary's effect on the
health behavior of the population. Are more people using clinic servicees,
wearing shoes, or boiling water. than before the program started? Has
there been an increase in community participation on health committees
or in volunicer activities? Has the presence of the auxiliary resulted in
changes in the hygiene of the traditional birth attendant or village barber?
Has the auxiliary affected the behavior of the local pharmacists?

As the examples suggest, outcome measurements call for either a be-
fore-and-after design, or preferably, a control (or comparison) popula-
tion. Special research skills are required for outcome studies. Data col-
lection and analytic strategy are much different than for process evalua-
tion. Greater precision is required in the information obtained. and one
must control for many more variables that may have significant impact
upon patient and population outcomes,

Cost Analvsis

A major element of every evaluation design should be the short- and
long-term cost-effectiveness of auxiliaries. The use of paramedical per-
sonnel such as dispensary attendants or dressers, sanitary assistants or
nursing auxiliaries is thought to be less costly than professional health
manpower. Unfortunately. in many localities this assumption has not
heen documented. although it may be true. The health administrator will
be able to determine the most efficient personnel for a given situation by
conducting cost-effectiveness studies.

In developing cost estimates, the investigator should include both
operating and capital costs. The initial “start-up™ cost may include the
construction of health posts, as well as furnishings, drugs and equipment.
The cost of training auxiliaries is also included in the analysis. 1T job
turnover is rapid. the program may be incurring large training costs,
despite the fact that the outlay for training any ene worker may be small.
Dircct and indirect operating costs include salaries. supervision, continu-
ing education. supplies, maintenance of the health post.and vehicles or
animals used in transportation.

The investigater should be certain to include all costs. Often, goods,
services or funds come from outside sources. For example, in Tanzania,
costs of training and supplics are borne by the government, while other
costs are the responsibility of the village communities, which may seek
outside funds. In Jamaica, for several years, community health aides in
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rural arcas were supervised by medical students who received no salary,
only living accommodations. 1t is not unusual for programs to receive
food supplements, or donations of cement or seeds for planting. Such
items are part of the total cost even though funds for them do not come
from the program.

Cost efficiency

An average cost per specific output or outcome measure may be
caleulated for a specified time period, by dividing the total fixed and
variable costs by the total number of program outputs on outcomes. For
example, data on cost and data from a functional analysis can be combined
to obtain the cost per unit of service. If information has been obtained on
the cost of services provided by other health professionals, then the
evaluator can compare the cost per unit for service by the auxiliary to
that of w health professional. Cost-efficiency comparisons are sensitive to
utilization rates. To the extent that utilization is affected by distance, pat-
terns of dillness, ete., the average cost per unit of service will also be
affected. When comparing the average cost of different service programs
or different service providers, it is important that the utilization data be a
representative sample of activities,

Cost-efficient services are not necessarily cost-effective. Part of the ra-
tionale for using auxiliaries to provide primary care services is that they
can increase coverage to populations who because of distance, geography
or income are underserved. It will probably cost more to provide an
equity of services to these people. It is important that the evaluator
estimate the cost per benefit to the service population,

Cost-effectiveness

A cost-effectiveness comparison was carried out by the Narangwal
Population and Nutrition Studies. Cost-effective ratios were used to cony-
pare different experimental service groups that were composed of dif-
ferent mixes of health manpower. including villsge attendants, family
health workers and their supervisors, public health nurses and physicians.
Data on cost of service were obained from a functional analysis, and
combined with fongitudinal data on vital statistics to obtain an estimate
of cost perdeaths avertedand cost per births averted.” From longitudinal
growth survey data it was possible to caleulate the cost per additional
centimeters of prowth at age 36 months, Cost per illness averted was
caleutated using data from i longitudinal morbidity survey. Information
gathered ina cross-sectional psychomotor development survey was used
in calculating the cost per increased percentage point in psvchomotor
shills.

Most program evitluations do not involve such large population trials.
However. the general principles can be used by any size program in as-
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sessing services. The evaluator must determine the following ratio of
additional costs to outputs gamned:

Cost of new service input
minus cost of traditional service input

Units of new service output
minus units of traditional service output

The health administrator may wish to review literature on calculating
marginal and average costs. Berman has applied this to an assessment of
the efficiency and effectiveness of village health worker programs.*

Communicating Study Results

Finally, results of the analysis of the information should be communicated
to the worker, the community, the teaching program and health system
officials. If the auxiliaries must fill out forms but receive little response,
they will become frustrated and the value of their activities will be
lowered in their eyes. Inaccuracies and omissions in recording can result.
The government may be reluctant to budget necessary funds without
soine evidence of the effectiveness of the program. Other health workers
may be reluctant to support the program if they do not know its benefits.
Without feedback, the training program is left to churn out the same kind
of workers, despite what may be disparities beiween training goals and
actual performance. Unless the health program is actually made account-
able to the community, the people will continue to be passive recipients
of whatever services are provided.

Not only is there no ethical justification for withholding the results of
health surveys or acceptability studies, it is folly to ignore the potentially
valuable reactions to the findings. Most programs do not lack data, they
lack analysis of data. The opinions of community members and members
of the health system who have had experience with the auxiliary program
can make the interpretation of the data more intelligible. The dissemina-
tion of evaluatior results should go beyond report writing. There should
be meetings or open forums at which the results can be thoroughly re-
viewed. There is more to be gained than to be lost in soliciting criticism
and suggestions. An informed public will make better decisions. The col-
lective wisdom of the community will help the health administrator and
planner to mold auxiliary services into a practical program that will
improve and maintain the health of the people.
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