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PREFACE 

This is the third of a series of A lI)-supported monographs in interna­
tional health, jointly developed by tile American Public Health Associa­
tion and the Office of Health of the Agency for International Develop­
meint. In selecting monogral)h topics. an attenpt has been made to iden­
tify areas of topical and timely interest in order to reach working level 
professionals and policy makers in the field. Since the monographs have 
been planned with a practical rather than theoretical focus, they are tar­
geted for generalists in international health rather than ile academic or 
specialist community. We suspect, 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 witl auxiliary health workers, and represent a team with 
first hand experience, and muhiple associations with those responsible 

for actual, ongoing, living, breathing, training and service efforts utilizing 
prima, y health workers. File present volume pulls together experience 
and bibliography in tile area 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, but 
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 achieving more adequate levels of "health for all by 
the year 20(X' gains momentum, increasing attention 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. Witi the recognition that (tie con­
vent ionaI patterns of curative, hospital-based, high technology medicine 
do not offer adequate solutions, a grLuwing emphasis is being placed on 
promotion of health through more integrated vctions of health care, 
sanitai ioi, educal ion, agriculture, transportation, and a renewed emphasis 
on participation by individuals and commtnities stressing the need for 
utilizing previously untapped resources. 

Numerous clallcnges are posed by th', effort, pointing up fhe many 
unanswered questions, unsolved problems, inadequate information sources 
and unexplored iss;ues. 

In addressing this, the American Public Health Association has estab­
lished a Hea Ith Information -xchange through which it generates, collects, 
analyzes, ,aild disseminates information on issues in health care delivery. 
As a part of this effort, a monograph series will review some of the 
critical subiects of concern suchIas comprehensive planning, manpower 
dev,.lopient, financing, environnienal aspects of health programs and 
mobilization of the private sector. These reviews strive to synthesize 
available klnowledge in a formal 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 in realizing the impossibility of training and supporting 
the vast marpower pool (doctors, 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 (difficulty of influencing highly-trained professionals to work in 



rural ateas , programs arose lor the training and utilization of dilferent 
categories of health workcr who have much less formal education, 
whose Ia initn.g can be done close to (ie a-ca of uttilization at a low cost, 
and who are w illing to remain in the rural areas. Such hcalth providers 
have been used iln milany cou,!lntries ovr file years in boill sinall-area pro­

rllnIls Md in ones ol a lmore extensive nailtrc. NOW that the conceptC has 
giradualiv I)CCel acceJtld as rIaSolable anid as a basis lor delivery of pri­
mary health Calr'e, cCcri.siderCL it piopitious to J)roduce a ,oillime that 
\ould resent th ecxpericiiccs ol auxitiary-based heallh care delivery 
programs, both i)ositive aid negative, to piovide background for 
persons already ilvolved in, or coiltenplit irig lh' utilization of, aux­
iliary health manpower. Ms. Storms has done a very careful analysis of 
these experiences. 

Herbert I)altnat. M.S.. Ph.D. Susi Kessler, M.D. 
Project Coordinator Director 
In einat ioial Health Programs Inter national Health Programs 
APHA APHA 
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SECTION I- INTRODUCTION 

Ilmflrtace (." Healh .u.iliarics 
of health workers with only short-terl training to provideThe use 

idea, but it is ono that recentlv hasbasic health services is not a new 

gained much prominence. lodav. auxiliary health personnel are providing 

primary ,,uC services in the community and assisting in clinic' and rural 

health centers. are1herCaching people who have been unable to getC 

modern health care. particularly the poor and those who live in rural 

many different names in dif­areas. 'hese auxiliary workers are knowl byV 

ferent countries. 'ltere are also differences in their training, salaries, 

lSpeCt Of their use. vet what theysupervision- indeed, in almost every 

have in comnion is that they reach lie community at allsimple, basic level. 

Because the', offer village-bascd primary care, auxiliarics provide a 

ullque opportullity to introduce lne\\, methods and relevance into the 

delivery of a,country's curative and public hcalth services. 

.A.vih'CAiGrow h in K nowi't' l A m 

)ur knowledge about auxiliariCs h, rapidly increased. 'here havC 

con-crned with their activities. Thesebeen a numb+1er of publications 
national and international healthinclude contincnia'ies fron leaders in 

on the rationale for paratnedics:1- descriptions of existing primary care 

and most recently, diagnostic manuals or guidelines designedprograms; a 
for the health auxiliary." ' Some of these publications are specific to 

example is the comprehensive Commun ity
certain locale. Such an 

was written for a program in 
Health Worker: Programi hManual which 

' as Pmjunamv ('hild C'are. have been 
California. Other manuals, such 

Several countries and inter­
assembled from sources all over the world." 

care
national organizations have held 	 conferences on primary health 

that have included inportan t discus­
and community action programs 

sions on the use of community workers and similar au xiliary health man­

power;',-:": and through the informal networks ringing the globe, the ex­

who have developed auxiliary programs have been 
seperiences of tho 

shared. These activities have resulted in resolutions from international 



agencies for extension of health services coverage based on primary
care and community participation st-attgies. A chief recommendation 
is the expansion of basic services to communities through use of locally
selected lay persons'and substantial numbers of auxiliary personnel.-'

To date, we do not have detailed sciet;'ific dtaltl Itost efficientOil the 
and effective program elelents fora, Irtilar setting. N'evert heless, the 
contributions of many people illiny ' tCOLnriCs hac prtovided a basic 
core of knowledge a-bout the training, use, and services of health auxil­
iaries. The purpose of ihis monograph is to draw twgether this information,to discuss generic issues illthe desie ii amd manageet Ofauxiliary Iased 
health services, and to describC alternatives ill order to assist countries ill
developing their Own res i res for impr wed delivery ,fhealth care. 

Purposeof ThisA oograph
This monograph is written for persons responsible for designing and 

nlanaging health care programs in the community. The information
 
contained here should iepertinent 
 o tllose at all levels of health planning
and administratior, from tie senior health planner and regional and dis­
trict health managers to the implementor at the local level. It should be of

chief inrerest to the medical or health Officer who 
 is re!.ponsible for the
 
planning and administration of a program in which auxiliaries provide

soen basic health activities in the comnntlunilv. such as health pr(ootion.
 
prevcmivc care. and .,ilple treatment.
 

Since funds are ,o precious, llrv must be ;astrategy to develop

programs that are ht,lh ht.inl cOSt 
 and CffVctiv'e. The senior health plan­
ner has to allocate funds properly for lational health 
 manpower (nunt­
hers. distribtion, and h\.ispecialtyl and related training programs.
The plann r must desiglate tet Ipp opriate uiblher and specialty type of 
facilities, including use of health facilities for clinical training. TO do this,
the p!anner must intimately know. the economics and geography of the
local area dS Well as the characteristics and health prohlems of the
population and uiderstand exactly how health personnel are to he used. 
trained and super\ isCd at tie local level. Similarly, tire person managing
the program in the cntnmunity must understand how that enterprise fits
into the m+erall functioning of the health s asistem,well as how to imnple­
nmenl the strategy for dealing\with cornullitly prOhlenhs. 

This monIoLaph is intended to be a practical. useful source hook on 
ways to pli and carry utlltie recrulitment, selection, supervision, con­
tinuirg educationlallild e aluatiori of colmitlnily health workers to provide 
a basic level of1hellthr care. Aks Feidall has stated, in designing health ser­
vices for developing coulntries. "tie overridling question is not what but 
how, on the Slender resmirces at conmnand. ' 

lssue.s 'Ilheu/l/h .S;'ni'cSDeliver ,
Befowe iiO\ing inh)the specifics of program development, it is inlpor­
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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 planning.3' 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 

percent 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.3" 
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. Areas that once relied on mobile medical teams 

now find these completely impractical. Increasing costs of meoical 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 low-cost health delivery systems for rural areas. 
that provideAttention, however, is also given to auxiliary programs 

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 sani.ation. 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 

a basic level of preventive and personalshould have equal access to 
health services. 

There are an estimated 1.1 billion people with a per capita income of 

under $15t a year, and perhaps %miotherbillion people whose per capita 

How io assure that this vast majorityincome reaches only $200 a year."4 

will have access to a basic level of health services isnot 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 

and managers confront daily. Finding the necessaryhealth planners 
the health needs of the "world's pooresteconomic resources to meet 

billion,"" is a complex task requiring long-range solutions. Given the 
re­economic constraints, several other strategies have evolved. Most 

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 services. 

CoI1nnir Part uclat'on 
Indeed, the most importrnt health resource in any health service is the 

people. By that ismeant more than just the health worker or tile consumer: 
it means tile C uity itself. Nav'arro has pointed outlnll that most of tie 
Public health campaigns thalt have been successful have been based on a 
massive participatiol of the population in the genesis and implelmenta­
tion of the plans. " The development of auxiliary programs, as with other 
health services, is a joint enterprise of planners, managers and the com­
mu nity. 

Essentially, governments shotuld act to reduce suiffering lnd to improve 
the quality of life of their citizens. But how can these aims be translated 
into action? Cinlmiities do need gov\'erllellcllt assistance to obtain 
trained workers, health facilities and basic medical equiplr.wen t. Yet cell­
tralized government planning for health an1d development has often 
failed since the attenpts to bring services to tile people did not involve 
the energetic and thoughtful participation of tile people. McCord has 
stated the challenge well: -For tie most important health needs Ithe pro­
fessionalsI 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 probleins themselves, that is­
sistance is available when it is needed and that occasionally public action 

"' is necessary. Planners aMid adminiiistrators nieed to learn how to involve 
the conmmunity in the process of planning, selecting, training and super­
vising conmunity 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 a.Part of Dc,vcolummt 
Finally, to understand fully the relationship of health and human 

values, medical professionals iiinust face tie reality that olher community 
concerns will probably take precedence to the relatively small problen 
of providing access to iiiedical care. Providing adetquate quality and 
quantity of water supplies, increasing agricultural production, improving 
efficiency of animal husbandry, as well as providing ducation, housing, 
good roads, Ctllllllllicatioll with oiler parls of society, and labor rewarded 
with wages that permit a deceint living all may require more inmiediate 
attention intile total development picture than access to iiCliical care. 

Diversitv (4 Health Serv', Apprache.s 
Another basic principle iii ile 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 most appropriate for a particular setting. To­

4
 



day, the interfice between tile health systent and the- coimnity is being 
explored illa variety of t'orms. Several countries have re-exalinleI the 
respective roles of the commulitv and healhth services personnel, par­
ticularly in lighi (ithe experience (,the People's Republic of ('hina 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 nlot always 

' relevant and beneficial, even if available." The appropriateness of 
family planning methods to different settings is alnexample. For reasons 
of acceptabilityias 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, comm unication, transportation) will not be 
the same in one area as in another. 

The creation of any new clement in heihal services deliver' arises otl[ 
of both an historical aInd currCnt Social context." Some types of primary 

health services exist in every country. It is important to assess and build on 

these. ffortls Ioextend coverage 1t 111persons Will depend. for the Most 

part, on the success which which the new htcalth workers aind their 
institutional 'llelgelilts can be jo)inlly incorporatcd into the Modern 
system of medicine and the traditional life of the community. 

Even if the tcchlnoiolov can be trMsfCrrCd from onee social setling to 

another, there is the question Of the ;liC Of il­a t ile 

ntovatiot. I lie barriers itacCepting ChaniC have traldititilllv bCCn iden­

tified as illiterac. rural value allndfitalim,. lack Of' iCdia exposure. But 

thCsC imliiidnal atttrihutcs e)ccir within a social struclure. Individuals 

fulctiol ill st lalnl thesocial ems rCpreCse lLls of those SiriCtures. 

Rather than eritii,.e t.,eold w\ s.'" it ay be oleCfruiful to>s.,C that the 

inltrodUetioi 4 aill)ynllllt'\Mltanon htlher health auitxiliies0- Corlllltunilv 

in icalth plallnitil takes phlce ill a specific cconlonlic and political 

situaition. Ronlihy and Solter's experience illIran of Ifollowing [he C'hinese 

Model of eClnntil' selectiown of villagc health workers poinis )illtile 

social impedinits it trNinito tratislate one cultural model into atther 

cultural setting." 

Polh~lc.ll l)'sral[ltI 
misI-eti ire desitrailit\ of tralititr ausiliarv health workers is iuch it 

political decisiotn isi technical one. ('a 's impressive gains illhealth 

coveraice and chranges inl tnrtality aid moribidity pitterns have taken 

place itt a1mol0del thi places priority (itpritiary care Itorural areas with 

services delivered bI physicians.' Ill tile People's Republic (f Chinia, on 

the other hiand. the response to thL'Matidate o Pitt tihe enphasis )irural 

areas inlmcdiCal aid hCalh work was tile rapid spread Of no-physiciats, 
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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.44 

Many more examples could be cited as all systems innovate in (heir 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. 

Patternsof Illness 
Another element causing diversity of programs isthe different patterns

of illness 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 diseases 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."4 

The epidemiology of disease 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, isrelevant to cultures 
as varied as those of India and Africa.4" 

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.4" 

Su mntal o. 'CurrntTrends , 

In 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 experi­

mentation in service delivery. There is a growing recognition of the need 

for an integrated program strategy with emphasis on central, regional and 

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. 

Todat -s A uxiliarih.s 

FoiLe'nltze's 

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 '2 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. t:endall als, examines tlie history of auxiliary 

training in Africa as introdtlced 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 tlie 

Sudan, Uganda. Kenya, Malawi, Nigeria. and Et hiopia. There is also a 

brief d iscussioii of programs in Vietnam, India. Ceylon and Malaysia. 

Historicaland Curri P'rogram1s in North A ,m'rica 

In North America, village health .aides were introduced in Alaska iin 
1947 to provide primary medical care in isolated native villages." The 
U.S. military had used first aid attendants ill World War I, and later 

broadened their role Io thnat of medical c rpsnien 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 one of the first to use paramedics in tie divilian 

sector of the United States. " In the 19('s, several auxiliary programs 
were started including the Duke University physician assistant prograni: ' 

the University of Colorado pediatric nurse practitioner program;' 
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the University of Kansas adult nurse practitioner progran;" and the 
MEDEX program." 

From tile late 19 60's through tile 1970's, many projects were begun in 
the Inited States that used "non-professional" cadres to provide profes­
sional health services. Reports have been published o11 the experiences of 
family health workers in Boston" and New York City: " Itberculosis con­
trol aides in Baltimore:'' health guides in Buffalo: 2 community health 
workers in IHarlem"' and North Carolina:"' family health workers in '[en­
iessee:"' indigenous health aides in California:- health assistants in Texas:", 

family health counsellors in )enver:" and former military medical corps­
men to provide health services in jails in Cook County, Illinois."" Domiciliary 
care. particularly for the elderly and handicapped, continues to expand 
throughout the country, using honlemaker-home health aides" while in 
California tihe\ have trained persons from poverty areas to give niursing 
care to ill people in their homes. ' 

CurrentPrograms Throughout the World 
An extremely important forerunner of presen village health care pro­

grams was the Ting Hsien experiment in rural China in the 19.10's." This 
expcnimCt was designed "to make elementary medical relief and health 
protection available for the nasses.' The foundationl of this community 
health system was the village. There. the Village Iealth Worker was 
responsible for records of vital statistics, epidemic control. sanitation, 
medical relief, and referral and health edLcalion. The next level was tile 
Sub-District Hicalth Station, where a physician, dresser, wasor nurse 
located: and finally, there was the )istrict Health Center. 

The reost provocative and comprehensive use of auxiliaries, however. 
has cone in developing countries where auxiliary health workers can be 
found in popllation progralms and those of' intcrated comnmunity de­
velopment. Toda\. \%e find rural health technicians and health promoters

" in Guatemala:" public health medical associates in Algeria;" multi­
l)urpose workers and part-time social workers in lIdia: village health 
worker clinic assistants in Bangladesh:' American Indian and Alaskan 
CoIllUlity health representalives: ' nialtrones in the ('anteroo:'" 
hehdars, ~h\ea.rts. aLnd IChdashtIl'S and olher frotm-line health workers 
in Iran :1 

I'2 medical assistants in Zaire" and the Central African Repub­
lic:" MCH aides"' and medical auxiliaries in Tanzania:" collnllity 
health \ orkers in Keny',i> health extension officer-s in Papua New 

';uinea:'' health assistalls in I:hiopqia:' VechakOrn in Thailand: health 
auxiliary nurses in Venecela:" family' health assislats aMld rural health 
workers ill Nigeria:' heallh pro l ttl's in Nicalr-tea:" village health 
teams in Nier:'nutrition health auxiliaries in Yemen:' and voltmeer 
village health \workers in Nepal." Sri Lanka' and lie Philippines. '"'This is 
not an exhaustive list. rIllograms are contintallk being developed around 
the globe, still unheralded. As l)r. Cccil' Williams has noted. '.Sonie of 
the most useful people ha'e no rubber slalp."' 
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Definitions and Categories 
There are so many names for auxiliary health workers and their activi­

ties so differ that tile designations are both confusing and filled with 
debate. However, several definitions of an "auxiliary" worker do exist. 
Roemer,"' in his anal ysis of the role of allied health manpower in de­
veloping and socialist countries, distinguishes four basic types of allied 
healt h workers: traditional healcr,. paramedicalhealth a'orkera elenen­
tarl' doctor-. htitutes anid irimaa ialth practitioners. Ill his scheme, 
the paramedical health ,workerisUnder the strict supervision of doctors, 
carrying out delegated functions. In this category he places the nurse, but 
iakes an exception for the Latin American auxiliary nurse who in prac­

tice serves as an elenentary doctor-subslitute in many rural areas. The 
elemuentarv doctor-substitute has a relatively broad role and due to the 
lack of physicians in rural areas of Latin America usually provides the 
care for rural populations. The fourt h category of health worker includes 
those better trained primary hicalth praczitioners. such as tlie Russian 

lh.her, the Fthiopian health o licers and the Malaysian ho.italassiv-
Witlls. 

Auxiliary health workers are commonly characterized by incotme and 
education levels aId type of practice. Ilr I972 the World Health Organiza­
tion defined the "medical assistant" as a "health worker with eight to nine 
years basic general education followed by two or three years technical 
training that shuld enia ble hiiii th recognize tile most commo0n diseases, 
to care for tie simpler ones, to r...fer more compl1 icated problems ard 
cases to the nearest health center or hospital. to carry out preventive 
measures and to promo.te health in his district.'"''' Most community 
lhcaltlI workers have less than six VCars oIf basic education and usuallV less 
than a Near of professional training. They IIaV, however, undertake a 
broad range of activities, including personal and environmental health 
services and ciniInitV devehlpmCnt taisks. 

)ne such tylology is tle categorization of paramedical personnel 
according to achie\ ement of secondary education and technical medical 
trainin tc.g.. nurses, nlil\wi\CsI. slb-professionals who have some sec­
ondiac'v elucalioll and medical trainini e.t.. ;ssistatll Imediclal officer), 
allid ;:,iliary ierstinnel who ha e achieved a liddlC sciol dutltcaLtilon or 
less aiio wit, recei\ed shorti-term training in me1Ldical care skills.'": 

Il terms of income, thC auxiliary dresser, nurse's aide, auxiliary mid­
wife. dispenser (r hoc i health aide recceics lover %kacesthan tle assis­
tat medical ifficer. healh lficer. nurse, midwife, health visitor or 
sanitarian. These. in turln. are less well paid thall physicilns. denlists arnd 
sanitary eniine.r,. : ' 

Recenlh. sOire ha\ e hcun tii distinguish auxiliar. \,,iker,s paid ill full 
or part fur their services from \vlunteer health \woIrkers %ho receive rio 
conipeisalin for their sr\ics. Ilto\ever. atreal loss of infirmatioll Oc­
curs if \oluntar\ health \,iorkers are xcldeCLd from our counsideration of 
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health workers who provide services in (lie 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.11" Indonesia has also trained volunteers 
to provide curative services for minor complaints.I ' 

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 adispensary 
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 heahh 
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." ' -"" 

Another method of distinguishing anong auxiliaries is on the basis of 
independence of practice. Does the auxiliary function chiefly as an assis­
tat? Is 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 tile 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 tile 
scale of the health project that employs the health worker. If tile 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 voLnteerism, the auxiliary health worker isgenerally 
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 ,onsidered together in tile discussion of alternative 
methods of the planning and management of auxiliary based health pro­
grams; however, concentration is focused 6n the training and utilization 
of a basic health worker in the community. 
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Bibliography and£ PublwcationsPertainig to Auxiliaries 

For persons interested in obtaining additional information about the 
various kinds of auxiliaries and types of auxiliary programs, several 
bibliographies are available. The International Development and Re­
search Centre (IDRC) has a series of annotated bibliiographies, Low Cost 
Rural Health Careand Health AMlanpo er Training."IThere are also two 
annotated bibliographies, HealthManpowerandthe MedicalA uxilhoyt'" 
and The Trainingof/ uxilarh.sin 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 Il-PROGRAM DESIGN: BUILDING TIlE
 
SUPPORT SYSTEM
 

Health Planning Framework 
Health planning, lik.oilier aspects of,managenent. is not an end in it­

self, but a tool to help meet the health needs ofa populaiion. One has to 
understand how to LSC these tools in the most effective manner. IIn the 
last decade there has been an increased interest in management tech-
Iliqiues and comprehetnsive health plannilug. Iniversities offer instruct ion 
inthese areas inboth graduatC prograns and special certificate courses. 
Recently, *lie World Health Organization initiated a program to instruct 
health personnel in the complexities of health planning and manlgeleilll. 
For the reader who wishes to learn sole,of the basic techniques, several 

texts arc available. Tw\ that will be helpfil arc (;uidh'ljnc'. 10l/ HthIcltll 
luhm 'r byv ( ish, anrd Iha/1h PIn'ig"(.jualittive Ab'ct.I an(d Quan­
litative Techniqut's, edited by Reinke.' Those interested in health plan­
ning in both industrialized and developing countries may also wish to 
examlline lI 'alfh Mulanlpowc'r lanning: A (Comamrativti StudY in Fouir 

Coltric'. This publicatiin rC\iews the history Of d'\ClllllIntal plan­
ning in Latin America and the Caribbean, outlines the steps in nianpower 
pflaninig and coTiclils with illustraive experiences from four countries, 
Colonbia. Ecuadlor. I IltNuras and tCe I nitCd States. 

Healt Ilplanning call e viewed iitwo lers)CCtiVCs. ()ne is tile aItial 
design of parlirti'ular prograi: tile second is formal predicti\ e planning 
that is. naking predictions through the use of basic techniques about 
changes over time and taking these into account in program design. In 
either case, hCallh plaillning does iol coniclt_, ill,.A person needs 
training in the use of basic planning techliiIes for the de\clopilent and 

inipleentalion of hcallh plrojecls and prograns. Information is also 

needed n tilheexperiences of healhh planners and managers in different 
scilings sinice hcalth pllannin, k,a process that incorporates both objec-
Ikye quntiiIvt.e tchniques andlitsiibiective 0)ilion. 

This niontgraph wvill ot-escribC heahlh planning ItchniqLuCs in detail, 
hui w\ill I)pint otu hl fhe\ have been uised'Ct i I tledesign of auxiliary based 

heal i pn)igranis in developing counlrics. his sectioni oil program design 
bcgins with [lie planning frainc'\ork and iInoxs onlto the actual planning 

lpro0C.css. [lie discussion first centers oil the iiporlamit elcnits of a sulp­

)ort Systcll for auxiliaries illd then prioceetls to prograill l,'Clopment. 

bricfll co eriti assessmilent of hcalIh needs, determiniing iCsource re­
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quiretments, setting priorities, program specification and itplenlentation 
activities. The material draws upon the experience of peopie in many 
areas of the globe. In reading through this section, the reader should 
remember that the development of a progran isa process that takes tirne. 
Each step in the process will ultimately come to characterize the whole. 

Initiating a Program 
Whatever the characteristics or motivations of tile i-v:ltIh planner and 

administrator. without a support system an auxiliary based health pro­
gram will fail. The I EI)IX 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 a lag of ten 
years from the planning to the opening of inew hc.:,pital. The develop­
ment of a primary health care program can take almost as long from tile 
initial idea of felt need to the actual training of auxiliaries. 

A most interesting case study has been written about tihe initiation of a 
rural health technician program in Guatemala.' Tihe docuinent Covers 
nine years and follows the development of the program, including: gene­
sis of the idea to train physician assistants for rural health care: technical 
development of the idea in management workshops; influencing tile 
medical coiunlti lity and solicitation of funds from donor agencies; de­
velopment of political awareness and receipt of funding; manlalgellielnt 
workshops for key individuals to present ;ie findings of feasibility 
studies: rising opposition to tile program; the process of developing tihe 
loans and then obtaining tile funds that permitted tile development of a 
training course for rural health technicians. 

With so many clement s in volved in the development of a support 
system, the process cannot be hastened lest there be mistakes that will 
later plague the operation of tie program. The process (oes nct end, 
however, with the construction of an initial support system. The health 
manager will be continually occupied with strengthening tile support to a 
program. 

Indivtdu'al and (ave'rnmtent C(onlnifltntil 
What constitutes Isupport systeni for inauxiliary based health care 

prograni. First, tie government and tlie pOpulition involved mluist desire 
to redress tlie identified health problems, whether these exist intile rural 
areas or the slun i areas of urban ghettos. Next, there nieeds to be an ex­
plicit conlliment oilthe part of a.number of people to ;an auxiliary based 
program. Individuals who wish to develop village level primiry care pro­
grams must work with realities. WhIt is the political situltion! Will local 
officials suppo~rt the proposed prgraii, and, if not, caimi one work within 
the structure anyway? If the program brings genu ne change it may also 
bring repercussions. Are the progran supporters prepared to uphold tile 
program when opposition occurs? The program administrator must he 
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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 occur 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 comnfitment 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 occurs 
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
grants 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 programs. However, 
for long-range impact on a country's health problems, there needs to be a 
national coinmmliitmient for any such progranis. backed by a strong support 
system and a solid financial hase. 

Futidin la' 
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 1). 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 eqtuipment 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 project is started. Cost estimates 
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must be available for the initial and rec urring ex pentses of man power 
Iraining and depkoynIent including needs fir training, contuing dluca­
lion, Supply and transport of supervisor\ and rlerral persmnel . ()ther 
costs that requiire accurate calculation arc: the supply of a simple but ap­
propriate formulary: construction anid niailtelnance of ne\ facilitics; 
renovation of existing health units: and purchasc anld Maintenance ofttr­
nishings and equiplmel. The cost of facilit ies to erv ts trainin cterSa 
m1ust also be included. In addition, statistical rc')ortiu fomis. rCcrral 
slips and postage may Ieed 1t he included ill bllelilg for a siilleI info­
mation system linking local hetalh workers to lictltl centisl ori thcr 
health units. These tla are then colpared 1t illfoIrm:ation oll the ability 
of a eounry to sustain a primrY Care and referral netork. 

The need for analvsis of social and eCOn1omllic conliliolns and availahlC 
resources as a precursor of projects relatCL t uxilialr healt h nan p11)ower 
has been recoiizcd in a number of conutrics. For example. t repot' (on 
auxiliary health personnel in Latin Alerica poilned to ite need for such 
analyses ;and the coordinalioll of health wilh Other hiulilnall IsouIrc tIC­
velopment activities carried owut within the nattional health plan.' (oiin­
tries that ha e included pl-61nlziV health clrle cOmlpollents il at ntional 
health progran usually estima thle cotst for each lonramlll 'olpontIcl 
separately hv regions. shIwing deehlpet i caplli aiid recurrent ex­
penses on a yearly basis. alhowing for infla~ti. The irmmy health care 
program in :he Sudan. for exalple, has based it'; costing Illy on the 
inlplenlenialiOn schieule for Itle different primary health care ser-%vices 
that are priwided chiefly hy cmuniunitv health wtirkers, nurses aid 
medical assistants.' LCotlnomliC analssis is elially icessdai\ for slialler 
coilImlUnliRa efforts, as well ts largec-scale (TcrIItiCet CiLdos'ed prini:z.v 
care programs. Whether health pro gran, arc supptld h 11iri\ ale orI­
ganizalions, foundalions, prepaid menber support plans. charitable oi-
Voluntary organ iza tons (r goVerllt ll, resources will be seall't rclative 
to needs. 

Ltong-ral!#wI S14I)Io't 

L.xessive costs can destroy not only tle lot, laudable plans, but they 
can also ero.de ihe altiliy tf villagers to run i health plrogralii ildpCi)endenlly 
of outside stippotl. As a rpt o'On health care nitw)rk ina s'illaecr-rtui 
the mountains, )f wet'ern Mexico Sla ts, conilic self-sufficiencyvi does 
riot cne easyv..After 14 year o OPLetaliioi. the hCallh progr;il is,still Itl 
meeting n it 0) Pe r i-(1 f its o, iii ct,,. I)tl iniiit d t! b-Co' ieC 
financially self-sufficient, the sillce health (cai lhas tdesch ped ss erwil 
nleanls Of pro+ducing sUbsisIciCe incom". inicludinL ICs h iSer.\ icet. Ipaid 
for eilher ill iit ii Il)ItL t le\ kiltl wm k i, alil stch asii, nd chic ken 
farming, vegetable hfrunn, ant a coo)pcra ii\ c ctii banik.' . l thand­
ternination andi ingenuit ) o the health iteam %%illbe neeetld if illager­
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run progranms are to avoid lIIp-Ilmsuch as this onte dL ndelly tlOll­
side fundings. 

AnalysI~'is of the finatncial gnievit and evoluto of gcolrapltically Qs­
lWitnd clinics intie northwest t'nited inlt staffed bw pll,'­,tats .\Alska. 

nursescian assistants ;flt. prlaltitoilers. has raised some Ltitslion about 
% futI -ilI'-SifliiciC 


clinic', t,lidietd t_.tS -tlISb, assistantl I\aaniiai rse, practilioners.
 
IIte viahilit\- ,niC u N OfStichI pratict.. A lhouch the 

d n 

none of the stud, site; had Ltaitred self-sufficietic after tWO and One­
half years. The aluthors coIncuded that many sites illAlaska would
 
probably never beco.,,mne selIf-sufficienlt because ifhigh expenses. small
 
service area populations and low utilization. Further, they Sugguested
 
that there was altinintum population size of 15.()(l needed to susltin an
 
independent mid-level pract'ice without eX ternal sushidy."
 

Start-upi"p ,lllostImalillall.d 1Illd ,Itral doollr rslources. hill such
 
sources Ursual\ dIllnot take reCCI.Urlillr
eXpenseS lto account. It'ia Iillill 

, 
 reci and t'hlnical 

Cottll\r. tileItcipiei nt t+'rs hc illa.sufficient stte of plepare d­

pro illll t t.c lillancial ssitinlllce front a do(nort 
Il tmust 

lles, to Irt',_ - rl l it.,',iri',, 
eCnti-'un has bee-n inftto Utlut. Cart tIre people c nefit,!Whati k%ill be lft 
afltr tite tri rt,,raili is , .r atperl atltit s rviCe prlti itnl he 

aIsi e ..AfItr tIle e ltCalioil antI raining 

rillll. p (all 

nainnaliili.'l I raiin is-r-,latl y\eaS\. ntt.nt
hut dlo intto the field is
 
much Il dilffit lt.
More 

W hat \\ill he tI fill.alllilIrlt'ehalliSlt t tIre s,,ervic' pt) lllt.!Are 
flIldS ti l uic'10't the 20%c e ine IntOF the Clnntt flit IIrsIne collhilltion 
of ,iurc ,.IIt ei,.t\ e- t is ptl .is titere a lit Icial comltitmrent 
ontite palrt ilt the nlan li l health ,er\ iceT frl such it pr i.r Inra.( io\ eltnlet 
health lund lll ht\(- thsbht llhcatd lt, al tdh e],rlaii-. sluplplies. 
tranispl i t l litll idC 11r 11111111t' tlulca t i ilsl I\ illI li . ,arl- +t Car,,Prio­
,2ral timl the rllal are. \\,ill fht- .vo\cin1lilln h,' ',illir, to alter lte 
rllhotlsll Li\1,1t llh, .n11, I-, tlllllilllll,l- hle. dltI (11 he , illa S

\c rm-tl,,P'lllll \ t-'alct".' +".tl ih )[ l-'\dsnllC+,t M eIll t u. ' llt.Ct' L'~ l k .,. 

health \I'l, u ranu In C\it CC.tllI lte C11.1-\ tIe u v rt.lt.Illtl.'­

tIl.,limicil r,,l'llk it rI rrll h,,,l ti liar Ciii. 
, c
utSl i all ',,t l hi ititlul il ai, h it,r r u t wrict-s that is 

it l rt. lilt, Ir . Itcl. aI ltm 1)\ mltiituall, t, liufe .'iil i.pIe Nhl tld 
,,hrirc tIlt l, Ai , , irr ttc Ill -raill illir i ' IC'lito', ,i,i. l-rall ni l sneS 
,t ,il tl'ifr\ t sitiri t Iis i,lk tlhiat c i shrilli' %kill incl ease
 
it'esils 1e.n . ', ill thlri hist' 5a\' il
ti-U
, , p ul I ht-' IC, hllhtl's 'tuilit-'il 

tite (II)CIl~lh)[ ll lilt',. ",I- ll hd Ill (ItI'Al'-S,1-t.".1,Clt'llol 111C- helt.Ulh %.\ork.etrs+-, 

,
llt'., ,e 
proi- r,I, ill it't- l, r 

l t'l Ititir'.It lhr' 1,Urrs l ilit.' ti 'i llilt'hranlth 
islm.lukt's ,i lt-'ihi i drtlll p iitI I Call (:()f'l t

Iri l ii le ' TI itllIl\. l'...,i t_ rti' -sarllCai ielhotrllltlhit bea rthae 

17
 

i 



cost of drugs, for instance. Under some types of prepayment programs 

families can contribute regularly toward tile cost of operating the services. 

If costs are borne in part by the community, this policy should apply in 

urban as well as rural areas. 
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 ol'Auxiliatv 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 economic 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 U.S.$.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. In an unusually detailed 
monograph on the structure, function and evaluation of the Kavor (Iran) 
village health care delivery system covering a rural population of 43,0)0. 
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. It is estimated that $5.(X) is the median cost per year (out-of­
pocket) ot the 'voluntary" family membership premium. This amount 
varies according to the means of the commune, tile previous year's costs, 
and costs for needed supplies.2 

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 50 projects in 27 
countries has concluded that village health workers are not likely to be 

less expensive than alternative clinic based care. In a thorough considera­
tion of cost implications and financing mechanisms for village based pro­
grains, Berman states that it would "be unrealistic to expect rural villagers 
to bear the full cost of VHW's ivillage health workersI 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.2' 
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Adminstrative Sulqport 
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 "barefoot doctors" and related public health workers. Yet the local 
health unit does not work in isolation, 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 referral are the county 

"hospitals and the provincial and national hospitals.-
There are nany ieasons why a nanagenent 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.2' 

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, select and teach the students both in the classroons 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 levels 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 problem1s that may arise in 
situations where higher levels are in place first are ones of bureaucratic 
rigidities and professional territoridity. Unless they receive special man­
agement training, the designated backup personnel may be unable to 
delegate tasks, supervise, or engage in two-way referrals. 

Comnmunit*I,Sttp1ort
 
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 popular 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 PtIt-pu New (GIinlea, he gosvernmenlt ad 
churches hoth have training and atdministrative cotitol of prorans. 

Given tile desire for communln pi'ticipation in Ile prograil, several 

LquleStions In uIsm he decided Itthe onsel Of progria lls. Is it desirable to seek 
Illoney frl'oml Im%t 1l',IllOUtside the commnltnll~ rilld llintlin colnillntlity 

health Workers? Ilow much of tile finiancial rcsources of'a primary care 
program will coime from the c lmimnltv and how IltchI fl'rolthe central 

eterl' Ol 

side the collillllit\ itoslafff the health tCams IlhOW much comunllllit)' 
a1L.1oI1Inv is desirable from tie point of vi\ew Of tile IOcal, reIJotnal an1d 
district health n~lnalee'S? How much outside assistance illtraining and 
delivering village health services is desirable to the cOuMtMlity? 

W¥ithill tIle fralmtework of each socidet\, COnIninitlllies muSt al\ve tle op­
pi.rtulity to[phl- that is. to mk cloices abott what their illostl 

goVelnmlllenl l lo11 I dolnors? Will personnel be used from otll­

pressing 
prtoIhlenms are and how itosolv Ihcl. Lveni if there is strong central 
goverunment lllalla elletlll. citizens Iust hae\ the opportunitv to discuss 
the mel'rits of ally proposed proralll and recot endll how the prograill 
should be imllpemnteC'd. given the local resolrcs and CuStomS Of tlhe 

cOllltlltlitv.:" Apoliticall planing is not possible. It has bee_,n slo\\l that 
political goals and iprOfessioMa ideologies dleteriimine to sonic exlellt the 
OrganilzaltIo, of tile hIeillh sector.' Itthe \lheCs of the contmnunity are to 
illfluetice health policies. Iielibers of' the ComillllltV iltiSt be part Of tile 
decisiot-mkin g. 

A Keunan phYsician. Miriam \\ere. hUs distinutnished the crucial dif­
fernl ces b t ll it v otperilttiOlMi d Ctlliitllitv I)liiil .et O ltIIlll.\ ~llt 
"With tile forellr. ) rl'l hll the peoplerCill\ savinu that \Ol kito\, best \% 
ricedL Inl theotr' .evl'yon ,an 0 s ortt 'plp 11o11niunts) ittcip'llioll. 
bll w\hen it eC1s lto [he poitt. thv\Ily \\ lit it as iptephl componetit 
of a health progrin. T11e doI lt see Ihll to have real cotmunity partici­

patioll, yo ccllltlllr up ald efillllt iadvalice.­plmgma.ll ill 


are omking 

llalit lMid ullnllOr lia \ilL decisions Illde 1' 
citizem fl mhgig
-1hvisII itiporlnitIt u tile\ ib lth 

deIimilIs'. ()Ile Iei -,l ISthat1 
others fotrs", dThedim.. lhe blief thit prtofessionals or outsiders 

knov best \_akcil,,ieH .Ca.piilv imembtuors o, il lllltimlllV c stoolvoif ofa 

t self-help elLneil\ om, lheir 
abilit\ ilclr ases \ithotllilbaic tUmthrl,\ in comuiclil in their ihit\ tlo 

nieet life's pr blelmis. 
,\ ~t 1.Oll or pIoM pilitieil' ll ill nmg 

their own Wblesn,Ior take pride ill tulner-

Isoi m1itlt11g COi'llliilluit\ l plani 

;atnd inllelutunlllilatioh hOfIlilllh ltiimes is mImClilliil rolC tIme omdilt' at 
persotn hias inlhealth eare. Somi of temost illportant hmeilt care deci­

stolls a Illmidh' b\ mditidhil, ilind ftI 11 i\icL\o theirfimilihs ilORmh 

hIt0lleS- to ICed their cllildlut iiffermnth, h b)c'cotmiL d ibolthtotlheir 

source of . Ihai pik mChuiltremallr. to fewer Chmildren otto lk' tile\ willt 
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health of Chiildren through diet, 
beliefs about cleanliness, and remedi' s for sickness, but older children 
pass on to .JtingLer children simple preventis - and curative activities 

' " 

to have. Not only do parents primoI+ tle-

practiced in certain localities. -
A third reason for in\ olvin the ctmmltlulitsV is thal health is only one of 

people sneeds. There are neLds for ClplOVIl-IIt. education, justice and 

protection that compete for the intertm of the individuals one is trying to 

reach with health cal. If halth care falis to0 enlist tele interest, if' not the 

support of th ilepopulation, then there is little chance that tle essential 
changes if) hehas;+' ior will occur. " 

Althotigl ; Q mcinClt. a unis CSitv. or a church can design a health 

ser' ice and calt u\ en place it illtIlecomuIlllllllity' the poCple must desire to 

use it. Ihealth will not tle,.'Ss aid communities makei indiv"idual, 

rational choices to improve sanmitatiotn and nutrition, to prevent those 

diseasIes thalttll t-he Iprevte"cd. alildseek early and aidtqlate Ireatlietitto 
for conditions that can be effectively treated.1"" The saying, "You can 

Icaild a lor.e t water, but can't make hint drink," to be\,oil needs 

imprinted ill tOe consciousitlesS of planners and admLlinistrators. 

)il/l'.rnl .\ ,th./ o ( 'ImInIlfilv I uh'rnlt 

What are so ,ntethods for invllviie tile coninuttity in all stages of a 

health proL.ram identifyingl needs, setting priorities and carrying out the 
' progroim ! A lcrypractical outline of the steps necessary to develop a 

Commulntit+" t1C,alih I+Il0Qt~lamlI is Set forth by Johnson" based oin more than 

ten y.ears experience inl the "Dana Sehat" program in Ceintral Java, Indo­

nesia, which stresses the importance of approaching the community in 

the very carly stages of progral development. In their experience, ade-

LIlate Social preparation of tie community is crucial to the success of a 

program. It is recommended that infornal individual and group discus­

sions about community pro)blemns and needs be held between health 

workers and leaders in the ctmmuinity. Then community leaders, assisted 

bv the health workers, introduce these ideas to connunity members 

through group neetings and informal contracts. 
A different 1ut11 sUccssfl itidl of iintpirting a hcallh lmessage was 

used ini lie \\Vorld Health ( )reanitiliols siallpox cradicalion lrograin." 

[liC dCciSioii to1Cralicate sniallpox was miade by each country oilI 

OsCiimiCll ICeel. bt th Iocal tcotmUnltlliilitiCswere vital to the iniplemlenn­
olved te coopera­decision. ()f 	ieccssi iiai 

, 
talitiof il1 	 ,i.tile i)ro' in 

tioil tof Of of tihrutthotu the World. Theofll in diiluals1htisldsll 

SllilrCO \kS I ideiiits caich cisC aiid vacci(.lnate all contacts. Prograoftio­

ficials did llsl on i iessac. abot smallpx ttioi and vaccinia­
.

litm colmiiile frot lie clinics. hCallh pote-' rsoi hlltlhh cetIers - Ihe\ 

ilat lly te'n percen t of ile people would be reached throughestimated 
inilialted alat is outireach promgaiml. 

earl\ trials, officials Iulnd the iosi Successful tIC1hods wSere fhe market 
these Sourlcts. Instead. tilhe 	 l \fter 
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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 coni­
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 tile 
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 tile vil­
lage?" "Who is the midwife?" "Who is the most important woman in the 

22
 



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 hut 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." '1ow should 
we work in your area!." What should be the starting point?" The 
discussion lasted four hours and resulted in the formulation of a 
health committee. 

CoiiimmIinitV participat ion did not happen qluickly. The meeting just 
described did not take place until i year after the health teaml 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 tile bar­
riers of disiniterest and tlie distrust of the people. They: 

- relied on the person-to-person approach; 
- told every household in the comniunity abiot their services, not just 

afavored few: 
-were respectful to.the villagers in the conlext of the social mores of 

that villages: 
- asked the villagers to identify their problems; 
-- shared with tile villagers the professionals' opinion of village health 

problems: 
-asked tile villagers how to proceed ill problem-solving: 
- 11ade services available to the villagers through the health house on

i regular schedaule so that villagers could depend oi the healh worker's 

accessibility: 
-remained in the village over i long period of time, allowing the vil­

lagers to develop confidence in the long-term presence of the froit-line 
workers: ind 

- realized it took time to win trust and persisted in their efforts to ini­
volve the colnnin iiii ty." 

Another example of ways to reach the coniniII luity comes from San 
Ran6n. Costa Rica, where I local hospital has developed i rural health 
outreach program witIi participat iti from Ilhe coni mu nily." The prtograni 
is called "Hospital Without Walls" and had its roots in activities begun inl 
the period 11)55-1969, although it formally started in 1971. The program 
enconpasses home care, heltlh posts, hw1llhIi cenlters and hospital care. 
Nursing aiuxiliaries suiervised by graduate iurses work in tile field. 

Fach cominiunity has elected heIlth committees wilh coliUnitv leaders 
in charge of hcalth posts in all rural districts. These conmittces have 
formed other sub-conmintces co icerned %itIi potable waler, environ­
mental ilprovecient, and puhlication (4f health related information iii 
order t, obtain the lart'ipiipit)i of the' largest nunber of citizens. The 
commiunities selecl persons ftr training as "Responsibles of Health." 
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These persons do case finding to identify people who are undernourished 
or infested with parasites. They also examine new-horns and children 
needing vaccinations. They carry out necessary tasks to keep the health 
posts operational. Homoe visits and educational meetings are all part of 
their activities. 

There is also a Regional Coninitinily Health Association with ilan 
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 call he held for health 
personnel and ineinbers of the conmtonily. 

The program attempts to "ed ucate through entertainment." Peple are 
chosen from tlie rural communities and trained to give health messages 
by song, ventriloqIuisin, speeches. or mnagic tricks. Ilealth teais aclt in 
theatrical performances inany times, alld conduct educational courses 
for the community. Public displays Of local crafts, weaving, painting and 
cooking emphasize health inessages. There are conltests in oratory, poetry 
and inusic to stimulate the interest of the connit y in health care. 
Young people are also encouraged to piarticipate in the program by the 
Responsibles Of Health and tlie nursing auxiliaries. The imporlant element 
is people-to-people contact. 

Persons desiring idditional examples of heahlt services Inograils at 
tile village or irban neighborhood level will find Over 3(0 different projects 
using conilIllity workers or auxiliarics briefly described in tile UJNICEF 
document, "A Strategy for Basic Health Services." 2 

Pri'ait ' c o r ,Sii/p ior 

So far. this discussion has focused on building a long-terin support sys­
ten through government and tlie coiiiintnlity. But the professional private 
sector also needs to be convinced thai villaige health workers, or auxiliaries, 
provide a practical way t( care for childrenMW idadiuts illareas where re­
sources are lacking. The heallh adiiinistrator iust recognize that not 
everyone will favor ihe training of auxiliary health workers. There is 
widespread relucLance an 01 ihe IIcdical professions iinmany coLnlries 
to sanctionI tIle itraining and use of auxiliary health personnel." ()pposi­
tion also exists from nursing professionals in some areas. Prograni develop­
ers should be prepared todeal directly wiobjections. especially as the 
issues under contention are leitimate cOncerns. 

What should be tile oleratiimal link en.wCCl the privai nnd public 

health sectors'! Answerini this iiestilon is a challene for the 90l's. To 
date there is no published guide. nio formulae worked out a-i how Iolink 
tile two. Privaie fee-for-service IILdical practiceCexisis i mllost develop­
ing countries. but is chiefly a\ailahle to oul\ a small porlion of the total 
popuhlation. " 

In general, communily based priniary ifcalthi care tealns have little, if 
any, connection to the private medical sector. AIthough 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. 

Oplposition to I/se 0l'flealh A uxiliaries 
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 mire 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 assuned to know their communities well and 
to be cuhurally closer to the people they serve. Auxiliaries are also not 
likely to migrate it)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 inistakes of an ill-trained and poorly 
supervised auxiliary than ihey do the ills that beset those people receiving 
no services at all. As Wood notes, "The weight of sins of onlission is 
lighter than those of commission and the political repercussions are less 
direct."' A second question is whether scarce economic 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 
.'.use auxiliary training as a stepping stone to enter political life. For 

these reasons, soine 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 t le training and 
use of auxiliary health persomnel - tradition, or what Cecily Williams has 
called an "appalling, tbsessive honging for what one is used to.'4" 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 I they Imay fear heing left behind or left out of new developments 
or of losing the privileges currently associated with their profession."4' 

A political threat may be posed by health programs that emphasize 
non-traditional solutiions such as training and utilization of auxiliary and 

25
 



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 preclude good health 
for the people. The radical changes called for to make health manpower 
development efforts relevant to tile 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 critics 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 tile tent, his body will soon follow." 

These are powerful forces against change and cannot be taken lightly. 
Just as there are environmental impact studies, thought should be given 
to the sociopolitical impact that tile 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 tile political will, individual 
conitnitnlent. coordina;inn Of r,.-,ources, adniini:,trativo li;,.'ipline and 
conmmunity and private sector support, the program can prosper. 

Spirit ofu'he Health Team 
This formula needs one additional ingredient. As in other parts of life, 

it is tile 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, land I local and synpat hetic evaluation."' To expand on those 
criteria, the planner. admiiinistrator and health team must be sensitive to 
the dislocations tile new program will cause, earnestly desire tile input of 
every person no matiler of what status, willingly allow tie program to be 
criticized, learn from mistakes, and persist in tlie face of obstacles. 
Finally, to provide practical and realistic support the health administrator 
needs to understand the limitations of an auxiliary prgram 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 tile basis for devising effective strategies for the achievement 
of goals. 
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SECTION 111-PROGRAM DESIGN: THE HEALTH PROGRAM 

Developing a HealthProgram 

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 shoulu be both 
multidisciplinary and multisect. rial.' It should include persons knowledge­
able about prevailing policie! and legislation in health, education, em­
ployment, labor and technolo-y. and familiar with the officials empowered 
to make decisions in those ar eas. It laV include persons from universities 
or other educational inst itu'ions. 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, aeronomists. home economists, teachers. niatrons). Community 
leaders (e.g., headmen or religious leaders) and other appointed or 
elected community 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. ItI its work the group should draw upon the 
special talents and knowledge of each of its members. Delegat ion of tasks 
should not simply follow the usual administrative procedure, but should 
be based on the skills of the individual membeis. 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 each event. 
The planning activities are then arranged in sequence according to the 
order in which the events must occur. With this information, the health 
planner can estimate the minimum time it will 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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Pop~lafhi i A
 
The first step ill the process o health planlllning usually is tl obtlain infor­

fliatiol on tie current aitd prot jected populatit itt the Service area. liilor­
llation oil the size, characteristics Mid distribution o tIh liltioln is 

flndantetll(l to ascert.llilil the ntonnillt, typet and(1 distribtilion of dlisease 

ill it populatiol o'r collnlilllitV.I how\ter. e'tirlrtit iitftbiortattiti is oly paill 
Of Ihe? datal icedeLd: the' Ipkiillianner itListalsoLredit ltnre poplatioti1 det?­

2lpnltet-'tS and Iht p)ossible? cnSetitlct-, for helt' h setrvicCs dCliverV. 
CtiMiIs ill the site. cott)tOsilitotl. clliirac'trislilS sucI is land ownership 
a1d fam0il i 1c. Mtid distlrilliotl ofla p(Iptutilitio will iltr-It reqnir-­

nt.,s to health aitwer alnd fACilities. 
lasicailv. the? lcalill l) illktt.r iist ota711:in illf'olrnatiotlil ti e curretit 

nuntber anld L'h tc1i'istiCS Of popleI in h ice aeCa a1ltd tr1ijeCtd 
chates ill it fnLtIrC.A\1t itiit . the laiittr nedsca ut fiteIh 
popnlatiOlin 1 a1e-'.sC\ ilt CIion. liis dto'l ll , ic irfouittIitn Caill 
hIe obtait.ed flom11 se\ lll sOttlrs: ttisl. samleIC Snllsr\ Cv. o registration 
sVsteml1. Whilt iClualiir Aittd complete)Iis of I(Luti ritdarM poo. 
inllmost a icultural natitn h.terC IMs IcL1 some illt)l'vetniti. Still, thle 
pirle'tmti t lplattter mi Calelcnt\ l tiitctots. "lt' taiIlittay lack 
sufficiett deltail. f t ineotplctl[ llbe ot , . lc't. 0it t\i, folIt l Ct )itll 
cit'. Vitll staistics dilt. tor CaitCitp. tI\ be a1\ilAl lntl unreliable. 
Neveteless. Cxcude titttaCt ilet' bC'tIr It it o ittlilittioll iat all 
itld. illled. ttaV IMhL ideltatlM o dfte'riItinilg tlict kind of progra.i 
ineCLCd to eCl \'ilt dis-ase ilt tpililacc. 11 is itlire impolrtilal r [tlite 

pllltCtr to til ttl d tlilt reLt'It\ Cin_It ptlpulilt' data Ito ltorecastI lite 
taititile? f efft rtlui-L tl1tt it is Ito tail\a'it ildpopultllitll 

l'oplultilito sit/c is ftiitot t ihrxt a.riabltes: birlhs. deatils alltd 
iLnKritnt. lit ordcr ito iake fitt 'itte-j'Ctiotis. t Ite Itht!l I)ltilti.'r has to 

cilculat 'ts t biltlhs. dCaltis and ill- atd out-iltilraliotls. There is i 

straii'lttforxt\aid metliod of dhillI this: 1t -hillcs IbCtxxcclii tO lilltC 

iperiods arte' ti'iluillted h\ li i l i t iti-i i jiti the itnitialit. "Ialttd t i 
11 MiMltil .iltl I sutall) i l l tlo ,Stil lli'lill,.2' Hs'll il~ "i h l ttl ittgaio.ltll 

is the lestI \xcll ki,\\ i \ ariillC: I Ctixx\ r. it C',ii lie. tlrttCl\ illl)tni l 
11t21 tr\ i t' iil lilallt serxIc sC".I r :iill . et., itifateil itti t llitl 

front rl iiI iii li t r s il al tl et" illmtil's (11ntek loth'c'llIlt strx itCs 

ill iie? rctl CCmi\ t? are'. 
()it ttt[IlslrtL' itd Itete'slisIlie 11iMtiral ItotUeaS' ill lit' pI(l til itit lict 

c eX.SS 'icit i Cr diLilIs. 1llilti st ciIses it w\ill Ib SullicitiIOr. )1 birthsx 

lot'ite tuiet (:tt dleIlititl it lii li'tll i
pfli 1o stll) lit' cu r t i il c' itl t 

to)obtain l crilti' ril it it i11i1ti ts . I lit Ibas'lilit' tisisdaa talIi ti 

also hi\ltet- , i'tctl (oitltl osslettilr- iil ovcl­0ub iIIlloldt'li ti0 

lltnlliicrailiii. Ilie tltil t'-illit lAle ISittitlitr ittaS tie thil is ustful ii 
estilliail l icoiti-critl teitls. I lt ax tilabl l11)ii11(M lie he'allh adtl­x'\Is c"lh 
Illi iSloi )i i. li l)\ tot i 1 tt e SIte ,ll ulaillltlit.l. ( I lilait h 'calcul ltIl t1 i i 
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given either the population growth rate or ailife table to estimate the 
future population according to prevailing age-specific death rates.-

Assessment o"Health Needs 

E'isting So' J'A o/ Dam 

Another major activitv in the health planning process isthe assessment 
of health needs. This information will be used during the planning 
process to deLerminelhe nat uire and scope of the health program an1d will 
serve as baseline data from which to evaluate hater the effectiveness of 
that program in achievinu chances in health stUats. 

There are atvariety' of' sources of information oil heallh problems, 
probably tihe major oic being the \vial statistics register. Fron this source 

the planner can obtain ildlntwllatinllo inoruuilit. If at all ptssilble, the 

planner should obtain mortalitV dillt b age and diagnosis. Mortality data 

id population informl:tlion will provide the planner with mortality rates- the 
numerator being the inber of deatIhs in the illC ind the denontinaior 
the total population of the area for hillst tine period. In addition to 
the overall mortalliy rille. the hiealih planncr will he interested in the in­
fant mortalil\ rale, the death rale for children tinder iac five, and tihe 
maternal mortallty rate. The completeness and accuracy of recording 
deaths \aries greatliv from on cLuntr to anothCr illd from urbanto rural 

areas within atcountry. Information on cause of death is frequently 
missing Or llitl l1 dCllh b\ seX arC usuill, butspcific. lat aVilable, 

tit(o by place of I esidciicu. 
.\lorblior hu(lshould llso be obtailled k agl and diagnosis, if pos­

sible. Information ibtl illness is availablc troi inumber of sources. 
sich ;Isthe medical records of haCllh cC1nters. hospitals, JsriC'pit\'­
sictians, dilt or cer­

oftell 


medMic'al CXalillers. There are also rtp itrling systlnIs 

laillserious infettionis diseases. bill for ia\iariety of reasonlisollslt infec­

tious diseases ire underreporled. Smle areas ha\ e slablished disease 
registers. but again tlh,reportinlg lia\ not he complete. The planner can 
sontetimites oblain itfornration on disadhilit\. or the numbcr of days lost 

from work: hoC\Cr, tilttiller is a hithlv subjecCti\C Celatori/liOll and 
mi hlavc i be inferred frot a\il trul, rural iiileasabll diia. Ili where 
auxiliaries are considered tsoutreach work ers, very little data are 
available. 

iciciecis. in,(rlIi(i !)C lqUitC tol)espite the riv df is dta can usefll 

the planlrner. Ir e riiplleh. ill t ritinir rhtee niture ot hcalth worker 

ictih ities. it o e kinds o1f ire currcntlis in portliiitll e-silhlisl Iht illiness tlial 
,bCincQ sCCn il h'iltih ceitnter intIhli hi rllich tlhe ansiliariescommUniiiics 

will work. I) picallk. 20 c'Uliirort comnplaints will account for thte11 most 

vast niiajorit )1 ; ll clinic visits. M ost Of il Ithunciions reqtuired Itreill 

these coniplaiits Cnllbe C tilv stilid~tdied aintMdICniilughtIo thte 

atusiliarics. lt as'. i be applr ctuiithis ai cart lleld )riitC W the al ll 
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job. However. since rural pe ple rarly' go to clinical facililics, at true
 
picture of the helaillh problems andneleds of the rural population will not
 
be given h\ heallI center morbidity datla.
 

A third Ixpe of dta c'quirCd is the li/iZ(un olIIhalth Scrici.
lilto1be 

Ifpossible, the planner Should look itclinic and hospital utilization rates
 
bv a1c'e. se,'. osis and Socioeconomic characteristics. The ltilizalit,
',ldiagn 

raltes can then be compa1lred cross l'l gi'oups. antil 'or diffCr'nt iCthIods
 
of pa'int,itosce if utilization iscompatible wilh the identified health
 
needs o1' ite p)pulilioi. The lfliilnr sIoIIIld understand the extetnt of
 
Cnrrctlt heillth seI''csCC ls i' tieIpopulllioil
 

.,l/,,q'iu/ Sur1/i'vx'. 

The lllnter llay feel Iha illdditiOln t these' secdLIary'l' sot lces Of
 
datla there is inteed to aCqlirC aildditionlll datIahrlogh s)ecial surveys of
 
either the pipulatioin oi providers of ser\ ices. The risk posed h iicoiplete
 
inforation illay
iegeatler than lie planner wishes to take. ()r the
 
planner ma\ feel it is nIcessIV t hIave ilfoIlllilltiou onIl 1)pliltion heltlh
 
slatis Or general hc lth praclices thatill con­an11\ hIbe obtlained fromt 
IlLIIivty surv\. Sincet strve\, SMil' alnd r'luireCspCIsi\ C.tillC-cOrrtllilnlill 

considerable imaoill)wer- tll 1 ily
c a(itiilila \ZC ehLiledt, tlre illforlltilti(n
 
from isinrs\ be -1 to be cost-ffctc. [hat is. tle pllinner
linst h. 

must behle to cite tile ial \alue (0 various alternative :ipproauches
pownt 

to obtalllili IncessIry dituli relaive to fthe Cost of tbtiliniiil these dita.
 

..\ltrough Soni plnrIuiin gr ll)S d serices, limore
Sirl\,C\w1))[li',ASCf 
coilionIl TpproaiI)lcll is sll\- oasess establish hcalthfield Itoil and the 

Suc'h isurnlds Ofthle cou-'ltnnunitv. ai '\hMS SeVelal corlllmIetllisl: a 
cCsLus, hcAltlId ailsscntllllil asi-triuW'rllit and ll 
analysis. This is slt'linit' calliddhai,.,wul Icarrl\ out a2a do ,'i 

field sNurve. it it necessary to inlrr\w bitIII users arid i -usis fhaCltlh 
services. )ata to he collecict ly include: physic'il tn,:rti; lili, 
suIch 1SwCig tad liciltS1 1c'hildren IIheilih problems of chilldren: tile 
incidence and ialllre (if illnCs's thIa hal\ l)rlsnteI(Cl ureii-rS Of tihe 
household front WIILhe t1hosCmirkiiic: ar umbers of Il the nint'ulilltlli' 
\who aM dislCL )r i-nItllx ill. nStrx it. slt-ulhl lso ot;iiit current 
alnd rcti ,et xct lriogrilhic dilt fr eitchi ibnlhtr Of the ioeldIlIll 
to supplneent recistration datitoin hirths, deaths and migration. From 
this inforimition llinners call uild a.picture of the age yri mid i teil 
Coll lmtillitV. 
h is tIll netcSsax. Irliitx\ 'r,t ha a ieirber ofltI hCtStdiShniretin 

collect all flIiri inf ,rnaitiotn. In Ind ilesia, nilers' telimihs have carried 
o(it effectivc surx'eillance pr grms (tn child growthr.' Anmd a)atvid Morley 
IIats C\ s utS td lSIt furl il it iude1 e'hildretn co llect" HI ieemploved tIo 
informatinilln ile %illagCs (itctiildren's we-ihs o)r iirrrnuJizition titus, 
which could Ihr'b c ti t'oi\Ithe loctl council. 
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It is important also for tile healt h planner to r1nd1r~tancI ,atur', of vil­
hag' h/c related to health a'tiviti,.s. Focget,' in an address on community 
medicine, nale several points that have application not only to what data 
need to be gathered but what comnltity health workers need to be 
taught. l-Ie said that to treat a conlinlity you start with a history of a 
community. The history must include such anthropological data as: 
W/hat dot,.%it tnean to hc . 'k: 2i'hat i\ roneto aohl''.ickn.0 What is 

,donea to hcal 'hi/ /,r, do ,l go when ',the* art sic?k Who 
gives thlem ml'ic''?c 'atz,i thie'. nI' ' of ditru. ~/I l tloo[., eating 

ritnalv: I'hrat Citr the i atu t ii-uth. '1athamtil marrhitgae' In other 
lear i [he traditions and customs of the people in order to 

understand their health attitudes and pract ices. 
Next. Foege suggests exam ining tie co ll uniity for p ireu orlr /o 

disa.ve, such as amlouIt of food and water available, luality of water, 
waste disposal, lack of land. por housing, poverty, un cMl)lOynlent and 

unsafe roads. Th iin formation helps to identify the neels and expecta­
tiols of the conllnilmnlitv. 

words, one m11Lust 

In order to tilermine lilt nature of the training and service progran re-
Luired. tlie resources of the etrrcnt health systeIm also i ust he dteCrmined. 
This iscalled aservice Or rc,iUrce analysis. The planning hody must first 
assess the physical circumstancCs Under which an auxiliary based health 
program would he Operated.r 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 
systen." 

Freluently. there is no organizcd svstci for health services. Rather. 
there exist, a a\arictv of pricgranis thai tdvchped iti an utinorgaizCd 
fashion antid later ct alcsced. These prograns iaV have disparate ser­
vices. differine adniinistrali\c frameworks. and uncqual mixes of nan­
power. It is neccssar\ to survey [tlIe cxisting network of nclical services 
within tte currentl available proilgrams. describe their ulilizalion and 
malke somelt et.,limlate of their eflicie'ncy. I hby. many' staff nutennhers off w'.hat 

type are located in each of tie health facililics! What are their duties! 
What is the palicnl loild per stafl IitiIhler each daiyM? I Mw mnV house­
holds use li health facilities.' [roti how far away do) pcople conic! What 
is the use in plropmtiii ito the total population Of the community? Are 
there any otilreach scrvices.' What is tile cost Of pro iding scrvices? 

Job A n/lli 
A job analysis isan indispnsable tool for iealth planiLrs and managers 

in detitrining the nature of health worker activities. In this regard, the 
planner should focus (lii those catgeories of health personnel that are 
illost necessar- foi tile lype of progralll that is Utnder stud'. anld lile ac­
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tivity being studied must be clearly delineated. 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, comniicable disease control and 
environmental health, but there are many other ways ill which functions 
could be listed. 

A book that may be helpful to tile planner or administrator who is 
planning to carry out such an analysis is The 'tmiional Analisis of 
Health Needs and,'ervfev. 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. Tile 
method has been used ill different settings. For example, tlie Nepal 
Health Manpower le)eCelopmen t Research Project was initiated to col­
lect information useful to health planiing and tie dcvelopment and 
modification of training programs. Tile frun1t1ional analysis Methodology 
was used to identify tile health problems and needs of Nepal as felt by 
health personnel ill rural districts and to identify tie actual roles and 
functions performed by health auxiliaries and personnel.' 

One method oif jotb analysis is to osri, practulionr, while they are 
working. Observation, however, involves time, iioney ald personnl aid 
may be quite expensive to carry out over Ail ex'ended period. One Must 
also be careful to sample at different seasons of tile year: since not all 
diseases are prevalent during the same seasons. different tasks will be per­
formed. Furthermore. observation must occur ill tile clinic, at tile health 
post, and in the field, in short, wherever health services are being proN ided. 

Another tecin iquie () jot) or performancce analysis is to obtain iinforma­
tion through use ' .Iaqu 'A.tionnair' or ln,'iiw.There are recall problems 
with this method. One can ask tile practitimtiers to keep a log or diary, but 
this may only add to their existing paper work, so that they may iot 
record all information. A checklist is SolletilliCS used. but this creates 
problenis because words dt iit alwavys IIave tie saillUe lnueanill to ele -ync. 
For example. "counsel ab ltt faliily eating patterns-- ,ways. s )Iicl imies, 
never)- may be interpreted ill variouMs ways by different pe(tplc. 

If one is collecting information on actual performancce of health prac­
titioners, then it is also extreniely impo~rtant to prthbc tor reasons why 
there is a discrepancy between the actual ani the ideal ipClef(r'nlalCC. 
Perhaps supplies are not available or a personl has never been trained to 
perform a certain duty or tie supervisor will not dleCCgate a particular 
function. There are myriad reasons why a particular j h dcscriplion is not 
met, and it is necessary to know these constraints whell evaluating per­
formance or designing a new job description ftr a n.ew calegory of 
worker. 
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A less strttirr red Met hod for determ ining tile 1at1tire of an auxiliary 
program isto 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 w'/nica con1'r,'nc' has the 
advaltage of obtainill Consen1sIS is to whllt should be tati lt itld hoW 
ihe worker should function, bit it is subject to small grot processes. The 
resulting job description could he more a function of the people who 
were at lhe 11sslieet lhanwi the systelll ritionally needs. 

Since it is impossible to tackle all problelins simIll atnetusly, priorities 
Imutist be set. Which task should be tackled first, which second'! McCord" 
has given us guidelines for setting illtiera piioritis!: "The key to successful 
intervention is the idCntification Of specific ConJiliolis that are serious 
elltigh and prevalent enough to constiiute I major conpotlent of total 
mortality and thllt itre also sLsceptible to pre ention olr cure by simple 
and effecti e measirs." For example. this approach has been employed 
WtIM fteqIienl causes Of' death in childret under age five are diarrheal 
disease. Inallllrliton and pneunmila. Several p lorams have prsed ef­
fective usinu vilhLae hcalhh workers in inierventiot services. One. in 
India. uses paraprofessiottals o Ireat childhood diar1a and pneumonia 
il home." I vestigt rs rept ri deaths from those conditions \w'ere rediCLed 
by 50 percent. In alnother pmtLuiam. coInmtlitv health aides in Jamaica 
have b+istccessful in prevenling deaths from+ malnutrlition h\ encotir­

uin) pohtVillioitf breast-feedime. idenmifyinguagi children with poor growth 

status aid elcmitagiiLu nutritional rehabilitation after illness.' 
The plannini Iody slmoUld set both h1g- and s', irt-rige Itgt*ill 

priorities. ()tie ltist assess what iscurrenily eing, dotte for identified 
problets, whll is lothcinu doie. and what nmghl he done. Curative 
ireatment neds i.V be obl is. itl tile IprL''enr!l' Services needed 
[l ib infered frothltype of pirtblis that ate care'Ld for in the o11me 

o~r h tritiotnal it. t iles. t'01 tile kinds of disClse ,sC in tIle clinic. 
aind f'ott l causesofdeath ii lhme 'collllit\ .In thtis re.ard. infrtlio 
Oil ]rcC~lI'OI' otdise sc isex.t'cnll v lIllPortaill. 

.Ne\t. C isl'riltIs on1 cIIViies mtlSl be r\i iwd So that ilthe rg il 
that is finally specified wvill be CiblC withi lhe hll man and filmana1.6h 
hinlimioimls (d the cominlumlit\ ild v. ill also he a'ccptablC t tile Iehll)ls.

Ihcre are -eral I1 ]c'lhse nmliIt €A u /t/Io"1. aswli\, /1\l . hill very 
little %.oikhas Ibret IplllishCd mt le relisll\Ce jils of tlhe differing 
ne1Chaiiistils.( )ime "ti] in Alpailachia cmi tlpred tolr was of assessing 

the priorit of lealt) s: It l g1u I l tL1 1 lltllltlmty(diagnosis:l .1I llllii 's),: 
random COlitifller su["s\C Mii ot.ll[ lp Clls Ilillt Ilmlnilg tililigS. 
l)ta ft'nl tlhe foul. t1teill dis ,vere c.ll)ilc(t aild. while tlhe swas a close 
match of priviI listings regardless u' used. differencesmelhod were 
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found between the emphasis of health professionals and (hat of consumers 
or community members. '2 

Communit', Invol'lemlent 
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 !lianning process; at best, they may have been brought ii, 
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. It 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 work 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 person's in the 
Ministry of Health and at the provincial and village levels. Village leaders 
were consulted about the planned health services. If they rejected tile 
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 anot her approach 
to working with the community.14" 1 The health professionals first asked 
village representatives to identify their problems. These were defined as 
lack of cooperation from the village people in development programs, 
inadequate water, poor roads, lack of schools. Then the technical people 
shared their opinions on what the health problenms of tile 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: 

34 

http:community.14


VILLAGE OPINION OF THE PROGRAM 

Harmful Neutral Good 

TECHNICAL Harmful 
OPINION Neutral 2 

Good 31 

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 
proceeded 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 sketch out a program 

of action to deal with the problems. The planning body may wish to 
develop a progral based on certain standards of care: for example, a 
pregnant 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 tandhrdv ./carewill reflect a balance between needs 
and resources. 

The planning body should also specify t he degree ol col-crage of tile 
population. Are all people at risk to be seen or are only people at "high 
risk" to be eligible for care'! The planners may wish to specify the ge­
ographical coverage of the services. Flow far away can people be located 
from the health center and still be considered within the service area'! 

The planning teamn shotuld describe in writing for each member of tile 
health team tile 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 tile role of tie auxiliary but have not redefined 
the roles of all other members of tile health team. -lowever. the auxiliary 
is only one member of a team. Ideally, a leam is comprised of staff with 
each type and grade of skill in correct proportions. Unfortunately, in 
most places the composition of the team is incomplete. There may be 

35
 



almost no staff: there may be no delegation of funcions : there may be 
unsupervised workers: or there may he no auxiliaries or paramedical staff 
at all. It is what King'" called the "disorders of the pyramid." It is vital that 
ajob dscripntiol.fw (1l tmembler.%F o/1' health I,aniedeveloped in tie 
context of the resources of the health service system and tihe objectives of 
thle service program. 

.Super'ismuo' tnd RtO'ClalPattt'n. 

The program specification should designate the relalionship of he.alth 
auxiliaries lo other health workers in terms of supervision and referral. 
This becomes more difficult the more the atrtiliarv is expected to work 
in the communtinity. Traditional supcrvisory and referral patterns exist for 
the performance of personal, cLrali'e healith ser ices. I I ver, relation­
ships between mnelmhers of the health team ale less clear for lrev'entive 
and health promltioun tasks that an auxiliary miay Carry out. 

At least as much attention. if not more. shutrild be dewted to the role of 
the auxiliary ol a dchclopmtent tCali. ProJects such as tihe (nes illluris­

tan. Iran. 'and ill India, maiikIn t\JaitikltLed. " arc ts more ,arc Of the pos­
sible roles ofa basic health \vrker ill llrlnsi\ 0 rural de\elopielt.)llta citr'n 
program, There the duties tiht Ilallth atxiliali's ae xlpctcd to under­
take inIclude comunlitr' dvelopmenlt, education., agricultural dc'elop­
m1ent. slllliltioln ofI IoIl illr.,uStrv. Cc. In s-uch sirtlollS tile defnllltn 
of working relationships, sLLrvisiol tid rCfefrral pattCrms ICtv,''cn tile 
auxiliarV and tL aplr pte ete.nsion agint must c atrticulated and 
agreed tlt)(1 all the rcplr'es-CSntaii Cs Of the i \rvlved sectors oI de\elop­
m iti. 

Th'e importance fdildequalte pfllllllll. fi)l,uplCrvis r lild+ re'lerral 
peC'rsolC ,.i Ict e inued'l..A IllAllltbr iflpilot projects were) Itouidlst 
dtevlped inltie tI lneice of the 7() to te Ircfeasibility of prIo\ diti hw 

cost intcrateCd hcalth scr iccs in dc'ckchpiL! corntrics. These experi­
mental prtigrilla tis, rirltilposc \ are caritli somese w lkrsw lt out
combia~totl ~ i~r' critrvc., ' it '~ii~il \cclhllilirenrt act r r tes+.-'ii~ 


iiw~ curative arid cotitrtrurrlitv dewilelfAIOS 
Strong evidence is lacking on the relative cost-effectivemiess and tech­
no0loical Calab)lilite", t llesc projctsl. circrr'Uitial C uicCel Ilitntlh 


t
rec e' ita.lli . rOlCiis 

have been eted i distribrlt otn 
indicates solic ii l-aill',C,been1i ccti thershCli

CncorUll irll illrl ctitllt. ,\stclll,. Siuper­
visiotn. referral aid cvalualtin. 

LFfficac of tire priarniIr care piol'-ratrr will LIeplienil rl)ir tile Iflifltllirg 
and implclrcillatio ( t[Ihe teclrnical ci itiiitit rcdilt to calI-\, out 
the oiceclives i,1Ihrpriinirar. I rnhtiltilialCl\. titeICChni cal rcju irentcnts 
for prograni succCs are trot1 presil illmst c(Iulrrics. 1 Iecoiplcxitlies 
arnd umicertailties i i nterated prilary caref ditcrn icaltlh prilinl s 

have promlued ;atleast ()Ic review group Ii, recomiietnd careltil C\aia­
tiolil of the nmulur)iptmrpose approich arid collllilCC (cof carteio 'iCalpro­
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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 oti large scale national 

efforts. This is particularly critical if a substantial numbmer of new health 
workers with short-term training are to he added to the health system that 

is lacking in effective management, adequate numbers of supervisory 

personnel or facilities for patlient referral. 

Fl l-vlst'o. Par-t-ine WrA 

One consideration in planning tie organization of services iswhether 
(Ile aIXi liary is to be a full- or part-time worker. In mally countries the 

auxiliary who wotrks in athealth center or hospital is a full-time worker, 

while 1t community health worker ispart-time. There are several reasons 
why it may be mtore alvMntageous to Cenploy part-time community workers. 

By employing a large number part-time. the program can employ a 

greater ulminlber of wmrkers ittile same financial cost. These workers can 

then spread ottllover tilie Villages distant from dispensaries or health cen­

ters. Apart froni achieving greater co cverage at the saime cost, there are 

more intangible reasons for using part-ti me workers. It is generally 

belie\ed that part-Iine workers will not identify with the health system, 

but will retain their ties to the service coniniunity. Due to the limited 

scope of their job. they will not lean toward professionalism, but will re­

lain their comaprehetision of ;lnd identification with village life. It is also 

ccl nit y will view this person outsider;believed that( the cin not as an 

thus, in situations where there is some sispicion of organized government 

ser ices the pai-iinie wtrker will have much better rapport with the 

villagers. 

'here are smie disadvMitages Ito)eplying part-time workers, however. 

A large number d pIart-time workers makes administralion difficult, 

resulting in weak and anibigtltos cottrol by the central system. Tech­

nical supervisimi may Ie so inadequate that there is little or no cotisulta­

lion and contitiniIg Cdncalicn for the auxiliary. Relationships with other 

health and develt)pment personnel Ials,) may be more complicated as 

organizational relalionships are not as clear. Inadditioti, some authorities 

have questionted the supptcsitiouIs ab1out the advantages of non-profes­

sionalism. lit their ()piniotns, the ctniniii y might view the part-time 

auxiliary as prt)viding second-class medical services and thus avoid that 

person and use the health center. ()hviously. how an auxiliary will be 

viewed bw tile Community depenIds a gt ci(ddeal oi tile soCial Rd cultural 

situation in the particular area. 
,i,,tr,., with using part-tite workers is that the expectationspr,,.'ht.: 

of the planning group nuiy he unrealistic in terms of the aniount of work 

the auxiliary can perform. Du.iiliary-oriented functions take a long 
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time- much longer than clinic activities. Few people have the background 
to estinate accurately the lengt h of time necessary to travel between 
households and to work in (he community. In the Kasa Projecih India, an 
evaluation established that the part-tline social workers felt strongly that 
their job was a full-time one. given the amount of Work they had to to, 
and that they deserved much more in wages." Such feelings can lead to 
general dissatisfaction and even job turnover. 

Compensation 

Volunteers Irs'tu. Paid lVorker's 

The planning body must also ;iddress tle qunest ion of whether or not 
the health auxiliatsy is to be compensated for proviling services. Many
countries use volunteers it 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 tile nuinber of 
wvorkers needed in underserved areas. However, there are opposing 
points of view about tihe issue of compensation, as there are with almost 
every aspect of the role of auxiliaries in primary care. 

Some say that the rolum cr is preferable to tie governmeti-paid 
auxiliary hecause the COn LillniV thus be.omtleS r'esponsihle for its own 
health. They believe this increases tile self-reliance of the village. Other 
people disagree, maintaining that it is unethical to ask the poo~rest segments 
of society to support their (wi' IheaIlth services when the richer elemenis 
receive services froli others. 

Another perceived advanitage of voltumeers is ihat villagers will regard 
the auxiliary its one of their own. notias part of the official health system. 
Otihers countel l lv sa'iti that ihe villagers \%ill feel the auxiliaries are less 
collpleint if lhe\ are not paid for tile \work. They also believe lhat 
volunteCrs cniolt coCxist with paIid hCath workers hecause tlie v\olin­
teers will fe'l infcrior 1t the oiier health Iprofessionils: iIL the health 
professionals. in turn, will think less of the \ oltcrs because their work 
does lot inVOl\C 'tcompenst.ioll. 

Serious qtILL tioIIS hal'C i lso been raised about ite dcpendbdilityIof 
volunleers. Since the p'r cillita ineonI is SO low mii.ill dcvcI'oping 
parts of the world.ltipid service may \,trk a real hardship Oli voluntecrs. 
SOn ofilcthe COn lu Sof this haiNve IbCn tiledi ilC 1I Jo.SCph. inetludin 
decreased ioatiat ll Iot rk iinl iICrCmiasCL leiiltl~tioii for corirlt)tioll 
aILdt abusle of IC svsel." There is reilsoll o believe ltt llrnover is high
amon1 oltitillCers. Ill sonic Itr iects. volni'trs have left villages to look 
for paid Ohs C'lsC W'rcE. lhis ipilOlcIII is M ittloi i peoplecu1t .VOIIII 
Wholliivc little' cLnniitnllit entl o0 'illligQ life. Their \work can also be epi­
sodic: for exaiple. \litt.rs itIC' trop'd he'allh activities during 
peak farming season when wages rise and resumed health activities 
during slow periods. 
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Usually, however, some form of compensation isgiven 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 c'om­

munal work, and for that reason they are exempted fron other commu1,llnal 

tasks in tie village." - Health work ers might incur increased prestige or 

respect due to their ser\ ice. Sometimes, the health worker receives gifts 

in kind or services from the conmunity. Some authorities have argued 

thal the form of the reward is not so Important as \where the reward comes 

from. They recOIllmleLd that if pa\ ble forthcoming. part at least come 

fron the comtnunity the auxiliary will be sering. 

The collunity mnay eilher gi'e the worker full or part salary or sub­

sistence Support. ' i problem. of course. is that tle colmuttities usLially 

find it difficult to obtin adtquate ffunds for the worker. Some projecs, 

such as the proposed Barrio Aid plersonntel Service in l Ie Philippines. rely 

on prepaid healtii iItsuLtranc. \which in'.olves , monthly contribulion from 

corn nmunil\ iItliheibrS to support the wkork Of tite auxiliaries. Thte insuranee 

fund is manageCd I+ t village-, commnlittee. which compensates tile worker." 

IhOwever. d-,spitetChe acceptabiili\ of he-alth workers and the \alue- of 

their serkices. 1 hcalthh insurance scheme is riot always successful. The 

Irial project for village Iteilh \w'kers in i renlote area of IIminiachal 

Pradesh, India, is all exanIpleC of iS. In spit of the Success of the 

proLgranil itself, thc \ illa ers' contribution io support tihe workers has It 

been adequate or consistent, and even the village leaders do not think 

Another me.,thod which 

the contiUnitv can suppor 
nionthl\ faunil cinlrihultiotns I QOOl idea.' bx1W 

a hea'alih torker is to deve lop Iciimle-generating 

projects such sisile of Larden producC , handicrafts, or health education 

a health \vorker. In the Sudan. for exampl, governilent p~ro\idles 

panhlel hsto utside LroUlpS. 
In some areas. ilte goL\ erielmli cllcperates with the villages in supporting 

lit a 

subsid\ in Uraiti. l'he itione\, generated )\' the cmllllunit through grinding 

and seiling ,rain iS LiseI to pax tihe commlunnlunity health worker. Somtliles 

costs are sha- d. Hlte lealth \%rker's salary miav come frot the comnunity. 

but tihe gi it-,rn inc.ni provides trainitig. supervision, supplies and trans­

port.
 
autlhtorizes the health 

WorkertI charge for scr\ics. Intsomne places wtorkers may kee l) all or 

part of thti t'nire fee: in others. tihe\ cant retain oinly liet portion that 

c.\ ers, iicLrred Cx plSi'CS. Where comiiiuni it.ic's are sniall and manv people 

Solitillle ilete governmntill or tilte C tlllllLlllit' 

are r-lai\ cs or friends, tile h'alth workers may, in fat(, end t1p charging 

for their s-r\ ices. The worker may also receive profitslilde or notlin 
I'rlm1 the si 0al druls. I 'ihlotnllately, this llelhid of payment focuses 

orker's atention on1 cllraive work and ndmediales againsl prevettlivethe \ 

services. It also encourages health workers to prescribe drugs more often
 

thalln ecessarv. 
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Civil Serv'c Status 
The auxiliary may also iesalaried or receive subsistence earnings

directly from tile health system. Auxiliary workers may be employed
under special projects through [he hospital. or they may have ILll 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.2- There was a time when this 
was one of the highest status jobs available to a Zaibian 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 inline with both the skill level and actual
workload of the health auxiliary relative to other government workers. 

)isparities in status, esteeml ani salan' nmust be s%orkedlout in advaInce
 
of programs because they cause 
 nituch disco lelct and rivalry between 
members of the team who should be working inI harllony andtiida lead to
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 isto have the place and the monetary rewards 
it deserves."2: 

Jo/, IcLntir,' 
In this regard. it is important that even before thC program begins.

responsible authorities develop incentives for auxiliaries to remain on the
job and(increase incoMIpetencc. There are a nlumbl'1er of incCntis e schemes 
that have been tried: prmoion, increase in salary or emnph,\ee behnefils: 
special educational opportunities: certificates, pins or flags of recogni­
tion: professional lilctitgs and ieltl trips: l)rtfcrlIlcC 1'or' iew%receiVing
equipillilt: and lse atvisr.in Supervisor\ and 'Mltd capacilics.; itChin! 

What ever schmlecIph)1is eld. lile hea ltllld ratI a \%'nlilliStln-Cees as to
formnall. recognize hard wor'k and atleqattlC ,lnd eicieln pcrlorIMLce.
There should be oppriuniiy for the jruuiliM-\r t bC rewarded without 
having to seek anotlhlr job r vieielsck,hcrL. 

Although attus Criii A Wcestern cultlurad bias. 11INi pci ,plC
have stressed the illport lie aLce od prok idin'- iuxiliairy \%itilmcillusfor 
career adaincentent. ()nomnelhotl is t .openothcr carecr pIssibilities. in
tie People's Republic o4 ( hilra. for c\atmple, 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 tile local, district or national 
level. 

Possibilities for protion withinl the genieral category of' primary 
health care worker ire alst) iiportant. Soie proranis crealte career 
ladders consistine Of junior and senior level positotis. with tile Senior 
posts carr.ing more leadCrshil responmsibility. SoinelillieS differeiti posts 

are ereated for auxiliaries emplloled in different types ol heatillh ser\ ices. 
t.lnfortlunalel%. the llorte jillior ptsil iolls ;ire (t(ell for workers in preven­

tive services, %\hile tile ml'ore Senior poIts co oIhealih llCentel auxiliaries or 
workers engaged illmore clinical l)ratices. 

(ne disadVa'lnt.iIme of creatine nhtilct \el positions is Ihat the roles of 

tie various workers niv be niade rigi aid not allow for tIle creative ex­
peritientation necessary 1t ldll~l It)oihe particular service experience in 
different localities. It has alst been I'0tllmd thit the distance bletwveen 

levels is very important. If the wage and benefit structure for the 

different levels is far apart, there iay be iastrong 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 attetion Iltt be civell h\ plantiers ito\orkcrs incoitimunit\ 

health a.nl de\ lopitent progranis as tlhee iSUsuMli\' ,,lack ol'opportnit 

for advancement \%ithin proralmis itthe Cutllllltlit' le\ci...\s I)r\ ioLISl\' 

inidicaited. community inxiliil'iescan h Ibttller payingflll lv Ohltill 

jobs within (he gL'ernitleiihealth services or pri\ate industries. Solle 

workers lhave even Iolnd it more proflitablc to set up independent pia­

tice. despite the limitations of their Irainin. It is it Cet \Viste 1t lose tile 

knowledgee aiL skills that these workts hive vlillet,itl their vears oIf ex­

perience at tile interface bemween mie colitiii andlthe heliclth System. 

Attrition cain be redcteL by plamnim wal.s to reward tlie perforntce oif 
Village workers itld to r ItisI.career adainceienl.offer optunItlliei's foC 
possible 10 advanCe vilCge \.'. rkers h'\makin, thel supervisors or 

tutors. as for exanlple in the Philippines. where eotmhutity heal iworkers 
can becotme teachers of, others. 

'1.'i o Pr ft liolll P' m 

If the plantning bIy decilCs to creale several levels of' auxiliary 
workers, it must also specily the critcria or promitotion. Is pronmotiiol lio 

be ased oseniu'oritv ot asCd Oil Merit, Who decides!n meril or bth? If 
Tile criteria for pto otiion may include pasSiiLg a test olrIeCtttellimldatllill 

of the auxiliary's simper'. isors based oit on-tIe-job obse' at ion oir- recoin­

mendation of icotu tiimiy heillh cott1li11ee. li.'hit[he criteria incilude 

those who show pirtiemilir kinds of initiatii\ e: for examll)le. Ilhos workers 

who shov inilialivc ii olitainin additional Irainine it relaicd areas such 
tIcdiion.
is-miroiiln or faiilv life e, 
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The quesiton of whcn promotion call tike place must also lie answered. 
Will there be scheduled evaiation periods or eligibility for promotion 
after a specified nt inlher of motths experience on tile job? 

Tile challenge to the planuner comes in trying to nesh the requiremnents 
of the formal health system with the reward structure of the community. 
This prohleni is even more difficult when tile coinnunity health worker is 
not part of the civil service organization. Both tile technical experts and 
the village coninitt cc or council mLust work together to develop a meaiis 
to recognize good performance jointly, encourage career longevity and 
create possibilities for advancement withlin the conintility care struc­
ture. 

('0111dCh -c(i Sorc 't'.'j 

Ail important issue to be decided in advance of starting a program is 
whether the auxiliar\ is to be under an obligatory contract or comniitmtiient. 
There is alwavs altriitin in a prograni-it occurs during the selection 
process. in training, and oil the job. If tile auxiliary worker is an obligatory
colltract emnployce, then the loss of mal months oin the job is less thani if 
the workCr can resign at any uime. Ol the other hand, tlherc is sonic 
reason to belic\c that attrition is much g4reater duringtieh early ycars of 
fhc project and bccoines less as time goes oin wlien both the auxiliary and 
the administrator know what to expect of each other. Thus. tile need to 
reduce tUrlox er through contract employment problably declines over 
time. Iftile prorain developers choose to put auxiliary workers under 
contract, then the, liluist pay special attention to job satisfaction and 
morale of the wrer who has no0 alternative but to stay otil the job. 

Resource Requiremens, 

When the scope and limitations of the various categories of workers on 
the hCalthh team have hCCn defined, careful altction should be given to 
lilatipoler projection,. The health planner needs inforlialio otil tile 
sulpplv of workers currentl iii each cate(ory alnd oii those who could he 
retrained fi r iew roles. Silnec few countries have established registries, it 
is oftcn difficul to,,elthese data. At best. the l)lanner will he able to ob­
tain estimaies of aOailable workers by ae. sex. tnatire and location of 
pract ice. 

The information on nmanp wer supply is then projected alCad for each 
cateLory Of workcr o(r )lue, tw(). live or tell years. taking inito aCCOLnt 
losses by retirement. miual io and death, and gains from anticipated 
graduates of health proflessional education prograns,. Projections for 
each member Of the he.alth team Will be uniqtue. For example. inigralion 
oUt of the ctmiry can be expected to be nininal for auxiliaries, butlmay 
be c nsid erahhI for professional supervisory perstnnel. 
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Infornmation on health team manpower is tien aggregated and compared 
to estimate on denands firsv'rrices, projected into th1e future one, two, 
five or ten years. Est imat in.g demand requires the health planner to Ihink 
in terms of changes in population size, com1position. density, and location. 
If additional services are to be made available, thait in itself may stimulate 
a greater demand for services in the population. Also, tile planner must 
take into aCCtlolt anticipated changes in the ability of the population to 
pay for services, either through changes in family income or illtihe 
lethods of financing health care. Iftlie mantwer supply is not expected 
to be adequate to meet the demand, then either the nuinber or tlie 

productivity of tile workers must be ilcrea'eCdIo Meet tile demaind. 
If tile scale of the operation is to change greally, tile planner will have 

the problem of how to preserve, quality of services as the program 
expands. The planning ody in ust he certain that bigger will be better and 
understand at what price that growt h will he achieved. 

One approach in planning is to set manpower targets ill terms of 
17olmhation ratios. For example, the figure colin loilV cited for programs 
using auxiliaries isone basic health worker to 1,(W)0 population. However, 
this ratio can he inisleading, since it depends upol local conditions. 
availability of other staff and tile nature of the basic health worker's job. 
For example, an auxiliary can provide care to a large population if the 
people live close together, hut not if they are widely dispcrsed. Thus, the 
planner ma,wish to develop maniipower projections based oil coverage of 
the popu!atioii. One might specify that i auxiliary health post he within 
five kilometers of eighty percent of the homes. In a dispersed area, this 
would require many more auxiliaries to meet the standards. 

A health plantier must also take into account tie ratio o/uxili'w',' to 
.sien'rmw' pcrwc'l. This ratio will differ according to whether tile 
auxiliaries are functionincg as assistants to or substitutes for the physician 
and accordinig to their location. \Vhen auxiliaries are widely dispersed, a 
supervisor cannot provide adequate backup serv'ices to a large numnber of 
workers. Several projects have set a ratio of one supervisor to five to tell 
auxiliary workers when tile worker is functioning as a phiysiciai's su hstitutC 
in a rural area. Illurhan healIh facilities, however, the doctor may it[ he 
able lo supervise more than three to five physician's assistants without 
spending an inordinate amount of time on supervision. 

Buihldi /1on .'ahst I 'nit 
A recommended approach to plhnning an auxiliary hased health pro­

gram is to begin at the smallest administrative unit (e.g., village), identify 
the prohlems of the area. the tasks that nced lo he performed. the health 
workers wht can accomplish each task, the fuin&, needed for services 
and the mcans it raise tihe fhinds. The phlancr aggreegtes local ned'Cs for 
manpower antd facilitics and et'imaCs the cost. the proceeds to theinext 
political division and carries out thC samc procedure. This melhod 
requires the collcclion, nmanipulation, and synthcsization of a great deal 
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11n1hel.'r h .itlitis Iof iilrni itil. Data lrom ;mIi t t,,he ordered aind re­
1mmImtLIs o~f pjerso~lwmi l,laciliti,'s, supplies and.hitC'd 10 thC ssCiitiil 0 1p 

CetlipIll.itlluth emitC'lll.e ..,.r, 'diCia. 

NmIh.rt-Ie\,el imuII 'haS li,' adi dImiaVe'C (, I eIl lmutre, m _ hieamimifil aita 

,.()mllllltltil\ IL'\CI ilil is [il ttL' C tillti ii\ c Ill '(t M , ' IIlII olil, -

illld C ,iii.IllII t It iS-h- \ flt+\1 

QIlim'ul" M Il 'il i ti l ] It illli'llm\ ti lt' ' hll \. t",fhlih'mit i l 
Ii tll imitl'ui Ifi\ilmmii hm. -11,11 i\ci' ilhIk I)s'1lil 

.' I i rli I , is+ 

il th ',Lu i ,Ii itihI lit' f dl tI l it5' 
S(II Iit) Clh f . 1 I I i 11 lluIC CI Im i.,Ilh ph I 1,1iath 
hh' C\ 'CCiSI\ 1)litIIS ;Ilt tu it lk'.I tI hlt tl 

11 1 l)1uCiI It'Wlit II) Itn if I 

(i"i Ilitn, l Ii.ul IIltlt l IhS\s li Il. 

Ill hItI'lIhI 1)Ii i 'i' ,hluilhl(ull l tI Il lilSt 1 ht IIit'u il ,,tit lIci 
C(u1imti1l' t It Ill uIt\ it.\\ l itl its liI lit I\ It,- iW til. ld. ( )Iltlk I ltIl iC0u ll­

lttmlit\ Slhh i ,I lhct " Ittm IIIhIlm1 1 I th ' I "1tS. lCi th hut ill 11t hC",lth 

huseS. hee s M all1 h the tuxiliaries ICliVitlL'.s take place. These 
S.l",Nhuuti h b ltl i till dl ; ,'SSill init.l ir isili It+fl SoIme 

h11iIhhI I)W Ic'Sh',itm L~ "ir'S ,tI)O ,1 tlih iI l it- kw + lcw ithilk SIt II W, ,tvS local 

iI t li't lit . iVe 

.C Iul ttti S1 ,hSi he it' l ti thit nrkei. Since 
..% tulih.ir iliprirtamut 10 hi'+h Iluiiliim hid\ SIutild 

tm is, I I + ItIr au xilialv 

itiu ili rii task Imlr r IWIlll t ' .uicChI' l fi' tomii' iillmdiflfc fi'i.c i ,,+i'l.+ 

itl\Clt iS t\ ii t. 'L-lltimi'k l- h n V101i1),'lllmlll F! hiI h )muI. 11t1)ti lf i iIItClinhuu lilh ­

'ssiuu tl lc.iitmhuis it'li. I l l in;ila th lit. coiitiii ' u,l iniihCil l tl.'Sitmt 
[lie lilIllIc+. 

"-, I il tl ii, t'l.0[ IClh ,ii' iit IIlilt\ sli i', l'+cshtuICulll h,.' uit' i.ril, ui til ulul 
' , ' ;Ill' d S l.I LIt S l+, ,IIk)I kI(-'- MtI it m lIIC tIt ll( tllt ,.'I I t ll 11 h I l,l II l Id Clll. :11 I h, 

IIt.';I I ,1 i ' 'l h ,lilkhii S tu, ill.It SIIIuI , it ) l h lot.ical llill, ill lit, iil 1 it t r 

iii'ii ii iCuilhl ItI fill M idi ,.,hi b + SmItisl i m i t, ,th\ , ll 

heinll pt.T', t d , 'sIICn or im-rattive" hiu (Ilhdin insense of 
h I tilt' itld l ke Icr 

taIil ratIier 
dignity and pride i the utuilir. 

1i" IltL'IM lI. I l t l W l iiiitilii!, II lltIIS hIt I I lhlil ll i IIL'W 

katwit v t1 IiCii I.mt iItal ImItItmiI. I.h I)i , )IIw.",i \, he I I'Iii, iePl I iic ii 

IssIILbS ti cCtI iliIth iII aInIItIu litemisiu t hIist Iil k ,..tl illthIe O MiiL'X itI, tI 
Ct..,,.t+,,n ,, Ilhc phl i ,! 111(it\ ttl SCA ]( WC dlftinlLm,.. ,.,h ,'l ,.di i ,. 

l hi 111 ' l u,..", I liI ,i ;[ul\ lc WI1luli k It.'hfill I i lti(li tIi0r1 

/m p/ , 'li,I, /I1//, 


1!l ll ineSpi litl inIhi .'lmii l I lh Iliiiiiii IVhtil\ tluhen lllu t'suutI Itl 

Shc hIlt i.IIlu Icin i ;, III itt 1it iCS. I lLlmmshitIlIl sl'h ) l\ tuiuiC' ;ItLiit\ 

44 

http:tulih.ir


and evcent that inust occur before the actual service program begins. 
Since several activilies can iake place at once, program development 
11ust be carefully Monitored hv the health manager so that auxiliaries are 
placed in the field with IIadequate supllies,. SplelrVisioni id referral 
sNvste in. 

I he Stirat egy fIr in'lemientiion of the prograi mtnlI he appropriate 
to tile comllnlltillity ia,,well as the heallh Systll an1d nmuLt deSignaC Ilie 
order of activitiCs. [or eixiplC. iIprormllll c:n1 he desiglled that will 
eventually provide the uLtlllllnil\,pure a wastewith wller siupply: 
eliminaliol SVSlcln: cleanliness of \illa.c and markeis: ,limlinalion of 
piasites. rills.flcasi ald lice: ledevehpllClll I lCns: andlhCopmnt clool ,al 
eslablishliment of prinary care hCilth )osts11that offfer l)rec\''live' a1d 
Curative cart. ()h'. ioisli, Iecotliniunitv hcalth workcr cannot under­
take illIhese aci\ itics lltonce. alltlhouLIgh if the otreani/alion isfunctioning 
Several aspecisc1n . Reallistic objctives m1iUMstStaill-( SiltiileoUStil. ' he Set 
for Cach Of tilea-iou.s Ihseds of Ihe ptgi, and the titnilQ of tlhese 
Cesll tStlShe schedulCL. H w )St lIWOlC \'lit Ii inltl1iflceClt 
piror iSoulil (11k1tiriii the planlit u)r0cCSS.he worked ()illoW 

the plinniie Lrillp nceds ttbalance optlilisl and eitihusiall for the 
proposed pro>tilll with the recognition that it is often i painstakiig 
rcess to dCvClo h)te 1ccSSlAr coiiditions for the l)rinlty carc \worker 

to lake toot. is better it) hi\cm slowly accord-It e iipiLllculiliitIioii pr'occd s 

ie t s,LHcdule thili either to rIsh acivitiCs to Meet Ml ualiralitic tllic 

dcadlinCii i) il r to fall hoplCslyIl eind schCduhl. 

Illsutnllilirv. adequatil an itl 0 a prONtllll re quires eac'h l t lie fol­

lowinig Steps: pr hllcni itlcinificaitiOll: resourcC dC\t",elllmllci Strategy: 

i siot, sj)cCificillion: ind iiiil)lCniCillilioll StratcyN,.el-ting: prlgratill 

The basic outliinC fr Cevalualin the ;iili is job,and the prlgrtlls 

services should alSo he s)cC'iCd in ad, anee t thie r oiprChellsiv'lll. 


evaluatito l)rocedlureils are disclssed in Sc'tion VI. 
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SECTION IV-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 (raining 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
priateness 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 frainin1g and prgress of the 
students. There may also be morale problems. In addition, separation 
can more easily occur between training and the actual work context of 
the auxiliaries. If possible, training should be decentralized, with tutors 
rotated to different training centers. so that training rnay he given as close 
as possible to the place where the auxiliary was selected and will work. 

There is no simple answer as to tile halance aid se(Itenrte of ckassrooll 
and workplace training. Training shoulId be consistent with hot hprogram 
objectives and economic realities. The most succe.ssftil t raining programs 
for auxiliaries place relatively less emphasis ol fornial classroom study
and a great deal of emphasis on learning by doing, on the job, inder 

supervision. 
Workplace experience gives more meaning to formal instruction and 

reinforces classroom learning. It may also disclose problems not well 
covered in the curriculum. Hiowever, not all field experience is equally 
meaningful. Uinless 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 and 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. 

h1.nsilllors 

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 teains: 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 auxiliary. 
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 T'raining 
M;st countries have limit ed teaching resources. Additional teachers of 

health professionals can he trained through workshops in which health 
and welfare vOrkers can learn to develop educational objectives, plan 
curricula, construct tests and acqui ire appropriate teitching and evalua­
lion tech niqutics. These Cd cational workshops need not be limited to 
health personnel. When resources are scarce, there isa need to coordinate 
and pull together the resources of various governmental sectors, instead 
of each sector training teachers in isolation. It is 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 t) field conditions. 

Sonic ctuntries faced with i a shortage of teachers have employed a 
group of teachers to \wktrk as a mobile training teani. The group is usually 
based in the ministry of health. In Central Java, 'a self-multiplying system 
of developing teaching restulrces has been deveh)l)ed. The first generation 
of health auxiliaries arc trained by a staff of professionals. After the auxi­
liaries have had six months of experience and additional training as 
teachers, they instruct a sectmd group of health workers. The second 
group teachCs the third, the third teaches the fourth, and so on. 

Tech'lnical.A .mitancl, and 7rainlin.g A iW 

Until only very recently Ithere 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 a need 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. InI addition, pro­
fessional journals or Inaterials that could be used by auxiliaries should be 
f)ublishCd, as well as a jOurnal concerned with auxiliary training. In 
medical and nursing education, technical reinforcement has been the 
weakest in tie area of auxiliary iraining.' 

This SiltLitiOll, lit)wever, isbeginning to change. Several Itexts are avail­
able that will be useful in planning educational woarkshops. The World 
I lealth Organization has published two: An l".ducationa/ Hatdbook for 
Ihalthr tI'rxnOMl,, and /,ct'hinCfor I-/i'Ctict-' Larning: A Shorl Guide 
morI ,ac/(,r / Il'a/th Ahuxdwri,,s." the WH-10 Technical Report, Train­

ing, tnd I 'tIlizali(n o1f Alu.ilialri' P'rsonrtil/'-r Riural 11calth l,wns in 
l) ,'e/o, ing (on itr,,,'includes a selected hibliography, and a listing of 
films that nma be of assistance in training itachers. 

In the United States. the ('enter for Educatimal Development in 
Health Cli')tiat Boston ( 'ni\crsity assists in training health l)rofessional 
teachers incompetency based curriCnnin design, teaching methodology, 
evaluation. and preparation tofinstructional imaterials. The Center has 
pul ished ittext. S'viw/l't-Co rt'fl .41or/ thit'h'th h t'Idh which,

Ce'olved from cttur sC matcrials used while the Center was at the Harvard 
Sch(ol of Public I lealth. The ('[l)it competency based approach to cur­
riculuntl dCsign derives instructional objectives. content and evaluation 
from the on-job res msibililies of the health worker being trained. The 
lext prepared Iw(1I)1t was field-lested in ('Cteroini. Colombia, I lMluras, 
Lebartltil. .ala'sii. Nepal and Vietiam to dcIerminc whether the systelilic 
course design inerliod was applicible illthe develo)ilg world. In an 
anlis Of the field ICst refsutls. vanlelschillidt and ass)ciates coiclude 
thllita raIlgc of health Ipfessi nals in the dcveloping ,orld were able to 
aaptli)l
this solhisticted ecaticilal thO, of 'urriculn devclopinent
for their own CducaUil nali purposes. Still to be answered are the costs and 
long term effccts cttui)teIi' based training on worker perforiance.' 

(tnsiderale pro)gres has ialso Iiken place ii1litdvTl(o)lenl of 
course mell rials. Iiti le.. , .SPro/ct 'onc'rni ( has producCd imItual for 
village heullhItlprolters and illiistrucllrs .uideto accM)llnlly it. These 
hlvc been lield-tt icd in loli(ia.' MlElDX. I 'niversiy of I4lawaii, has 
wt)rked extensi ely in adapting teachine packagLe., ftir tlraining nlid-level 
auxiliary heillth wo'ker, in a1nmbleir of cotuntries." The (enter for 
Edr-atuit trial l)e, elopl rni in I Icalth is ilst tldvelping training materials 
fotr llluliil)urpt scu %workcrs.(1I1)11lillh Ihas cmtacted tmiitslanding prol­
grait ft r iralnin villige le'vCl he;ilth wttrkt'rs It tibtnin selllected back­
grounlld ift triationi lte programn and tblain such printed material as 
manuills., evalilonlttiml ,.etc., which may be (f help to tther triiining 

tfprtgrams. A niiniltcr iniversities hIvC liIdt aviiliablC tIhe material 
49 



developed in their collaborative efforts with other countries in increasing 
health services in rural areas, i.e., The Johns Hopkins University manual 

2
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 curriculunishould 
be appropriate to the health lroblents and traditional health practices o,/" 
the comtnunit*v. The goal is to prepare workers who will promote the 

health of the population, care for the sick, and provide relief from pain, if 
possible. Since health is not exclusively nor even primarily a product of 
medical care, the responsibilities 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 conlmunity 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 teans."7 

If a 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 he given to the geographic locus of the workers. 
If the auxiliaries are to be located in a commuin ity 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 cOlpmJlaint:. will enable them to deal with 
most of the problems they will encotu~ter. The curriculum should also 
reflect the differences in information needed by auxiliaries who carry out 
routine tasks and those who are required to perform m,,re 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 tlie ta.k.s that the wot'kers will he ox-
Iected to perlori. The steps in developing such training are to list the 
major tasks or functions tIe auxiliary will carry out and the measures to 
evaluate performance. Then tile specific activities necessary to accon­
plish each 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 
in order to perforin the tasks. Finally, one must translate the lesson plan
into simple, easily understood words. If tile auxiliaries learn in simple 
terms, it will be easier for them to educate others in turn. 

Stuldent ,Manual; 
It is often helpful to develop a students' manual. The student can learn 

from it in training and then refer to it iti practice. The process of putting
the lessons 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 heyond the competencies of tile auxiliary.
The manual should be in a form easy to carry. For example, in India, a 
small handbook was prepared for community health workers to guide
them in giving maternal and child health care. It isa simplified handbook 
that can be carried in the pocket or purse of the worker.'" 
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Prae tca !nu-1.s of/Curriculuim 

Most courses for anxiiaric'S are of a practical natuire. They involve 

some lessons ott simple allallov and physiology, techniques used incur'a­

tive cat-e id information oti medicines for Common problelms. L)epending 

upon the funlcktiolns of ile auxiliary. tle cuurriculum will he concerned 

with curative and prcctiiisc care, haclihl promotioni and Community 

development tasks. It mllay covetr the areas of coullillcalli.el'h disease. 

nmiernil id child hea1ilth1.food ill utritioll, faily life edlCaililn. Ic­

cidtsC.l, a Ct ino11r i)iolmCIs., Cnvirollnitilal sanitation. agriculture. 

atilil litl hualtIlrv. cOtistrlCtiltl. 'illSport and communications. 

Always the curriculm iilisI he /n'lit'li!tol/1i' /luolara.[orclxatlple. 
in the Suasli" rita hCillth crie I)rorm.lll, i tu ai tf [hesClCS 

special needs oftl"he 1ilndic 1 lptiliion hats led to0 cet r tlen*Cliasis on 
lite Nomadtic" ('omiltiit\l I lea ltll (etecr llioeratlil ol alnima',l hubandrylll'. 

l'Ie cu ricilIill should also pa paticular illitlillo to lical )rolemhilis 

Of nltitrilioll ill children an1d ir t1illtll ilil I, c tluilillt, iiL,1. Niutiliollill 

neCLs iy, icr'ill nloIcalits to, Icali t heI i,.tilii)il C(duetiOl 

shotull fit ih, Spciici ra' Il.li iiriciilit. ''101hdteaching shlllil liaSi/.C 

t s..A\ililliCs shlcallv as aille hom crs 11 MlId llso be taugt the 

Icripetiic effc ts ;Iss %cl1 is ris, k (-f iln dicit-le"s sold in ihe cotlllllt nitv. 

IMInequat know\le.dQe ' loCAlls its ltlialeI HIedicines On the pat of thie 

aiuxili r, lliV le sCl 11e, pet ot th peOple-. \ls. tIh Cirlie i sh u11d 

be tauIi t to lics t simpl t i1possile iii, tCriilsls ;tilbile Ill. al thil c;ill 

be eiCplace'Cd \\ ilh1)til C''trecouse Il oltsidC s' nJiLc't'-. Io ,,luili)le. it Ia he 

Use soll il the ti;iii stitical ilcoolrclCrbleI to0 foiild iiar-ket,i lie 1; 

Ibe111\ ild it pliilnllcWthat catll , 11 tlll . 
' I, tlii'PiIlhe iuxilili\ Ills, ted t t eti l ihl lii it) f,,l, 

/' '/~<~#iItIa \ \ill requirld oni he iob. a skill that shildl I)t be lcft to 

chn;lice. [lie niutiliil shl be tiaindtt coittinlittlc cilirorall oWr 

ill ssriling. \%ilh slpeAsiso s. ol1iCi healtilillill d desCelInInl \olkCis , Mitd 

hteal atoiis
 
It it , it11/ !o11t o rur I t'ln [li' cUMrriclimiii should
iliaiest;li' , i, 

(Itl li ltl s(C \. li llmis atp ieltclm, lc iti to cllla 1 oCl ,sess 11C In Il e 

o tallltlllllllt\, p)arlti1iM lcii illig' nice' i'gs, o'opateli ' itli (tlth1rs ott
 

ctI ltil ilt\ rttlt'tl. iicllelCiIs i lcs as ilc li t s c't lllt llmI ItalthL
 

)tltrlired. tl ll m.mi c i c li tliL1 . notiiliti ll i tilt's stdts , t'liltl be 
lirc, Miildlll/' 11 l~lc ('dt1111\ii 'tll t()llliliih lll lI ) II(l hC.(llllliM+ iit- l 

tcta Ist itiiIIwlllk. i. '%p1 i i ll l i t'ill'ius\k ACt'ttlllllli t l Ih ltl l% idt - ll 't l tI~lii~'lit, It .t )CIA ii t itl ti lill,ltti t dIil-,tt l i lcil lilt)lc'e 

sillil k-lcilicill I c111 P 0llt~ili. .\Alt ili'llit", i111, 1 "( hCl0111C 1i)Il IC-t",­
lli C'tI it l ti'tlis l l i i tniu \iulill 't' Al tiust t I T Itl e it-t ill iC­

it">s ) ii t Iht.,ii llh rt,l t tl " tik1iI. 'I C;l1'tlt-Ii t ;111i\111Mi "h '+ l tIdh ( illl l I ))I ll(il 

tIhil 'tge1Irt411 iaclicils i. 'itIt ',ic't i; il I s,,cht i ,+-c Ii) ilI i s' 'ilc'L til 

fie'ld c' rt'tiettt' ill t iiiitIIllll\ hi'ilthi %slk. 
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Some instruction in teaching methods will make the auxiliaries more 
effective in health promotion when working with individuals, small groups, 
and large assemblies. Such instruction shoul not be limited to lesson 
plans or teaching aids, but shollM incorporate the arts of the culture. For 
example, auxiliaries might learn to convey health messages through 
storytellinig. puppet shows, play acting, songs, dances oi other events that 
would reach individuals in the community. At least one methods manual 
that deals with working with groups of different sizes and con position 
has been developed for community health workers." In addition to this 
general guide, several area-specific Manuals Contain instruction in corn­
luilv heathh activities. For example, such information can be found in a 

section of a manual written by health educators and a cultural anthro­
pologist for the rural co nitiity health worker in Thailand.-' Such infor-
Ination must he adapted to the local situation. In general, the methods 
should he accept able to the culture and he simple and inexpensive. 

Healt Iiauxiliaries may be expected to mnailtain and supply a clinic or to 
use special equipment on the job. If so, they should be taught manage­
nuen techniques, and equipmient operati'on and repair. For example, 
training sessions could cover a.n refrigerators oruse ld nllaint enlance of 
bicycles. req uisition of drug supplies, or radio Medical commmLiications. 

A word of caution. howe%er: there is a tendency for teachers to feel 
Ihal tie students mut know everything: thus, the factIlty adds more and 
more elements t the curriculm. This tendency Fendall calls -upward 
creep". "Hc stresses the nced tt(remember that one is teaching auxiliaries 
to work illatdefined area, in a dlfined capacit'. with a predetermined set 
of tools. The curriculum should prepare the student for the actual situa­
lion, not the ideal. If the curriculum istoo anbitious. the pierformance of 
tie graduate \will suffer. If the training is too comrprehensive. it will not be 
intensixe enough for adequatC learning in a short period oIf tile. 

Recruitnent and selectiin of students begins after the training program 
has been planned. the instructors selected and organized inlto a leam. atnd 
the curriculumi designed. iThe exception to this. however, occurs when 
current health \%orkers are being retrained to provide new services: for 
exinple. dispensary iles have eecn trainetl and usCd in rural health care 
in Venezuela.' Although all of the persons to he retrained lnav not he 

appropriate it)the inew role. Oey tsuall% art' all given the oppotulnty to 

learn. I There are is iany w\ays to recruil and select atxiliary workers as 

there are iypes of auxiliaries. The process involves an interplay of persotial 
and social characteristics with the cultural setting. 

.tin lmn 'SmladirdA 
The first step is to set mininuin slandillL for desirable characteristics 

Of the auxiliarh. criteria bI health professionals.[e iav be established I 
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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 barriersto 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 areas. 
One problem encountered there is that this age group is likely to marry, 
move, or have children and leave the heah sector. Thus, program 
managers are continually faced with training replacements. Some young 
workers also see auxiliary positions as stepping stones to better jobs, 
perhaps in the urban areas, and do not remain long in their positions. 

An innovative 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 aperson who isrespected by and has the confidence of 
the people of the community and who will remain in the village providing 
health services. Again, sorne programs prefer married persons to persons 
who are single or prefer those who have had children to those wht) have 
not raised children. Other programs make no such distinctions. 

There is no scientific evidence that an' age, sex, or marital statusgroup 
is better than anotheras 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 separaion 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 ectnmfic bat, of tie service program may influence application 

requirements. Some government health programs require applicants to 
be unemployed: others prefer auxiliaries that have part-time employ­
merint ill areas other than health. Still other programs seek applicants with 
sufficient economic resources to work as volunteers in tile health pro­
grail." 

Litera'T
 
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 coin­
lunicators, have only enough years of schooling to enable them to read, 

write and counlt. However, some programs have riot had a pool of literate 
applicants available aid thus have selected and trained workers who 
cannot read or wriie. In these cases, any required recording of activities 
may be done by another family iemher- e.g., an educated daughter or 
Voung sister-while tile auxiliary carries out the necessary duties as 
health worker. Other programs have used color-coded cards to signify 
certain events that iuList he recorded. A system Of pehblles dropped iii t 
different boxes can Ieused to count visits or health activities. In the 
Sudan. village midwives who are mostly illiterate are trained 1o distinguishi 
medicines and drugs by color, taste, touch and snell.>"Hulmar ingenuity 
creates Illellods to fit the situation. 

Some health professionals have suggested that a maximum educational 
level be set, arguing that tle more highily 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. tie auxiliary 
will feel superior to tile people in tile community. At a mininiui, appli­
cants must be ahle to speak the language of tie people, of tile health cen­
ter staff, and of the teachers. Students will have to coniniunicate aloud iii 
their own language as well a tlie language used for instruction and 
testing,. If auxiliary training occurs iii a language other than thai which is 
locally used. then it is more likely that persons who are rot as close to tle 
typical villager will be selected for le training pograim. 
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Residen­ ,
 

The experience of many prograns has been that itis best to recruit for 
work in rural areas St udents who themselves live illrural areas. Sonic pro­
grans try to ensure this by sett ing qualifications that tile student must 
reside in the service area. own land, or have relatives illthe area. Similar­
ly, it is generally agreed hat t lie most desirable person to work in a rural 
commnunity is a respected member of that community. The general belief 
is that such persons share tile values and outlook of tie villagers. can talk 
to them illtheir own terms, and Will be trusted and thus listened to ill 
health imatters. The acceptance of prescriptiv'e advice from a village 
healtih worker mav he dependent imore on the length or strength of tile 
worker's ties within tile Conini1Ulity than to aiy status or importance 
gained from beingi a health worker. An example of tie importance of 
length of residence occurs illthe report of a study of tile social role of a 
rural midwife who had resided illa village of less than 2,10M for only two 
years. While known generally as an able and good w(onian performing a 
needed service, she was still not fully trusted ill mullnily. The studytile co 
authors quLted tie reservation of a village woman, "She's only been here 
for two years. and we doi't really know her insides and outsides.'' 

Although niany prograns set residency requirements. others find the 
pool of resident applicantis too restricted and thus look for non-residents 
to fill positions. A fe\ pn)graims have fond thai persons chosen from tile 
coinin iti m' he inil\V'ed or identified withi a particular political fac­
tion in the village. Special demands may be placed oil tle health workers 
because of these relalioiishi)s. They may be drawn into political disputes 
and not be trusted hy persons belonging to other political factions. Ill 
such a situation, it might be hetter to select persons who live in nearby 
communities aiid arC free of local political alliances or to train a worker 
for each faction, elan or ethnic group existing within the comiutnity. 

Another disadvantage to residency requirements is that if workers are 
required to live near tile health center, they may be overly identified with 
the center amid not reach people who live in tile surrouniding countryside. 
If case-finding and coin mun ityv surveillance are an important part of the 
auxiliary's job. then it ma\ be advisable to look for applicants from the 
iliore reniote areas. 

Recitiunl'nft Pr'cs.\ 
Once criteria are set. recruitment of students can begin. Media campaigns 

should he kept simple and inexpensive. The information to the popula­
lion must he'e erv explicit with regard to thte iiethod of'selection, training, 
activities. callion()fwork and compensation. Key cornmunity individuals 
should be asked for recimmnindations. Political groups, women's clubs, 
and religious organizations should he canvassed for possible applicants. 
Workers inlhealh-related fields should be notified of the program. 
Traditional r imdigCmus healers should also he 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 Lis those from Iran, Thailand and Turkey, that docu­

32- 33 Ex­ment the effectiveness of village midwives in family planning.31­

perience with other indigenous healers, such as curanderos or injectionists, 
ismore limited, but they probably deserve more consideration than they 
have received. 

In short, as many people as possible should know about the opportunity. 
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 a requirement 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. 4 

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 fibr Selection 
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
didatc'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 commitment and rnotivation 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 to 
tle villagers, applicants will need to be able to commun icate aloud and to 
speak the language of the people. They must also know how to listen. At 
least half the people seeking health care cone 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 ablitv to work with other.: 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 select 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. Sonic programs have had applicants play-act. 
They present applicants with a situation that might arise in health care 
and ask them how they would act. For example, how would tlie 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 scissors or chopsticks to test 
finger dexterity. Sonic have had tile candidate do sim pIe calculations or 
write short reports. The important point to reiiember 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. 

SelectionI-rc.. 

The final selection must produce a student who is accelptabh' huth to 
the comr '11it*v and to the iwalth ervi,c. Sonic progranis try to achieve 
this by . 'ig members of tlie health service make the final selection 
from a pool of candiJates suggested hy tile cnmiiiunity. In soni countries. 
the political authorities dho not allow tie c IILitviy to select health 
workers; the community niust accept the workers who are selected hy the 
government health services persoiiel. In other areas, as in Mali, tile 
Ministry seeks connmunity approval for government selected candidates. 
In sonic localities, comminiluility committees make the final selection. In 
Alaska, just below tie Arctic Circle. for example, tile instructor goes to 
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the village to interview candidates jointly with representatives of tile local 
health corporation. The local health corporation retains the finial decision." 
Other localities convene public meetings and nominate health committees 
whose function is to nominate and select the health workers. Some 
auxiliary workers are selected at open public meetings held in the smallest 
a.dm in st rat ive iInit. In su inlnlr. is noinc.inilet' 7'h'tinfrocs... The 
method chosen shtiuM he appropriatie to the expectedto the CLI It 
role of the auxiliary following training. If the auxiliary is to be a comlmunity 
worker, then it is particularly important that selection criteria be set by 
coilillnulity representatives and thIt lllXillLIn illVOIelveellt in decision­
making occur at tile village level. Whatever the selection process, there 
must be whole-hearted corlnilLiii ity aCCepitaice of tile choice. 

The TrainingProcess 

Teaching Methods 
Most auxiliary training iexcept that of physician assisltnalts) takes place 

in a relatively short period of time. 'eachers can choose from a variety of 
teaching methtods; htowever, instructors should select teaching methods 
appropriate to tile educational objectives of tie auxiliary training program. 
Illmost cases this will mean a concentration onl denmonstration discussion 
uaid supervised practical assignment rather thin ;illemphasis on theoretical 
material in lectures or texthooks, The instruction iiiust be simple, accurate 
and to tile poilit. 

Classroom exercises shoid stress experiences Comlmon t tile auxiliary's 
job. Practical demonstration is extremely important. For example. tile 
teacher may demonstrate food preparation or infant feeding, which the 
student. in tLurn. will he presenting to mothers' groups in tie healh center 
or village. Il tile classroom. stULdelits l1it ;lso have an opportunity to 
practice health education counseling for patients Or health promotion 
activities for conimunities. The classroom is i place for the studett to 
learn from his mistakes without fear of losing face or risk of imparting 
false if'ormation it)tothers. 

The instructor should concentrate on incr'.,inliti' .sludh'.ia "a/acil V 
10o%O/1VV/)/,)hMs..%tutnIs mays he askedh to role-play or siniulatie a sitlat­
lion thai nay aris, n tile jtb or to present a )ro~blemi that the) have ex­
perienced in clinical o)r field work and (lescrilh how it was met. Faculty 
and students then critique the students" efforts at dealing with the situa­
tion. Another imethod, which does not hi(it as much prcssllC on tlie ill­
dividua! student, is to divide students into small groups, give tillm a 
problem to solve, and then eaich group shares with the (chers the way they 
chose to solctI lie prohleiii. 

Sone progranms have used explicit irotcotls to instruct studeiits and 
laler guide their activities in complianuce with staidards of care. For 
example. auxiliarie,, working with tlie Ptapago Indiaiis used combined 

59 



protocol and reporting forms to make explicit tihe tasks in assessment and 
treatment of gastroenteritis, anemia, respiratory infectionrs, and minor 
acute health problems.M'" Such protocols provide guidelines for care and 
performance of tasks. It is easy for the auxiliary to document what has 
been done, and the report iseasily monilored. These protocols are 
especially useful if(lie anxiliaay is to carry out a limited number of 
specific activities or ito work wilh only one disease entihy; they are less 
useful for training innliptirpose workers or those who will work iinthe 
communlityi(. While protocols ensure a certain standard of care for specific 
medical or nurit, tslks. they do not focus the process ofbring into1 
restructuring valuies, mot ives and daily habits of people that illay be 
necessary to achieve certain health practices. Furthermore. the use of 
algorithms is highly dependent oi the teatcher's knowledge and appreciation 
of this eduicatioln lcchniqtie. 

Programmed learning also gives stulenlts practice in making decisions. 
Studelts can move at their own spCCd and evaluate their own performance. 
However. this method is ill-suited tiadulls with minimal education. 
Anrother limitation is that it does not provide for any group inleraction, 
Programmried leariingin quite reltoved from more chaotlic, coniplt xc'il seellt 

reality. 

In decidinrg which Method to use, the teacher consider the timeunist 

required to leach the method and its effect iveness for preparing a specific 
group of stludenls tI,dt(a specific job. In general, classroom instruction 
should be simple and iepetitive and drill students in esseniials. 

Teachingi A itI 
All educational programs usesonic type of teaching aid or device. 

Books. nmanuals, rmodels. clinical specilens. posters and other graphic 
arts, blackboards or flannelboards have been used in the Cducation of 
auxiliaries. Teachers should familiarize thensclves wiih the advantiages 
and disavtages of itdifferent Iedia, inclding conrsideratiotl of cost, 
timeliness, com'tenience, durability, audience characteristics. ind!skill 
required for use. 

These colnsitlra tis are espcciaill' ilporlanit for auldiovisual media, 
which usually require xCeXlnsi\Ceeq.inipuenit and electricity to operaze, 
although slides. filmstrips, microfiche and cassette recorders that use 
battery-potwered s llrlcS or hald-ViCewers cal.n be ohained relatively 
iexpensively. Films. transpirrencics. arid othe-r iludiovisual aids cani1 be 
effective if the tcaching pr-gramr has the resources to bear the costs and 
maintain ftie equipment. Htwever. few prolgrans do. Usually simple and 
basic leaching aids have bee-'n used in large-scale auxiliary Irainitig progranls. 
For example, the smallpo x cradicatio anid malaria control program 
persotlniel have iUsed diagloslic fellers, projection slides and posters in 
auxiliary training. 

Advanced technology has bee!i tried in a few places. Videotapes have 
made possible the recording of !udent intieraction with real or sinlulated 
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patients for later review by student and instructor. Television and radio 
have also made :t valuable contribution to service programs that rely 
heavily on in-service education. However, 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 ans Must be %'crypractical about their capacity to maintain and 
repair such equitiplent. In addition io the problen 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 programmiied 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 and educational aids are inMaLeulate ill tie most important areas: 
the technieal skills required for diagnoses. the problem-solving skills re­
quired fcr proper treatment, and the group skills required to work in 
commurity development. These, research has clearly shown, can only 
be lear led 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. ' 

Communit'lalhL.Vritr nrc 
Some type of clinical experience is usually included in most auxiliary 

training, but students also need regular aid systemnatic community health 
experience to complement that part of their curriculum that deals with 
the community. Studelnts iay be assigned to visit villages and evaluate 
community hcal ltlstandards. They may carry oti ill imnuniz'ation survey 
or weigh youngsters under five. Stidents may also be assigned a ntmber 
of families for whcn they arc respomsible for protiding health visits. They 
may cotu nsel a women through aIhealthy pregniancy. Such field experience 
requires time. trMsportation, careful planning, and supervision, but it 
enables the student to work in a cooperative manner and gain valuable 
practical experience. 

Role Alodels 
Reducing the risks to patients and maximizing learning for itudents 

call for instructors who can supervise auxiliaries in practical clinical and 
community experience. Unfortunately, faculty me:nters 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 aidequate supervision in 
Curativ'e care, it is more difficlult to provide students with appropriate 
supervisors for community out reach actlivilies. TO datte thelre have beell 
few instructors with the necessary villagte I vl experience to enable them 
to fit netion as role mtodels. NtlilOUetiS demonstrations in developing 
countries hive shown that the best role model for a vilht \worker is falt 
doctor, nurse or other highly trained professittal, but someone doing the 
best possihle job in the ro)Ie that the traince isCxxpcted 1t fill," ()utstiMd­
ing auxiliaries can make that kind of iuood tcachinc sUlu)el'Visors. They 
provide t rare and valuable gift 1t the sud.etit vi,iSiO of whlt 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 tie 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 hand 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 
personnel at the same level, should have been clearly defined. Finally, the 
health 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 
separate 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 corn­
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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 freshness 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 he 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 

Team work 
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 inequities 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 levels 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. 

If the referral system is non-functioning, then the widest possible range 
of assistance 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 easy 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 to 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 comm unity 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 each locality. The administrator can bring 
together the concerned individtials to try to achieve sonle consensus as to 
group effort toward solution of critical health problems. Although there 
are Inutilertus pOlitical aid bur teicrat ic obstacles to such collaboration, 
the effort needs to bc made. 

Frequent staff meetings will opt iiize the process of building team rela­
tionships. Similarly. pCrioLic meetings for information exchange may be 
necessary to clarify the relationship of the health auxiliaryIto other coin-
Inin ity development workers functioning inthe same population group. 
Often such peoplc as agricuhtite extelnsio n agents and home economists 
are performing similar, comlplement ary tasks to those of the auxiliary (for 
example. provision of nutrition ed ucat ion, but due to lack of coordina­
tion, their combined health education messages may be contradictory 
and confusing, and may breed distrust. 

OfIt'l" (ommunity Orallizalin.% 

Possible resources for the auxiliary are community organizations that 
have health IIand devchopnielt 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 shotuld bc clarified - is the auxiliary to baan acmive participant, 
occasional consultant, or bystander? 

Just as there isa need to formalize lasks, functitns and positions allong 
members of the health team and between health auxiliaries and other 
health and devChOpmc lworkers, thcre is a need to formalize or institu­
tionalize the links with conlltlnity organizations that have health and de­
velopment programs. Inm tititirnalizc'drl't/ionA hil;m are useful because 
they do not depend oil individtials. Informal relationships lllong individuals 
are teluous: they can be broken by personal disagreements or when the 
worker leaves the community. In inst it ut ionalized relationships, the de­
velopment and maintenance of joint efforts do not depend on specific ef­
fective relationships or the particular way several individuals have worked 
together. lInstitutionalization acts to minin ize tile effects of personalities 
on one antiher. It minimizes relationships bascd on background, family 
connectiois, cliques. political alliances, or expertise, and maximizes 
formal relations based on defined policies. 

Formalized relationships do not arnd should not eliminate personal 
relationships. In most places collaborative effort depends a great deal on 

67
 



the regard each person holds for the other. Withbout ,ifoud pL'rsonalr/la­
lionships between the healt Ihaux iliary anid oilier health aid development 
workers, institutionalized programs can1 conc to naughl. Both individual 
and institutional relationships are essential. 

Often, working out relationships between representatives of organiza­
tions involves eliminating overlapping functions and dupl icat ion of ef­
fort. In a situation, however, where the task is to promote ideas, a 
multiplicity of sources for the health message is a benefit. If the different 
organizatioins can conic together, select a critical healti problem., identify 
thigh-risk population, and develop intervention strategies appropriate to 
their respective activities, tle efforts of each will reinforce the others. 
The suM total of itiformation iaV ie greater than that which any 
individual agency coUIM provide: and. at least, ilie messages will not Ie 
contradictory. At the national. regionaul and local levels, administrators 
need to formalize Ihe relationships between organizations with similar 
objectives, so that tlile process of coordilation in the coimmu iniit.yis clear 
and natural for the auxiliary. 

The administrator must Ibe sensitive to the existing pattern of seekiing 
health advice in order to make health educalion services of tle auxiliary 
more effective. For exiiiple a study illFast Java, Indonesia, showed that 
rural hIalth workers are only consulted inl cases of illness and birth, whilc 
key individuals inl the village play the main advisory role oti other health 
related Si bjects. such isfeces and se'wage disposal, house const ruictRion. 
inisect and rNdent cotntrol. These patterns will most likely remain the 
same for sole liele, and the village administrator and leaders of social 
organizationts will coltinuC to play' a more imporlant role tOhan rural 
health personnel. It isimportant that such key persons be knowledgeable 
about health principles and that auxiliaries link their health education 
efforts to those of such individuals.' 

lob Locationi 
Of course, where the hcalh auxiliary is stationed w,'ill determine the 

specific links that iced it be established. Most auxiliaries are assigned to 
a local health post or center. where they keep equipment and supplies. 
hold educational delltnnstrattlls. provide medical services to patients 
and receive stipervisiotn. The facility is a visihl. syihol of the hialth 
system, anid the worker is seen as iapart of lile institution. I11may serve to 
validate tile position of tile hcalth auxiliary. Ilowever, it is no()t always 
necessary for an auxiliary to deliver services frotm a hcalth facility. 
Indeed, there are 1ood reasons for llnuxiliar\ to he Stililed elsewherc. 
lxperience has shown that as few as twetylltv I).C lof aiipptIla liol use I 
primary health cLt.iter. I)istaMICC froll the center is an illpotalt factor ill 
utilizatiotn. As lm its the auxiliary andtltele is COMinutntlication betwee n 
the health post or center, tile auxiliary can he physically located in the 
cotlimunilv. Services shoul lie ideiified with pet0plC. Itot Ih).ces. 
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The health auxiliary in tile community may build very different relation­
ships with other health and development workers thall 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 coininiiLillit y. 

The scheduling and staffing of the health center must be carefully 
planned. It is inlipor antito schedule regular times during which an 
aux iliarv isin the coimnt ity, Since travel isgreatly increased outside tile 
health facility, ample time nCCds to be allowCd for the auxiliary to visit 
families. One methtd is to station an auxiliary in the community and 
another iln the health center. Sometimes a system of rotation of duties is 
establishled. I il form lial ely. (lie experience in ian areas isthat once the 
Worker is located at the health center, it is difficult to get him to go out 
into the Communltinity agait. 

7raditionalPat-t'1,1t'l'oS 
The htealth auxiliary Mny illso nCCd to work out at relationship with 

indigCitous practitioners. including the village pharmacist and such tradi­
tiollal ce m ru' me:diums. thanIia,aS,'rsCuni cll, Iedicinle-IllC. Mart--
1,0,A. hCrbliSts. ili\inersIC and faith healers. During times of illness and 
misfortune, people rely upon long-established patterns of illness behavior. 
The\ will Ceui[plo , traditioMnl homei1,remedcttics of i'nots atid herbs aMid will 
Ilse fhe sers ices of rted and famSCiliar healers. Bcausc thesc inidigCnous 
workers MarrtIrSCt \ lie ipeopl d Ihave s lomIrtimtUtin Natnedical 
knos\ lctlgc. thcrc llaxoe bci ,cveral attemipts to incorporate tlcnl into 
thc established hCalth dcli%er\ s%'sicns tltrough cLucationtl y training 
theml as heallh auxiliarics. 

herill%%a\ to lincorpolratC traditional hcalers into thc health Systcl 
i', to use hCiii is co.nsu ii n I WL'iil sittioL ioIIs. 'Iraditional practitioners 
thrultghiinti Ile %ild haac ai tc xcrv anilo 'iQns ito Western psycho­
therisltIls. I li ,wiuul rs and therapists are of cruciallhe r tliialilics ol hc'alc 
inportaneCe ill hi)l1iie, CIuelC their patients. cr am Lechniqucs are used b 
Iherapisl ill e1is l' dr herbs. sliock itierapy.I )Il. Ixanipl)C. stiS. 
Mid dreC,liiu is i hL'in' used both ler ii].1dil hi\ tralitioial he 
\VCcstrc mups clhilhcrapusts. lii diti o. lhcr ae rCligiUS hialin !W, c-
ImnCm huilm;MCi m(u1ilt-l patitI Ic ort 111 ttCi ile-s lf-cOclc t-,lon 
s ciail 11l'r lt HlN , ti ll e itCIreat' i et'l . Nic2ditalliul id other I-astert 
rClaio aiidl t bl0I iutrlltliilucs has been s ho be1 tfctise in 
,Illc\itline atllixiCet aild sinilar Ps eaic andtlat choncur rciois 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 projects in 
less developed countries that were surveyed by the American Public 
Health Association, Division of International Health Program, over half 
used volunteers and regarded them as very important for project success. I. 
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 elected 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. 1'2 

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. 
I,-,-t 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. 

Sel'-Hell Gioups 
Auxiliaries are very much a part of the history of tile community 

development movement. The community development approach to 
modernization was predominant in international work during the 1950's 
and early 196('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 success, 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 tile community in planning, implementation, supervision 
and evaluation of primary health care services. 

There are several models for achieving community participation. Some 
localities involve tile community in health services by organizing health 
committees. Outstanding examples of this approach are the hundreds of 
health committees established in Panamla with the hell) of tile lealth 
Educat ion and Social Services Division of tile M inistry of Hcal h. These 
committees were given legal status. The accomplishments ol these 
comittees include: providing labor and raising funds to construct health 
facilities; buyingi. medical supplies, vaccines, mobile tinits and equipment: 
paying salaries and expenses of service personnel: maintaining garden 
tractors: providirg latrines for the poor: repairing buildinrigs: developing 
fisheries: and recruiting volunteer workers for various health activities.' 

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

" ' some areas of India' and in the 'ldamn.. 
An approach that does not rely on government action is typified by 

Project Piaxtla, a self-help projecl il Mexico. Initially deperitleit on 
services provided by Americans, the villagers assulled 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 
campleinos. Then. they extended their efforts to includle agricuIltural 
projects ili an attempi to achieve self-sufficiency through experiments 
with hog and chicken raising.'" In Zaire, a program of 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." 

SpiritualMNVtCIPleftls 
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 construc­
tion of latrines. Workers live with villagers, jointly build programs and 
then Move on to de'elop prograis in other villages. While obeying the 
laws of the state, the volunteers recognize and build on the inherent 
stregth of the people. 

, o'/ Commntutll'"1 PartiI~tionAloCIV 

The coinmin unIfity mobilization approach assumes the participation of 
local people in ident ifving needs, setting priorities, planning and imple­
menting programs. This participationi usually occurs through the organiza­
tion of conmmnUiiV members into a formal group. This group then helps 
make tlie comniunitv at large aware of health ineds and problems, meets 
with health care providers to decide jointly upon remedial action, !Ind 
cooperates with health officials in carrying out health progranis and 
campaigns. Ideally. programs should spring from local initiative and be 
put into effect through a combination of local labor and resources and 
technical assistance froni health practitioners. The role of the village 
health worker is to encourage, even inspire, villagers to join this process. 

In a review of tihe comniity i obilization approach, Foster discusses 
both the shortcomings of this model and the current prospLects for its 
success in this decade. l]c argues that as education beconies more 
widespread, standards of living rise. coilInunicatioll increases and political 
instit 0 ions become mo re representative, local participation will become 
even more effective.2 ' There are other reasons for optimism. l)eath 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 he,.Ith 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 nany comi munities as basic health services are 
being extended to remote villages. Ini a Chilean comlmtunity, 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 tle coin inunity, 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 occurring in the first place." 

CotuiiCon.inlintsto /n * Cooperaion 
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 oii cooperative effort. People may be willing to carry out 
improvenient projects but may lack the necessary resources. A major 
issue in c0uniuxity development work is who pays for equipment, sup­
plies and traiisport. For example, a project in Iran demonstrated that vil­
lage health workers within a short period of time could effectively 
stimulate awareness of the need for environmental hygiene and sanita­
tion inproveien t and could catalyze action. However, participation of 
the villagers was hampered by (lie lack of material, necessary equipment, 
and funds.' In other localities the existing health services may be working 
at such a low level of efficiency that community members may not use the 
services. Thiose who do may have little hope of improving the inefficient 
services to meet hocal fell needs for medical care better.27 

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 committees, in getting the community to accept both the health 
program and tihe worker. An example of this was a pilot program in India 
to train traditional birth attendants in (he 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, (lid not ap­
preciate it, maintain it, or even accept services at times. They recommended 
that a villagL, 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 what to expect from 
the auxiliaries and how to utilize their services effectively. 

Local Inti'aiive 
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 hell) the people care for their own 
needs by encouraging responsibility, i.itiative, decision-making and self­
reliance at the community level. In contrast, community oppressive pro­
grams are fundameintally authoritarian ilnd are carried out in suchia way 
that they encourage greater dependency. Community supportive organiza­
tions work on the assumption that even people with little formal educai­
tion have the native intelligence and potential will to meet most of their 
basic needs flor and by themselves. They %iew institutlionalized health 
care as sustaining a minimtm off colnmunily invoIenlvement alnd, perhaps, 
as distrusting individual initiative." According to this formulation, it is 
questionable whether ministries of health ShotUld ever be expected to as­
sume responsibility for basic health services. 

Health administrators. then, must go beyond the problems tlie bIureau­
cracies present and anticipate the linkages the auxiliary will need, in i 
manner that will nco11Urage local ii1itiatiives. They must tnderstand how 
to build team relationshilps, facilitate the patient referral system, and 
clarify relationships of the auxiliary to other community development 
workers, community organizations atil traditional health practitioners. 
The administrator inust recognize that community health workers are 
subject to conflicting loyalties and allegiances as they try to balance the 
need for fostering community self-reliance ii health matters with that of 
supplementing their own efforts throumgh the health care system." 

At the least, how the auxiliary will le 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 tranisporta­
tion and supplies, continue to make tile support system the weakest 
element inan auxiliary program. In rmral sections, for example, there is a 
problem in simply gelling the supervisors to the area. Much of a super­
visor's time is spent intravel. 

Respons/ibliti,,.s ./Su wrvi. ion 
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, th, supervisor-trainer acts as a preceptor and role 
model for the student. Once tile auxiliary has graduated and is on tihe job, 
tile role of lile supervisor hecomles morL complex. Ideally, tie supervisor 
shoul have tiltype of clinical and conuliunity' experience that eqtuips 
him or her to give technical advice. revicv' perfornmance, provide con­
tinuing Cducation, handle aiimlinistrative iatters, offer emotional sup­
port to lie iuxiliary and act ats an advocate. The supervisor will pay at­
tention not only to til perfolrlmnCe of the auxiliary, blut to the conditions 
under which the auxiliary ovrks. 

Supervision is influenced by tile type oftsiluation inwhich tle auxiliary 
is working. The location of thc auxiliary whcther iina health services 
facility or inthe Communl1llily - and tile tasks to be carried out will affect 
tie nature of the suprC iSion. Inan urban health facility. the supervisor 
will be called upon for omisulation and coordination, but inirural area. 
the auxiliary will l,\ C less immediate recourse to tihe Super\ isor and will 
need illotl. mot)StcOlntinUig edlication. Since ill rural situatiotis auxiliaries 
pro\,ide hea (ltIhcare unider C0ndiIions of reimote ,pupervis it)n, 111is places a. 
premium oin their intcrnalized -CeiSc Of rCSponibility Mid the liality of 
their preparatili for their specific job. (C*onitacts i.Iabe too infrequent 
for tile supervisor to)dirct and it'Ipct the per/toniance of the auxiliary 
adCquately. In order wo lclp the ,.,rkcrdo a heter job. ellphasis tlist 
teccssarilk Shill tio l lli;iii; i i'ent o,1f diailv atl ilits hi prIwiding miore 

,Model of .l iPCITIon 

TL que.Cstion ofWho theC Super+ isor souIld be is sometimes detertiined 
alotg prifessional lines c.u.. Itnfrsing auxiliaries arc supervised by nursesand asisiaml h.,-ltirarN In genieral, i worker isIn Itors,. 


supervised thI persmi al the next level (,f thetraining Ciinsistent %,with 
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 aide. 
The village lcalth worker often isaltile end if a chain of supervisors. 

InBolivia, for examiplc. t1,c hoaIth promters ;rre supervised hy nursing 
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auxiliaries, who are supervised by technical auxiliaries, who are super­
vised by professionals on tile outreach tean.12 

More and more prograns 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 commnit ment and Lmotivation. 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 professionial Sapervision of an auxiliary is 
separated from administrative and disciplinary functions. In the government 
rural health Idevelopment program in Kenya, the overall supervision of a 
community based worker is assigned to a health center. However, the 
pressure of their own dutie prevent the center's staff menbers from ac­
tively supervising the village worker; thus a liew post of trainer and stper­
visor had to be created.'" In Alaska, medical supervision is maintained 
through regular radio ,'ontact between auxiliaries and the nearest hospital. 
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 ilCed a greater tie to tlie comiunity. II rural 
areas, the colmmulttnity May bie providing part or all of the auxiliary's 
wages, housing aL transportation. In r"turn. connunity leaders lay 
wish to control tile auxiliarv's work. In Ceniral Java, for example, health 
cadres are coordillated by (le village adninistration.' III other localities, 
the right to dismiss a worker or take corrective action belongs to tile vil­
lage health connittee. While this policing function at tile local level is 
necessary, it iseLItIally important that the health syst em provide the tech­
nical support that will help the auIxiliary become more conipccni. 

Aftiliphe Stpeli'.iohn 

Occasiotially, atxiliaries have more than one supervisor because their 
job incorporates many different activities, some of which takes place in 
tie clinic, others in patients' homes or tile conimunily. In Liberia, for 
example, tile physiciai's assistant anI tie smitary health inspector are 
responsible for training and supervising health workers in neighboring 
villages, since village workers promote both sanitation and health and 
dispense simIple routint treat ent.' ILaving mlttiple superviso rs can be­
cone an acute problemn for mutipurpose workcrs. T'hey may have a dif­
ferent supervisor for malaria contro), family planning, maternal ai. i child 
care and )ther hcalth areas. each t)f whom give suggestions. The auxiliary 
has tie problem of co rtlinating these suggestills and meeting all -xpecta­
tions unless a single individual is used as a multipurpose supervisor. 
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The problem of multiple supervision, however, isnot 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 acti'ities. In such situations, the health administrator must as­
sure that other members of the tcam recognize an(I support the leader­
ship of the auxiliary's lCsignated supervisor. There may be several guides, 
teachers, Or consultanls for the auxiliary, but there sho0Ld be only one 
boss. 

Oh.7 tachs to Sllprv'tiol 
The best supervisors are more than just good practitioners. They have 

to understand aid stupport the objectives of the service program aId the 
job assignment of the auxiliary. Sometines tle sup'rvision of a community 
based auxiliarv who works alone is assigned to a local physician. Unfor­
tunately, the local physician may lack the mti'tvaion to) support the pro­
gram, viewing tile auxiliary as l)rtr'iding infCriotr clrC. If so. a mrore 
alprppriale Supervisor should be appoinled. 

There needs to be coliilnuily in Supervision. The supervisor and auxiliary 
IMust get acquainled an1d come to know ald IrustI cachiother. Several 
rural health prograilis have elperienced problesn in the rapid Iurlurov 
o/)lfh.siciaalt who serve the rural sulb-cC'ntCrs andI work most closely with 
the auxiliaries. The Il'em':7c'h .h'dmicina .impli/ichada program, for 
example, provilCs basic health ser'ics to the country's rural populition. 
The program employs non-professional auxiliary workers to provide 
maternal anl child carC. itumun iiat ions, health edlucailin, energency 
care and collection of demographic care. unfortunately, the supervising 
physicians tend to l.ove frequently. so thai often the supervisor may not 
be Well aCquaintedt x itlt auxiliary oI the local health prohlens. "ilhr thlt'e 


'heel'C are somlic iipelwCdiitCnts itachieving CffcClivC su)Crvisiinl that 
are inherent illthe nalure (4 tile *job. The ,uper\ ision of multipurpose 
workers is Iuch itirC difficull ihan for uiLurpose workers. In a prograi 
where the tasks and schCeule' lre well defined, as in the mallpox program, 
the supervisor kinlows ctly Mhichrethe wrkers will be and whll tasks 
they\will be lerfcorling. 1:nder such conditi ns it ispo ssible for program 
adninis trators t ) insititute lose supervision and sur\ cillance of field workers. 
However. lluantellcll telldstlo break dtowii when aa~ adtnd.chwdu/h'. 
art,tot wt',// dh'clh. PrlogralrIs in India. Bangladesh and Sri Lanka. for 
example. havc experienc d iperiod of unccrtaint\ illuleral hcalth ser­
vices sUperviiton whcni they chingt_'l from utipurpotse to iniltipurpose 
wo.rkers. 

SUPPOPit iuM1 Pol~oli- i/L 
rhe Itension between the hasic elements Of supervision also makes for 

diffiCUIies. Supervisors are expected b th to disciplitle and provide sup­
portive help to the auxiliaries. TI'h'se two aspects of supervision - what 
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Fendall has called the disciplinary-administrative and counseling-educa­
tional roles39-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 isa 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 isalso 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 and 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 auxiliaries 
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 arc expected 

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. 
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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 job descriptionand 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 rev'iew of the auxiliary's 
activities will increase the understanding of both supervisor and worker. 
Another supervisory tool is a manual orguide, 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 cone(re'nce's,slafltleetilgs,.1ielo(.servations atnd contiil ing educa­
lion 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 usc the technique of group supervision to facilitate 
information exchange on activities, present alternative methods, and 
give group support to those who have difficuIt job assignments. 

Supervisors should accompany the auxiliaries during their initial job 
placement and hell) them get started. Periodic ineetings should lien be 
scheduled, with l)rovision for inmediate contact in emergency situations. 
If possible. Supervisors should plan to licet with lhe auxiliaries more 
frequently during the first six montlis to establish whether performance 
objectives are beingi met. and i 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 tihe auxiliary. For the auxiliary stationed in a community 
or a rural area, the number of regularly scheduled supeiL-or visits per 
year will be influenced by fie supervisor-worker ratio, the distance and 
terrain to be cowered, and fle type (f transporation available. Although 
conditions may be uifavorable for freq uent visits, most programs have 
tried to achieve a supervisory visit to village level health workers al least 
one day every twoimonths. 

Since the auxiliary's job security alld p~romotions depend on information 
about how well lie is doing his job, the supervisor needs to schedule 
regular and sytlemalic pIrlorinrnce appraisal. This may be a special ap­
praisal, not part of regular stlervision. The criteria of evaluation should 
be known to the auxiliary. Some ways to assess performance are discussed 

79
 



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. 

TrainingSupervisors 
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 proces 
may be gained it the three actors are asked to relate what they felt during 
this process. 

Supp ort /r .'Ui t'vi. t'r 

The program administrat 'rwill also need to provide the auxiliary's 
supervisor with back-up support, and so on up the line. If possible, ad­
vanced managerial andi administrative training should be furnished to 
key personnel at the district level. The l)anfa Project in Ghana is an out­
standing example of an intensive approach to increasing the management 
capability of a rural health services delivery project in conjunction with 
recruitment and training of hcalth 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 Inlormation Systetns 

Monitorinig P 'ttormnant' 
Successful inanagenient 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 seen or latrines built or improvements made to the 
water supply. Since there are numerous activities that can be monitored, 
the critical issue is to select those activities or functions that are most im­
po,tant 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 
activities performed. 

Prhrm Mlhntification 
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, 
it should also provide data on tie workings of the entire support system in 
a regular. systematic fashion. 'Iiis need not be a complex, expensive 
endeavor., t r example, in Cornwall County, Jamaica, where they are 
devch ping pilot districts in primary care, tie functions of a management 
information system are carried out by a "Problem Solving Committee."4' 

This committee is composed of parish public health nurses and the 
count ) medical officer. nursing supervisor, health administrator, and 
training officer. The committee meets with members of the primary care 
staff in the pilot districts of each parish to identify problems in the 
developmentif pilot areas and to suggest interventions at the parish 
level. I. pon 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 pAssible spread of health coverage. 
The committee does not focus just on the performance of these auxiliaries 
but tries lo understand the functioning of the entire primary care system. 
They may identify problems in building maintenance Ie.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 other 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 Systens 
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 also 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 responsive 

to the demands of tile formal health system than to tile needs of tile com­

munity for certain kinds of information. In the Kasa project, India, for 

example, it wits 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 dcvcloping 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 wits effective if paramedical personnel had adequate 

compensation and day-to-day supervision by middle level personnel.' In 

Malawi, another approach wits 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 syslem, the better. One program used post­

cards on which to record infant deaths. Tile postcards served to alert tile 
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supervisor, who then would investigate the deaths. Eventually this re­
suited in more appropriate management criteria for certain diseases 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 tile 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 tile supervisor, 
who determines if the required information items were collected and the 
correct assessments and treatment plans made. The ,upervisor 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 
either through direct observation of an auxiliary's performance or 
retrospectively through a review of completed protocols. The appr )ach 
requires design and testing of protocols for prevalent health problems 
appropriate to tile skil!s of tile auxiliaries employed. It also relies on 
written forms and an effective communications system for transmitting 
completed protrcols. 

Communication Systen 

A comrin nicaition system has functions other tban monitoring per­
forniance. Chiefly. it should strengthen support to the auxiliary by making 
possible Consultations about infrequent, unusual or emergency situations. 
It call also be used for handling administrative queries pertaining to sup­
plies, transport. or pay. and as a miechanism for contint ing education or 
in-service training. It proviides a means to refer p:itients to tie next level 
of care: or comnsersely, to inform the auxiliary about patients who are 
being returned to the commtjnity and who require follow-up care. It can 
serve epide inioil purpvic ses by tracking patients. sut.h as migraw s, 
from mountain to valley. To fulfill these funcliotS. a communications 
system 1,'dA !o /)I',1terat live. Communications should flow in both 
directions- to antd trinom the auxiliary. 
No single communitcations system N,ill pro ide the total solution to any 

problen or be appropriate to all cases. Somc prgrams use runner sys­
temns ats atMeans of CollUnication, sonle have used honling pigeons to 
carry messages, oIthers use helicopters. The Flying Doct(or .er%'it -in East 
Africa has light aircraft to supplement extensive radio links.I Intile past 
half century there has been increasing experimentation with tclecommuni­
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cations to support health care systems. Most common are radio-type 
links, including broadcast 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 pr'Viding social services than were conventional delivery 
systems, given that the population to be served was dispersed over a 
relatively large area.'2 The rel'itive cost of telecommunications is dropping 
as manpower costs rise. Inexpensive communication units, such as the 
citizens' band radios in use inMicronesia, are now nore available. Al­
'hough 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 comunUnicationsimple and intxpqensive. 

Consultation and Continning Education 
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 method of operation is to 
set aside a specific period each day for discussion between the supervisor 
or consulting physician and auxiliaries in the field. A roll call procedure is 
initiated for medical traffic from each of the localities where auxiliaries 
are stationed. In remote areas of Alaska, housewives trained as communiy 
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, it isdesirable 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 ah,interactive question and answer period. 

Administrationanhd Mannagement 
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 or 
queries about pay, than they do to technical consultation."1 The extent to 
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which the radio contact isused 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. 4 Such reporting is most ef­
fective when messages are given directly to the person in charge and not 
relayed through intermediaries. 

Morale 
Two-way systems have a positive impact on health workers. For example, 

one benefit of a two-way radio system in Guatenala 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 broadcast radio is devoted to health personnel. They 
may send a card to the station describing 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 instruction in 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 electronic 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 tile 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 tile 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 fron meet­
ing with other workers and sharing corn uii problems can boost the 
morale of thle most isolated auxiliary. It is generally believed this lift of the 
spirits will increase job si!tisfaction and length of service. 

Another reason for a planned program of continuing education is 
based on the assunlption 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 tine, new scienific dis­
coveries can affect the :ictivities 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 orgainized health 
services, may change. Furthermore, experience has shown there is anl in­
creasing demand for health services as people become more aware of 
their health needs and become conVincel that sonet lhing can and should 

be done about their problems. 
External factors may bring abtnt changes in the auxiliary'sjb. Altera­

tions in tile physic environment can cause an upsurge in disease, such as 
a1n increase of sch,.,tosorniasis with the constructiOn of dain1S. Or, extreme 

climatic conditiotus, such as drought or floods, may affect market prices 
and food production, and these, in turn. may affect tie nutrition of 
children and pregnant and lactating women. Migration and fluctuations 
in tile birth and death rates can alter i)opulition sizc and cotmp)sitionl, 
necessitating greater concenlration on special services such as maternity 
c;,re. The control or eliminmation of an endemic disease in an area can 
make a considerable difference in the scope of aclivilics of all auxiliary. 

Retraining will makc possible ilie transition from a unipurpose worker 
(e.g.. smallpox worker, malaria surveillance worker) to ;IMultipurpose 
worker. In addition. one can expect changes in the hcalth syslem itself, ill 
tile number of health facilities and in their man ner of s'affing and struc­
ture. Programs may be aIllcrcd for the sake of efficiency: perhaps certain 
workers are not being effectively utilized or some typc of services are in­
efficient. As any of these numerous changes Occur. new resplnses, new 
knowledge. and skills will he req uired of the health worker. 

The ",State of the Art'" study hy ie American Public Health Associa­
lion found that, in general. ficld 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 auxiliary programs." Books, newsletters and journals keep profes­

sionals in nursing and medicine in contact with new ideas and techniques, 

but these arc 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, isused 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 education of personnel involved in work with chil­
' dren." 

The periodical lt'inill' et Di;veloplpenent. published in Sub-Sahara 

Africa, 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-litcrate. The magazine emphasizes self-help and publishes 
-do-it-yourself" articles on health and nutrition. It is finding its way into 

classrooms, also. In Togo, for example, trainee midwives used an article 

on clitorectomies in their classes.' 
The newsletter SALUBRITAS isan important source of new technical 

" 
inforniatioih 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 away that 

is understandable to those with little reading skills. 

Frequency o'/n-,s'rvice Training 
Usually programs conduct continuing education through planned short­

courscs or seminars, but their form varies widely throughout theterm 
world. Since the nature of an auxiliary's role, the lngth of initial training, 

program sources and p pulation 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 ;t month: otherwise, it was found that 

workers had t tendency to backslide."' In China, barefoot JXctors meet 

two days a month, as well as two weeks a year foit continuing education." 

In Liberia, a two-nionth refre~her course for physician's assistants is 

given once a year. "4 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 skil!s 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. Tile training is related to exist­
ing t'ask assignments and to changes in health needs and demands. 
Second , dispensable information on administrative policies and pro­
cedures shoL,.'. lie presented and discussed. Third, the program of contin­
uing education si> , ,'i h, flexible enough to deal with specific problems, 
structural or interpes cal, 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 to 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 
itsan 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 auxiliary 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 success and 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 al'd acceptability­
or for scientific reasons if the results of the project provide new knowledge 
or refine existing k nowledge. 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 agency? Is the information for 
community committees or other health professionals? Is it for the auxiliary's 
own benefit? 

Different types of information art collected for different purposes. If 
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 tile level and nature of efforts, 
but may. in addition, wish to uncover possible program deficiencies. 
These results vill be used internally to improve worker performance or 
program effectiveness. If scientific information is tile goal. then tile re­
search design must he carefully selected so that results can be applicable 
to other settings. Furthermore. findings of the evaluation will be circulated 
far beyond the boundaries oft he program, its administrators or even the 
nation. 

Scope of Studiv 
Objective appraisals are supposed to provide information closest to the 

"true" situation. However. tile results of an evaluation ciul he 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. Indeed, 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. 

It is becoming increasingly recognized that there is seldol 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 conmmunities 
with a defined social ecology that can affect the health of tile population. 
Furthermore, auxiliaries are working in an enviroiment 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 progral 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. 

It may 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. l)emonstrations 
of improvements in health services or health status will be more credible 
if a comparison group study design is used. However, because comnparison 
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 tile 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 tile unit under 
investigation (e.g., number of persons, cases, visits) tile 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 comnimunity-based programs. 
On the other hand, government health services might wish to support this 
type of research in order to determine feasibility, efficiency and effec­
tiveness of services before launching into wide-scale iniplemenitation of 
auxiliary based primary health care programs. 
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An evaluation eflort that stretches over several years also raises the 
issue of the stability of research priorities. Any evaluation program re­
quires the understanding and support of values and assumptions that 
underlie the research effort. Consensus on what research is important 
must extend over changes in practical or administrative personnel, shifts 
in policy or changing economic and political conditions in tIle community. 
Tile 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 program is the 
time scale. Benefits. or disadvantages, may show up long after an evalua­
tion. Changes in behavior or people's habits may take a considerable time 
to occur. 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, tile 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 shou Xd also be Made between pre- and iost-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 "nionitoring" 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. 

Uo ol Studv ,,Result. 
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 aggregate community iotcones. 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 
direct program em phasis away from human vaIlues such as the quality of 
human relationships or persona, growth. The fact is. tin.css 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 su pport. 

Both personial and social reasons inhibit the desire to learn of deficien­
cies in performance. Commenting on the need for objectivity in evalna­
tion, Taylor said, "()lie of the more intractable obstacles to change is tie 
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 chkif expectation of evaIluation studies isthat the information will 
be used to better practices and increase accountability. The purpose and 
relevance of evaluation should he built into the original plan for the 
health program. The mechanlism hly hN ich results of eVahlatiol sttudies 
woldd be used to improVc dtCcision-rnaking or reallocate resources should 
he specified in the initial health planning proccss. If the evaluation is 
dlone at the central or rcgional level, the local health administrator must 
be aware of the purpose of the evaluation and be prepared to act upon the 
results. The aldnlinistra"or can SCCLIrC the cooper;ition of the health team 
for the evaluatiol Cffo't 1w being open about the objectives. hy actively 
involving tlie tea i. and I remain ing firmly COmIllittCd to tile study 
throughout the time it takes to complete. In particular. the auxiliaries 
should understand t0he purpose and how they might beiefit from tihe re­
stilts of tie Cvaluation. 

Not only does some thought need to be given in advance to ways of 
translating study results into increased worker morale and lerformance, 
but tlso to nethboIs fOr usilg these data to raise the coninlIlluity*s level of 
awareness about its health status. The information that is ohtained 
should assist a co)mmunity ill beconiing more knowledgeable about 
identifying services a health I program should provide. If !he study focuses 
on matters such as qnalitV of hoIsing. breast-feeding practices, or water 
supply quality, rather than hospital or clinic visits, it is porssible for 
colirnu r ity menihers to judge the effects of tihe hlealth program on their 
CoillllllllliV. Concentratig Oil services lto paticllts serves to enhance the 
mystery surronlidirig medical care. COnimunitv members need to think 
in terms of health StIIs outColles tihe\ can influence and assess. 

Lk.'rtn l iC'IA Int','a / A .t'n' 
(nce the decision is tnalC 1to CVIltilICt alO'tglaIm. tile next step is to 

determine who will carry out the st idy'. Dpelnding on tle purposes of tlie 
evaluation a nid the resources Of the program, tile assessient may le car­
ried out by an independent team or bw rescarch staff employed on the 
project. Perhaps hoth approachcs may le cmployed. since tilie\ offer dif­
ferent perspeciives. If there atrc lit ,crwrful political reasoms why infrnmation 
about progrmn shor-tcomings would le unfiurly (a agingit inidividuals. 
then the wisest stracgy miight be self-evaluaition, where lie lcallh tearn 
and suIppotr staff arc hrouight tgct her in a group process Of prolem 
identification and s dulion . 

Ali individuail pro glr.inl "representsi it)rogmillatic respotse to it 
particular picrcepl u1Of the prohi li. tempered hy i priority ordering of 
a series of' valutcs. assunptiols. stimuli anitdl constratlis.", ltOcilI research 
staff may le seen ts more impartial and obiective. lending credihility to 
flindin s of the research cl or-l. 

Criticism has also ecn raisei of utsitle. aca-dcmicallv Oriented ili­
vesticators. soncl incs Ihies have cOliic with pr'coincei'ed 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. 

studies are usually carried out by researchPre- and post-evaluation 
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 bc 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, inl measurable terms, before starting 

the activity to be evaluated. A most useful guide in this process is Mager's 
its focus is on instruc­"Preparing Instructional Objectives."' Although 

tional objectives the process is the same for defining operational objec­

tives of a program. As Kark has stated, evaluation of a 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.VI fact, 

the objectives for training and Utilization of auxiliaries are defined during 

tile planning phase of program development. Fvaluation is an additional 

why programs should be planned jointly by health professionalsreason 
and representatives of tile commnunity. People may need help to specify 

leasurable objectives and dCvclop tihe tools for evaluation, but if they 

are involved in that initial process, the resIts will mean a great deal more 

to them. 
The steps in evaluation are first to define tile objectives: then establish 

baseline criteria: proceed to nionitor an ongoing program: and finally. 

conduct a post-evaluation. including appraisal and strategies for iniple­

menting program modification. This process should be as simple as 

possible. and focused onllv on lie information that is most vital. (.)crly 

ambitious evaluation plais may flounder in the v\olum1e of data collected 

or the data collected may be too cost lv to analyze or be too veneral to be 

practical. It is better to answer one question well than to try to evaluate 

all things for all people. 

liFvaluatincg W1liplh' Olcctiv'v. 
How can one handle the evaluation of many different program objec­

tives? Not all services need to be considered sinultalneosly. One strategy 

is to change indicators of program success from time iotime. 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 dil(fi'ent in/'rfnathit needs overtine.Certain infor­
mation is repuired early in the program, other information may be 
needed at a 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 numers of insect-breeding areas that have been elinmated. The 
health manager will have to anticipate information needs ovcr time and 
try to determine which data are most feasible for use early 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 
effort 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 problem. 

There is also no justification for tile overall assessment of a program to 
be based on the results of a single evaluation. Programs change over time 
and often quite slowly. It is important to know the trenid o tuoventent; is 
the Drogram progi;essine toward its goals'! The emphasis should be on 
direction over time instcid of on ttie achievement of a desired goal at one 
point in time. One method of assessing direction is to sake repeated sur­
veys On small community samples, such as a tell percelnt sample. several 
tinies a year. The investigator can check on such conditions as screens on 
windows, presence of cattle i. :.e house, or number of vegetable gardens. 
These arc simple tlCsti ,tS he answered by a "yes" or "no," andthat can 

can be carried out by auxiliaries or communiy residents.
 

Evaluating Adequacjv and Conletcnce o/the Worker 
Although each program will set unique objectives and priorities for 

investigation. there are some items of informatiou about training and 
utilization of health auxiliaries that can Ic part of any general tevaluation 
design. E\aluation May include an appraisal of: (I) tle extent whicho 

tie auxiliary is meet ing objectives of tile program by measuring tile work­
er's knowledge, performance and artitudes; (2)acceptability of tile worker 
to patients, c( 1niiunity residents and other members rif tile healthi team; 
13) job satisfaction of the auxiliary: i-1)coverage of tile target population; 
(5)effectiveness of tie program in terms of health status outconmc:, for 
patients or changes in the mortality and niorbidity rates of the general
population: (lialteration 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 tile auxiliary, then to 
the program of services. 
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Evaluationof Worker's Knowledge, Performanceand 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 progiam 
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 training program. In some localities this assump­
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 tie 
performance, capabilities and character of the auxiliaries before permanent 
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 cooperativei 

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 ask pertinent questions about management. 
How is diarrhea treated in a young child? When issupplemental feeding 
added for an infant who is breast-feeding? What tasks must be performed 
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 activities. 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 Is i.mportant to establish whether the auxiliaries understand 

and remerabcr what they were taught, it isequally important to determine 
whether they can adequately perform the required tasks. In the United 
States, perfcrmance 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 samp)le ofpatientcharts 
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 difficulties in tryinig 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. 

Questionnairesmay 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 feels 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 validation for different cultural and programmatic 
contexts. 

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

Logs attldiariesare another method of evaluating attitudes. These can
be quite rich in detail and explicit about strains and satisfactions in tile
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-Iplavig 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 alcohol, 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 se f/appraivalofsuch 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 ofthe Health Worker 

Pati'ntand commtutIr SyatiSilction 
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 ia problem? Can tile 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 v;h:. 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 

Do they think the auxiliary knows about goodchildren they want? 
medicine, or about why people get sick'? Did the auxiliary ever ask them 

what they thougi.t were village health problems'? 

Most acceptance studies in tile 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 who set a 

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 

access (financial and distance), traditional beliefs,reasons, including 
political 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. 

Acc-eptance t7Y other members of the health team 

The health team and other co-workers should be questioned as to 

satisfied with the performance of the auxiliaries. Dowhether they are 
Are they capable,they consider the auxiliaries' referrals appropriate? 

dependable and pleasant co-workers? In countries where the medical 

community retains a traditional view of the delivery of health services, or 

the nursing profession feels a threat from the ne,, 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 ol'I*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 easier it will be to assess their performance 
and the acceptability of those actions. 

Job Sati.stiction of the Auxiliari 
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 rre~,td fairly and with respect by supei-visors 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 anot er 
area or they may be promoted or offered a better opportunity elsewhere. 
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 L'fficiene p and Effectiveness 

Activity Analisi.s 
Job analysis is another method commonly used to measure the extent 

to which the auxiliary is meeting 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 objcctives.' 
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 tile 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 tire used to record activities performed and medications given. 
A count of the coupons gives a picture of the auxiliary's work. 

Not all 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. 

Task A nalvsi% 
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 conntiUed for at least one week, as it takes time for the auxiliary 
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.g., during planting, harvesting, the wet season, dry season, 
etc. A funcilonail task analysis will show the administrator tile average 
percentage of time the auxiliar, is engaged in functions such as curative 
care or community prevcntivc care. Quite detailed analysis can then take 
place. For example. a ratio can be obtinmed of the time in direct service 
versus time spent in adininisiration. If a functional analysis has been 
made of ill 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. 

Servi'' 'veragi' 

Utilization rates are an important part of information used in monitoring 
and in pre- and ptost-ealh:ation 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 area. The 
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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 season) when interpreting trends in service coverage. 

Neither service statistics nor functional analysis will establish why a 
discrepancy exists between training and performan-e. A worker's produc­
tivity can be influenced by such diverse factors as size of the target 
population, illness patterns in the area, 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 responsiblc 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 a.aysis of these data controlling for key variables that may limit 
coverage. 

Outcome ot 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 services 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 (lid not have such 
care. Or. one may be interesttd 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 mortalitv 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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rieonatorum. Special pre- and post-surveys may be necessary to deter­
mine if there is a change in wo'm infestation in tile population, the extent 
of anemia, or eye problems. It IscqLally important to evauate tile cV,/ct 
of the auxiliary on such ir'cursr ox* d's'a.se'as impure water supplies, 
inadequate drainage systems or inadequ ate immu nization coverage 

The administrator mly als,) wish to assess tile au.XiliarVS effect on the 

health behavior (/tlw polation. Are more people using clinic services, 

wearing shoes, or boiling water. thaln before the program started? Has 
there been an incfrease ill coiIInlnLiiity participation on health commit tees 

or in volun.eer activities? Has the presence of the auxiliary resulted ill 

changes in the hygiene of the traditional birth attendant or village barber? 
Has the auxiliary affected the behavior of the local pharniacists? 

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

Cost Analsis. 
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 

:mnpower. tUni fortunately. in many localities this assumption has not 

been documented, although it may be true. The heaIth administrator Nviii 

be able to determine tlie most efficient perso~nnel for a,given situation by 
conducting cost-effectiveness studies. 

In developing cost estimates, tile investigator should include both 
operating and capital costs. The initial -start-up' cost may include tile 
construction of health posts, as well as fturnishings, drugs a1nl eqtiipment. 

The cost of training auxiliaries is also included in the analysis. If job 
turnover is rapid. the program may be incurring large training costs, 
despite the fact that tile outlay for training any (me worker may be small. 
Direct and indirect operating costs imlude salaries. su per\'ision, c ninu­

ing education, supplies, :iaintenancc of tile health posr. anm vehicles or 
aninials used in transportation. 

The investigaicr slould he certain to iiicludC all costs. ( )ftC. goods. 

services or fund., comie fromt outside sonurces. For examinplc. ill Tanzaniia. 
costs of training and supplies are borne by tile government, while other 

costs are tile responsibility of lie village cornIl nilit ies. which miay seek 

outside funds. In Jamaica, for several years. cornint y health aides in 
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rural areas were supervised by medical students who received no salary, 
only living acconnodations. It 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. 

Co.st /f icin'fl V 
An average cost per specific output or outcome measure may be 

calculted for a specified time period, by dividing the total fixed and 
variable costs by the total number of progral outputs on outcomes. For 
example, data on Cost and data from a functional analysis can be combined 
to obtain the cost per tinit of service. If information has been obtained on 
the cost of services provided by other health professionals, then the 
ealuator cn compare the cost per unit for service by the auxiliary to 
that of a health professional. Cost-efficiency comparisons are sensitive to 
ttilization rates. To the extent that utilization is affected by distance, pat­
terns of illness. etc., 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 activitics. 

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 poplations who because of distance, geography 
or inconc are underserved. It will probably cost more to provide an 
equity of services to these people. It is important that the evaluator 
estimate tile cost per benefit to the service population. 

A cost-effecti\eness comparison was carried out hy the Narangwal 
Popl at ion and Nu t nition St tdies. Cost-effective ratios were used to con­
paC different experniental service groups that were composed of dif­
ferent mixes of health manpower. including village attendants, family 
health workcrs itd itheir supervisors, public health nurses and physicians. 
Data on ct,:t of service were obtained from a functional analysis, and 
collhiled with loliitudinal data on v'ital statistics to obtain an estimate 
of cost per lCaths averted aild cost per births averted.;' IFromt longitudinal 
growtlh survy data it was possible to calculate the cost per additional 
cell(titileCl's 0i gril agedw .0 Cost avertedt 1t1hhs. per illness was 
calculated using data from tloneitudinal morbidity survey. Information 
galhered illIcross-secti al Ipsvclloiltittr de\elopnietl survey wIs Used 
illCiliti thle cost p1r increased percent age point in )syc hfonlotor 
skills. 

Most progran ev;uaioitis do Inot itvolve such large population trials. 
Ilowever. the genler: l )rinciples can be used by atny size program ii as­
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sessing services. The evaluator must determine the following ratio of 
additional costs to outputs gained: 

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.,2 

Communicating Studv 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 
some 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 isleft to churn out the same kind 
of workers, despite what may be disparities between training goals and 
actual performance. Unless the health program isactually 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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