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PREFACE 

Over the past two decades the international health 
field has expanded in scope as the number of newly indepen
dent countries st ivng-toimprovetheirnations1 health 
systems has increased. "Approaches t' health care delivery
have been fragmented and changes in health status, particu
larly in the third world, have been slow. While no one of
ferred a panacea, many thought the situation could be im-' 
frved.apnca
 

In 1971 a task force on international health recom
mended the creation of a committee for the specific purpose

of improving communications within the international health

field. From this effort the National Council for Interna
tional Health (NCIH) was born. The NCIH is a 501(c)(3) tax
 
exempt organization. 
Its membership includes individuals,

professional organizations, private and voluntary organiza
tions, universities, foundations, and government agencies.
In short, the Council is the forum through which the private

and public sectors meet and act on 
the problems associated
 
with improved health care.
 

To facilitate this communication, the NCIH, since

1973, has sponsored several conferences. Past conferences
 
have concentrated on such topics as "The Health of the Family," "Child Health in 
a Changing World," and "H'ealth in Com
munity Development." The focus for this, our Sixth Annual
 
Conference, is "Health for Humanity: The Priva.L. 
Sctor in
 
Primarv HEalth Care" and is presented in coooeration with
The American University.
 

As with so many volunteer activities, the meeting would
 
not have been possible without the diligent efforts of many

of our Council members and friends. The NCIH most especial
ly wishes to thank Dr. William Nute, Jr., and his program

committee for the many long hours that they have cont:-',ut-.
ed toward the presentation of this Conference. Dr. Nute
 
has been a Council member since its inception in 1971 and

has loyally pursued the Council's objectives. His experi
ence in 
the field and his attention to detail are unsur
passed. Dr. Nute's expert leadership has enabled the Coun
cil to continue, despit3 the lac of a sustained support

staff. We also wish to acknowledge Ms. Jeane Cox-Meuser for

her energy and efficiency in assisting Dr. Nute with the
 
Conference preparations.
 

The also thanks The American University and
.CI. 

Professor Darrell Randall for their unceasing interest and
 
toil. The University generously provided the space and facilities for this Conference as well as guidance as to sub
ject matter. This particul.tr Conference is an outgrowth of

The American University's World Human Needs Program. There
 
can be no question that thie University is committed to qual
ity education and traininq for field practitioners.
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INTRODUCTION
 

In the past five years, a quiet revolution has been
 
occurring throughout the developing world. This revolution
 
remains unknown to the vast majority of Americans. Speci
fically, there has been a revolution in the provision of
 
health services, and the result has been 
a marked improve
ment in the health status of the world's poor. The Council
 
is fortunate in that some of the key leaders of this move
ment are participants in this Conference.
 

One of the Council's principal objectives is to con
tint,' this revolutionary--or evolutionary--activity; not in
 
a tleoretical way, but experientially. The Council endorses
 
the World Health Organization's definition of primary health
 
care. In 1978, the Alma-Ata Conference considered primary

health care "to be essential care based on practical, scien
tifically sound and socially acceptable methods and tech
nology made universally accessible to individuals... in the
 
spirit of self-reliance and self-determination."
 

Primary health care includes health education; pro
motion of food supply and proper nutrition; an adequate
 
supply of safe water and basic sanitation; maternal and
 
child health care, 
including family planning; immunization,
 
and appropriate treatment of 
common diseases and injuries.
 
The initiation of such services 
has, to date, remained
 
largely with 
the private sector. The problems of implement
ing such health delivery schemes, though, are many.
 

:4ost private and voluntary organizations (PVOs) are
 
managed on a shoestring. Funding is insufficient for the
 
goals at hand, and the traditionally generous public is
 
tightening its financial belt. Therefore, PVOs are, 
more
 
than ever, faced with issues of cost-benefit, cost-effec
tiveness and efficiency. Programs built on the reputation
 
of one dedicated expatriate can no longer survive intense
 
scrutiny. Rather, such programs must demonstrate community
 
involvement in both decision-making and administration, as
 
well as replicability on a broader scale.
 

PVOs that have been forever short-staffed must now
 
rely on local personnel for assistance in primary health
 
care. Thus, PVOs are expanding their concept of training

by organizing on-site seminars and intermittent hospital
 
study programs. The result has been greater acceptance of
 
health care delivery; this because locals trust their own.
 

The PVO presence at the local level insures a
 
greater probability for program and community integration.
 
There are problems to be sure--does one access the community
 
directly through primary h,.alth care, or 
indirectly through

the introduction of some other "felt" need, such as educa
tion and schools or agricultire and food co-ops? Tfe final
 
determination depends on the PVO, 
its mandate, and its
 
sensitivity to local conditions.
 

iii
 



The politics associated with primary health care
 
cannot be underestimated. International organizations must
 
respond to the dictates of national governments. Regional
 
governments remain politically sensitive to public demand
 
for high cost, tertiary health care. Provinces, ovsrhjurdered 
by burgeoning populations, must make th, unnoticed felt. 
Each arm of goverment must satisfy the expectations of th, 
medical profession in-country; expectations which oft(en
result in the skewed distribution of health care services. 

Finally, PVOs must convince their fellow nationals 
of the worthiness of their projects. ,'o one Ii key to hear 
that his or her money and effort is contributing to Mal
development, increased population, or the lik,-. PVOs have 
had to mount public relations campaigns to educatu their 

These proceedings reflect the 


publics 
in that 

as to 
spirit 

the benefits of primary hea]th care, and it is 
that we have gathered our mmbership, heru, 

this year. 

' i-ticipint. 
in defining the role of the private sector in health care 
delivery. The speakers' backgrounds cover a wide spectrum 
of activity and their anal'ses vary. We, would like to 
express our appreciation to Ms. Sarah Becke~r for her patience
in editing and to Ms. Teresa Gottiieb for he'r expert typing. 

r con(7e rns
 

Do read on and enjoy. 

Ned Wallace, M.D. 
Cha i rman 
National Council for 

International Health 

December, 1979
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I. KEYNOTE ADDRESS
 



RISK TAKING AND THE PRIVATE SECTOR
 

Frank L. Goffio
 

I must tell you 
that I feel a little uncomfortable
 
addressing this audience. 
Although I know the private sec
tor, I can tell you that I am no expert in primary health 
care. However, I was happy to hear Dr. Wallace say that we 
are not going to spend a lot of time defining primary health 
care. In my experience, I think that we, in the voluntary
sector, spend too much time definxag things and too little
time implementincu what we know to be correct overseas. Way
back, twenty-five or twenty-six years ago, when CARE began
to get out of what was then the package business, into what 
we called self-help, self-help was great. Se f-help de
scribed it all. Later somebody used the term "development".
Oh, the money that we spent defii ing development. The
conferences that w,,ere held seeking a definition of develop
ment and arc still 
 being 'eld. I don't think you have to

know the precise defi nition of development to do the job

that leeds to b'o done.
 

Something happened to us, professionals, in the

private voluntary agencv sector, when CARE and MEDICO 
 merged.
For the first time we were not moving things. Rather, we
 
were moving people. As I was ne,- to 
 the job of Executive 
Director, I was concerned about th;.s. We were mutually
suspicious--the medical profession-.l and the agency pro
fess ional .
 We felt we didn't understand each other. For
the rirst ten ye.ars of operation we kept our distance and
 

erely smiled 
at each other. I think it took fifteen years
before we embraced and began to talk about our mutual
problems in the field. We have overcome that now. Perhaps

it existed, or might 
 still exist, within all of the agencies

that are combiring the 
 work of the "PVO" and the medical
professL on. It has taken us a long time to jet together and
understand what it is that needs to 1)0 done ov(erseas;, and to
 
respect each other's abilities in the field. 11Hence, out of

this meld--this crossbreeding--comes the 
 kind of profession
a] that we so dospe rately need to implement proper primary
health care in the less developed areas of tht world. 

There is such a scarcity of that kind of personnel.
In the old days, we moved people overseas and it was accept
ed. For example, we came in and said, "W, :o1- going to move 
in So much whedt; we are going to move in so much of this 
or bring in plows. Today there can be no second-raters; no more warm bodi es to move around as we bring in thin(Is. Th is
is important to remumber. Less developed countriesn want 
your sk:il d l(er:;onn_.I; not the second-ratern or the warm 
bodies. SadlIy, there are too few skilled personnel. It isdifficult to find the people that can go overseas and spend
the necessary time. by- that, I do not mean tlel, rson who 
goes in for a week and comes out for a year, and then goes
back for another week. What is needed is someone on-site 
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for the duration of the project, who can remain and develop
 
local expertise. Given our limited expert personnel, we
 
must develop local personnel to do the job.
 

When CARE began its self-help operation several years
 
ago, our principal premise was that people must be self
sufficient. I was in procurement at the time. In India,
 
we decided that we were going to provide a plow. We as
sembled a group of experts together to tell me, the buyer,
 
what kind of a plow I should put down in India. We had
 
sixteen experts. These experts sat for three days and de
liberated the problem. I was downstairs waiting for the
 
answer, so I could go out and buy the plows and get them 
into operation in India. At the conclusion of the three 
day session, sixteen different plows were recommended. I
 
responded with eney, meny, mini, mo, and bought two hundred
 
plows. It was not a good plow, but we got it overseas. We
 
distributed the plows and put them to use. That is how we 
found what was wrong with the plows. Then, we began to 
develop a plow, until finally we developed several different 
plows for use in India. There is no one plow appropriate
 
to the whole of a country like India. We developed them by
 
taking the risk of putting down the first plow.
 

We can find the answers if we can take the risks that 
make things happen. We must not be afraid to make mistakes. 
We have all the learned papers in the world to read. The 
people of the American Council provided me with a lot of 
literature on primary health so that I would be prepared 
when I talked to you today. After reviewing the material,
 
I decided I would not talk about primary health; it has all 
been said. You all know what you have to do overseas. 

Years ago, we did not call it primary health, but 
CARE was involved in primary health or parts of it. Nu
trition, clean water--all are vital to the improvement of 
the human condition in the field. We in the privaCe sector, 
too often rely on jargon. We have an opportunity before us. 
Some of us may think that we are expe'rts in primary health. 
We have heen in health a long time. But, we have very few 
success stories in primary health. Those that exist are 
limited in scope. 11ow do we (1o about improving on our 
record? 

We have to begin by putt i ng our energ ies, our person
nel, our finances and our resources into health care de
livery. T think what this Confrence offers is an oppor
tunity for crossbrd(,ding and the exchange of ideas. 

Throuqh MEDICO we have e heavily inbeen involvd 
hospita-bansed, curatiwye carf, programs. Only now, have we 
starteLi ()'it-reach prngrams. I have beard our medical ad
visory board giive greit lip nerviev to Irilmary health. It 
has only been within the last two yars that I have be(,n 
convinced that th Board e(,ans; foi 11! to gt into primary 
bo -lth care_. medical tin1; b Vn cant ious''he prof,!;sion very 
al. it putt trig people out in the f i eld who may not have all 

-fhe tra i ning they feel nece _I ry to ge Lt he joh done 
1, we are goin( to have to compromiFse, a n(] the medical 
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profession is beginning to realize that as fact. Para
medicals, even less than paramedicals, are available to move
 
health care out of the boondocks. We have been successful
 
in implementing food distribution programs. We must develop
 
similar programs for health care delivery.
 

One thing has troubled me as I look at your confer
ence agenda. Fund-raising is r major problem for private
 
voluntary agencies. The months and the years ahead are
 
going to be very difficult o i2s for our voluntary agencies.
 
We depend on the donating plillic for support. I fear that
 
the federal government is reducing incentives for giving.
 
How many of us are working, here in Washington, to talk 
with people on Capitol Hil ? Tax shelters for overseas
 
voluntary agency personnel. are being taken away. This 
makes it very, vev costly for agencies to operate abroad.
 
We are going to be in serious trouble unless the private 
sector continues to seci'-e funding from the compassionate, 
generous public-at-large. If we are not heard, we could
 
end up talking to ourseives. Fund-raising should be at the 
top of our agenda.
 

It is imperativ that voluntary agencies tell their
 
story to more people i more places. Programs must be 
improved. It is cost y to be in the voluntary business 
today. Nobody likes -- talk about money, but no
o there is 

way around such disciissions. We are all familiar with the
 
problems accompanyinL direct mail solicitation. It costs
 
one dollar for every four replies received. If we continue
 
to take away the inc-!ntives for the donating public to give,
 
then more and more of us are going to be lining up in front 
of the government f indin- trough. Do not misunderstand me. 
I am all for getting whatever amount possible from donors.
 
As far as CARE and I are concerned, the United States 
government has been a donor. As long as you are doing your
 
thing well, you can ask anyone for money. The NCIH was
 
established to assist the PVOs currently active in health
 
to perform their functions better. Will the HCIH help us 
to spread the word within government? 

In a sense, government funding requires that an 
agency prostitute itself. Do your thing. Don't twist your
self upside down. Government is a bully; it will tell you
 
what the government wants you to do. If government funding
 
is your only source, then you are not going to be doing a
 
thing. Government is a great partner, as long as you remain
 
independent. We, in the private sector, have bcen very
 
fortunate to preserve the .'.ndependence and integrity neces
sary to convince the donatl. g public. The public is skepti
cal of government agencies. It is for this reason that I
 
ask you to includ, the subject of money in your deliber
ations.
 

I do not have anything profound to say this morning, 
except that my thirty-two years with voluntziry agencies have 
been thrilling ones. There is a payoff that cannot be 
measured in monetary terms. Change occurs because you care 
enough to mae it happen. It is who we represent, the 

3
 



people of the United States, that make it possible for us
 
to remain in the business of helping the world's poor. We 
must never become so smug as to say to the donating public,
"You do not understand; particularly the costs." Tell them 
why it costs so much. Do not fud(;, it. Keep' y'our costs as
low as possible, but tell them why it CostS whit it does.
If CARE is a (ood organization, it if buecus( we have a lot
of people oversas who ar,, cognizant of t ii loqistics in
volved in getting things to they r ight ila on tim,. There
is no way in the world you can do that wit ih on l iln ove
lope to depend on. You hive to have' i)1,oilI, t tin i, orts to
 
unload ships and put sunplit.. down. You hiav( to hiv(

people to me't 7'0our 
(oc to ! , ',onr ln r!,:;o id i t them in to
 
an environment whur( the',can 
 liv, 111 opc'rate , tively.
It all costs CIn(:. If th. (govt'rnment reioVi'; th( in
cent ives and tI he, iw i tI it to"! toh, i nool t)e oh1)I
offer overss em ii .,: thin it ii;g(ii ni to ) (x:treinely
difficult to mov, fot,': !. So, 'H le , d :;N lr,, min ute,
knock on your ' fo-,r(lii ,l i ,'>tl in t , f i no-ncial 
problems now fi)cing t}i PV() :i lminit I.,. 

Li(t us t ili toq' i ir eiA'ii* farmi I ie" '"I thid "(r(i
the orol lit;. t 11,'l; e h 1 h' 0 s/lidl wr" ' who
make non i ,, t t '. 'hi., , ''it C lint 1 Iittle 
socicty thi i t i , r rl th,11- , who ,nd us 

I arli go i:'; !o i, clOo I 1')t-()I t ,, il t ill ii' s I '',' r 
because I li '_-,-I id "--)1, , I i t WqO th l i; I vCdirl d!r) ;11 i:l l .

lt[; I' i Ii '-i- oI th ll:j- ,.i 1-) l i, oV
jo, ! i ,j ';
 
Toq u(_thl,'r w (' U11l';f lr 1 1 1t l 1,,f-)Il'€[ i I ,7! i 11,) ' it
 

We are 'oini 0 ' iI w, in to 
the r(-sour-,:;. Y iiivf th, 

in '. J( iin( iarsteillI 
in-Ad ,. , ,ire goi rig to 

accomplish our ( (Jll . 
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II. THE ROLE OF THE PRIVATE
 
SECTOR IN PRIMARY HEALTH CARE
 



THE ROLE OF THE PRIVATE SECTOR
 

IN PRIMARY HEALTH CARE
 

ECONOMICS AND REPLICATION
 

C.R. Cronk
 

I would like to concentrate your thoughts on the eco
nomics of the developing world. Economics is the biggest
 
problem that Project Concern faces when working in a third
 
world country. I would like, also, to echo Frank Goffio's
 
comments regarding the economic constraints imposed upon
 
private voluntary agencies, here, in the United States.
 
Raising volunteer dollars is, and has been, getting more and
 
more difficult. The donor public is becoming more critical,
 
and hence, more selective about its contributions.
 

For too long, Project Concern has failed to adequate
ly forecast the economic realities of the developing world.
 
We have not been professional enough in evaluating the eco
nomic ability of the third world. For example, three years
 
ago Project Concern negotiated for a primary health care
 
project in Cobija, The Pondo, Bolivia. The Bolivian
 
Ministry of Health's emphasis was on investment--how much
 
money could Project Ccncern contribute? Our objective was
 
not cost, but rather project replication.
 

We were also aware of our advocacy responsibility.
 
The Ministry was committed to a high cost, sophisticated
 
health care delivery system. We not only had to demonstrate
 
the efficacy of our program, but also to argue that the
 
Ministry budget new dollars for future primary health care
 
programs. We did not anticipate the economics of Bolivia
 
accurately. Inflation has wracked her economy. Our model
 
program in The Pondo is proving effective, though not with
out problems. Our primary concern, however, is the falter
ing economic ability of Bolivia.
 

I know there are some PVOs who look down their noses
 
when we talk about evaluation systems. These systems,
 
though, are the very instrument through which sound sta
tistical data can be generated and presented to the Minis
tries of Health. If our case for primary health care is to
 
be convincing, then we must produce measurable results that
 
indicate improvement in the health levels of the people.
 
This is a responsibility we have yet to fulfill.
 

Finally, there is the problem of replication. The
 
value of the Bolivian peso is shrinking daily. Therefore,
 
responsible investment suggests increased budgeting for
 
primary health care, not expensive hospitals. I am one of
 
those people who believes that hospitals in the developing
 
world do more to kill than to save. Hospitals do so for two
 
reasons. First, hospitals take money away from the much more
 
highly effective primary health care programs, and second,
 
those hospitals which do continue to operate are often
 
understaffed, poorly organized, and inadequately supplied.
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Time pressures suggest that we 
are going to have to

be more critical of our activities. It is not easy to admit
 
to 
the Ministry of Health that a "perfect" plan does i'at
 
work. But frankness pays, and it sets the stage for col
laboration.
 

For primary health care to succeed in the developing
world, it is going to have to be 
taught in every medical,

nursing and graduate health school. In Bolivia they are 
turning physicians loose to 
work in the rural areas who have
 
no public health experience or education. These physicians 
are reall" a dtetriment to our primary health care program.

Their fLame of reference is to cure. 
 The physician's edu
cation must be broadened if primary health care programs are
 
to succeed.
 

Finally, I would like to suggest that the PVO 
com
munity actively involve itself in 
policy formulation. Our

development dollars are too often subordinated to the day
to-day dictates of 
United States foreign policy. Again it
 
comes down to ecoiomics.
 

Hopefully, we can demonstrate to our government how
 
and where to 
invest its money. I believe that it is most
 
important, in 
the long-term, to put development dollars
 
directly into development causes rather than 
into developing

markets for U.S. production or responding to political
 
pressures.
 

There have been many changes in the last few months 
in terms of primary health care programs. The Alma-Ata 
Conference has brought dramatic changes within Ministries of 
Hea lth. Just a few years ago, I was spending most of my
time trying to convince the Ministries that primary health 
care systems were not disrespectful. Alma-Ata has greatly

changed that attitude. The battle is not won. We must
 
advocate working with their people, training in 
their country

and devoloping systems appropriate to their environment, if
 
we are going to have significant impact in the developing
 
world. 



THE ROLE OF THE PRIVATE SECTOR
 

IN PRIMARY HEALTH CARE
 

HIGH EXPECTATIONS 

Rajanikant Arolo, M.D.
 

I would like to address the whole question of govern
ment spending on health, and I will use India as an example. 
India is a developing country; it is democratic and fairly
 
well-organized. Ninety percent of India's health hudgot is
 
allocated for institutions that are located in the cities.
 
These urban areas encompass, roughly, 30 percent of the
 
Indlian population. Only 10 percent of the budget goes to
 
cover the vast majority of people living in the countryside.
 
i will give you a concrete example. 

In the city of Bombay, they spend two dollars per 
head, per year, on health care. In contrast, the villages 
on Jamkhed will spend one cent per person, per head, on 
health care. The rich in India live, probably, better than 
the rich in America. The wealthy live as long as we live, 
about seventy-two years. They ea' as well as we eat, and 
the rich die of the same kinds of diseases that kill rich 
America. 

The disparity that exists between the wealthier 
indians and those 60 percent living below the poverty line 
is staggering. What is the conditiorn of these 1,450 million 
poor? Life expectancy is 35 years Infant mortality is 200 
per 1000 live births. This compares to 16-18 per 100C for 
the rich in India. Who are the people for whom we are 
sacrificing our careers? How do we identify the poor and 
what are we sacrificing in order to reach them? Are our 
resources going to the right or wrong places? 

In the villages, you cannot really depend on govern
ment spending loans. It i s a- (nt. Tt will not. stretch much. 
You cannot even buy enough ice cream for five patients. Many
 
studies, such as those conducted by John Hopkins University
 
in India, indicate that the covernment cannot serve more than 
five percent of the population effectively. The maximum 
allowance that the government has sent to rural areas will 
reach up to twelve percent. 

Fortunately, only 15 percent of the rural population 
is exposed to modern medical ca-e as practiced by the doctor 
of modeLa medicine,. Eighty percent of the villaoe people do 
not go, as a first effort, to such doctors. Villagers still 
depend on their healers; they rely more on those people who 
have traditionally provided medical care. This is very good, 
because it means that the poor are not exposed to some of the 
negative influences that modern medicine brings. India's 
pharmaceutical industry is a prime example
 

Today, the pharmaceutical industry in India is worth 
seven million rupees, or one million dollars. By 1985, the 
industry hopes to expand to 220 billion rupees, or roughly 
to three times its present size. Where are these pharma
ceuticals going to dump all these medicines? The Indians 
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are going to have their doctors selling the medicine to the
 
poor. What does it mean? 
It means that an expenditure of
 
nearly thirty-three rupees per person, per year, will be

required to absorb the supply. 
 Remember, the government

currently spends 
one cent per person, but industry pro
jections are suggesting that they can 
dump medicines worth
 
thirty-three rupees, 
or four or five dollars, into that
 same individual. We must protect the 
poor from such obvious
 
manipulation. We must protect these 
people from the profes
sionals who profess to be 
the doctors of modern medicine.
 
Why? These doctors are the ones who are going to be used as
 
agents by the pharmaceutical companies to sell 
these ad
ditional drugs.
 

What are the real problems in these rural areas? 
 The
 
problems are related 
to deprivation--food, clean water
 
supply, and, most importantly, social injustice. 
 Social
 
injustice exists within all 
the various grot a, be they

religious, government or the financially secure. If we 
are
 
to give health care to the poorest people, then we 
really
must involve the local healers. We must provide the healers 
with a body of knowledge that wI I ie them rational,a 
helpful attitude. Barriers wnich interfere with good health
 
must be removed. Nutritious 
food needs to be accessible to
 
both mother and child.
 

Ninety percent of our effort has to go toward healtheducation. Disease caused, a exttis to large nt, by iqno
rance; that is insufficient knowledge of food or drinking

water, 
 and too much reliance on the wrong tradition. FIor
example, if a villager has a snake bite, it is more likely
that he will be taken to the temple, be forbidden to touch
 
a woman or denied a river crossing. The villager most

certainly will 
not be brought to the hospital. His death
 
will oe assured. It is the educational process that will
 
help the poor to understand. 
Who are the best educators, 
doctors or nurses? 
 I am not sure.
 

Culturally, we are worlds apart. not on
We are the
 
same wave-length. Communication is poor. Many times a
doctor will come to me and say,"Wll, you know I went to the
village and talked a half andI for an hour nobody listened.
These people are stupid." Then, I have to ask, "Who really
failed to understand? The villager's perception of healthand disease is very different from yolrs. Doctor, perhaps,
 
you are culturally insensitive."
 

What can these poor people do? They can just act 
dumb. And, they can sit and listen to a physician. The
villagers may even be tolerant of the physician's work.
Ultimately, though, the villager knows that the doctor, or 
nurse has come to give a lecture, and that when he finishes
he will go home to the government to collect his salary. 

The villa(lers must have tangible evidence of our 
concern. 
 In the past, the do-gooders have come; they are 
used to this. The do-gooders of the past, though, demon
strated very little respect for their culture. There was
 
no understanding of 
the villagers experienced "truths." To
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deal with health problems is to be sensitive. The poor as
sume a different body of knowledge. They rely on obser
vation. Villagers use their eyes and their ears, much more
 
than we do; we are preoccupied with books. If we want to
 
really do something for these people, then we ought to be
 
humble enough to say, "I will go, listen, and learn from
 
them." Respect these people as human beings.
 

How often have we used groups of villagers as guinea
 
pigs? flow many people in Europe and the United States have
 
depended on these people for completion of their doctorates?
 
Villagers have neither forgotten, not forgiven us. It does
 
not take very long for a keen villager's eye to size you up.
 
He knows if a person is genuinely interested in him. Of
 
course, the villager will ask for many things that are in
correct. He may wish that a house fly be squeezed into a
 
child's sore eye. But, if he senses your concern, he will
 
cooperate.
 

When we first went into these villages we wanted to
 
do surveys. Of course, we were suspect. We asked about
 
abortion. The villagers denied using abortion techniques.
 
Today I can walk into the same village and they will bring
 
the abortionist to me for conversation. The abortionist
 
will demonstrate her technique and ask for advice or in

struction. I can now ask, "Are you sure that the stick is
 

going in the right place? tere you sure that you are boiling
 
it adequately?" The delivery of primary health care, today,
 

is not just pills and injections.
 

The biggest clog in the manger today happens to be the 
medical protession. The technology to deal with diseases 
like polio and tetanus is simple, cheap, and available. We 
need to disseminate this information to the people. We, 
doctors, though, say that this knowledge must go to us. We 
will sit and expect the p ople to come to us. We build 
little hospitals, and we believe that a man, living five 
hundred miles away, will come to our doorstep to receive our 
care. It is quite possible, however, to simplify this
 
knowledge and to train the local people in its application.
 
Our own experience suggests that it is possible to make
 
local people responsible decision-makers. Villagers prefer
 
follow village health workers, despite their illiteracy.
 
There is tangible evidence that these health workers do
 
impact, positively, on health care delivery.
 

In one area in India, properly trained midwives re
duced infant mortality from 200 per 100 live births to 40 per 
1000. No obstetricians or pediatricians were required, and 
there has been no maternal mortality in the past two yec.rs. 
Diarrheal related deaths have declined in children under 
five. These women have been able to identify and treat 
diarrhea quickly. We have not needed fluid or broad 
spectrum antibiotics. Only sulfur tablets have been dis
pensed.
 

Primary health care can achieve tangible results, if 
only we, in the medical profession, will let go. The 
villagers are smart. Somebody asked me, "Can the village 
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people weigh a child?" I said, "These villagers are used to
weighing gold. 
Do you think they will make a mistake in
weighing a child?"

Let us 

These people possess enormous potential.not be too protective. Help these people to gain the
right kind of knowledge. Believe in them. 
 There is no
 
difference between my gristle and their gristlel 
 It just
so happens that we have different proportions.
 

I want to bring you a message of hope. Primary
health care can be a 
 1±,
ity ,-if we, .medicalprofessionals.
wiillolrwFit-to 'happen. 
I startedwith the government.
When I talk to the government bureaucrats, I remind them
that we have had one independence movement.from the British;
now we need a second declaration to free us 
from the bureaucrats. 
Therefore, when you work in the developing countries
the biggest problem is not going to be the people, but
rather the government bureaucrats and the medical profession. The success of your work will depend on how diplomatically, and how properly, you can deal with these two

breeds.
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THE 	 ROLE OF THE PRIVATE SECTOR 
IN 'PRIMARY HEALTH CARE - . A 

STIMULATING COMMUNITY RESPONSE 

Abraham Joseph, M.D. 

There is no doubt that the voluntary organizations

-havea-leading-role-to- play-in-expanding- the-concept-- of--, 
primary health care throughout the world. I think we, at 
Vellore,.are very'fortunate, because we have made the-tran
sition from curative services to primary health care. I
 
hope to share some of our experiences with you, and to i
dentify the processes through which the programs have been
 
implemented.
 

Vellore Medical College was started by an American
 
missionary, Dr. I. Carter. It has grown from a one room
 
dispensary into one of the leading medical institutions in
 
Southeast Asia. It also trainsundergraduate, postgraduate,
 
medical, nursing, and paramedical students. Comprehensive
 
health care programs were offered both within the hospitals
 
and to the surrounding urban and rural areas. However,
 
despite these highly specialized curative services, the
 
communities' health'status remained unchanged. An early
 
review revealed that the causes of sickness could not be
 
limited to a single agent. Any definition of cause had to
 
include biological, environmental, social, economic and
 
cultural factors. In the early 1970s, the emphasis was
 
shifted to a primary health care program, with a focus on
 
community participation. The concept of community partici
pation was alien to those who had been receiving free health
 
services for years. Our problem was making the community
 
aware of their potential resources, as well as each indi
vidual's role in improving his or her own welfare.
 

Health Workers Program. Until recently, health care
 
at the village level was handled by a public health nurse.
 
This had its advantages and disadvantages. There was rapid
 
staff turnover and nurses were not consistently available to
 
the community. There was also a lack of communication
 
between the health team and the community. It was felt that
 
some of these disadvantages could be overcome if community
 
health workers were incorporated into the system.
 

The health workers program has encouraged active com
munity participation. Every village program has a health
 
committee which selects the health worker. This committee
 
is also responsible for paying part of the health worker's
 
salary and for supervising the work. The program provides for
 
the training of only ten workers per year. More will be
 
trained once the program is improved.
 

Community Development and Cooperation With Other
 
Sectors: The Alma-Ata Conference has stressed the im r
 

portance of integrating health with other development activ
ities. The health sector alone cannot guarantee health
 



status. We must think in terms of total development. This
is possible if the health team will work in close collabo

ration with other sectors.
 

In Vellore, we 
encouraged cooperation with other
development agencies, especially the government agriculture,
animal husbandry and social welfare departments. Our principal objective is to respond to community requests for improved income. 
As a result, cottage industries have grown
-rapid ly-in the--last- several years-'. Wmeli-iid, as.inother developing countries, have few options for employment.The economic role of women is often neglected. We established women as income producers by setting up craft centers.Community participation was insured from the very beginning. 

We now have seven centers making a variety of handicrafts. 
The women working in these centers contribute to a
health insurance scheme. 
This insurance guarantees that the
health of the whole family is cared for. 
 Lack of proper
marketing facilities has, unfortunately, hindered the expansion of these programs to other villages.
 

Our input in the field of agriculture is minimal.
Loans are offered to small farmers who cannot afford to install electric pumps and irrigation wells. Farmers clubs
have been organized in some villages to provide training
programs for younger community members. 
We did not have the
technical know-how to develop such programs so we invited
the Agriculture Department to send in a team.
 

We help the chronically ill and handicapped villagers
through sheep farming. 
At the end of the first year the
beneficiaries are required to return half of their lambs.
The National Bank is interested in the welfare of the handicapped, and our close contacts with the community enabled
us 
to assist the Bank in the selection of deserving candidates. 
As a result, many families are now benefiting from
 
this program.
 

The programs just discussed have helped to expand
alternatives for income generation. 
Our objective is to
help the community mobilize its resources and achieve its
potential. 
 We incorporated all groups--children, youth,
 
women and men.
 

Hopefully, I have described ways through which the
activist can stimulate social and economic change. 
In doing
so, we fulfill yet another of the recommendations of the
Alma-Ata Conference; namely, the intersectoral approach to
primary health care. 
 You may have already gathered that we
work closely with the agriculture, animal husbandry, and
social welfare departments of the government,not to mention
the banks. We serve as catalysts for others and provide
necessary manpower. Villagers can assume many of the positions required, but Vellore supervises and guides the

personnel operating programs.
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It is vital that the health system adequately support

the primary health care piogram. We have been fortunate in
 
creating strong links between the community health worker,

the base hospital, and the referral hospital. The health
 
worker is supervised by the public health nurse and social
 
workers. Patients who cannot be tended at the village level
 
report to the base hospital. Those patients needing moreo
 
specialized care are transferred to the referral hospital.
 

Tho role of such specialized referral centers has
 
come under severe criticism. It has also been suggested

that voluntary organizations should not invest in such
 
centers. I favor such investments. We, in the Community

Health Department, have been able to achieve what we have
 
because of the referral hospital. The community's per
ception of our competence has increased markedly because of
 
our link with the larger hospital.
 

* 	 Training of Health Personnel. The Alma-Ata Confer
ence further recommended that hebath personnel be trained in
 
(or motivated toward),community service. The reponsibility

for structuring such programs rests with the medical insti
tutions. We have made major curriculum changes. Students
 
must excel not only in clinical diagnosis, but also communi
ty diagnosis. The doctors of tomorrow need to be able to
 
participate effectively as members of a health team. Field
 
practice is a necessity.
 

Major changes had to be made in the education programs
 
at Vellore in order to accomplish these goals. In the first
 
year of training, the students live inthe village for three
 
weeks. During this live-in experience they code face to
 
face wth the realities of rurallife. They see firsthand
 
the influence of social, economic and cultural factors on
 
health.
 

pes Interaction with the village continuns every year.

Clinical skills are applied during each visit, The training

students receive in the hospital pays off well in the com
munity. Even though many volunteer organizations do not
 
have facilities to train doctors and nurses, it should be
 
possible for themto train community workers and health
 
auxiliaries. At Vellore, we are fortunate that all health
 
personnel can be trained in one institution. However, we do
 
emphasize that training programs be implemented at the
 
student's eventual place of work.
 

our position as a private voluntary organization has 
allowed us to make innovations in primary health care de
livery that would not otherwise have been possible under 
government sponsorship. Change has come slowlyl it has been 
a gradual process. We, as voluntary organizations, have the 
ability to try out new things. This does not necessarily 
mean that we will achieve all of our objectives. Much still 
lies ahead. However, with the right attitude, we can hope
to move ahead toward a better tomorrow. 
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THE ROLE OF THE PRIVATE SECTOR
 

IN PRIMARY HEALTH CARE
 

FIELDING PILOT PROJECTS
 

J. Raymond Knighton
 

It would be superfluous for us to again seek yet
 
another definition of primary health care. Rather, I am
 
going to outline some of MAP's philosophy of health care
 
programming. We, in MAP, agree that primary health care, per
 
se. is the government's responsibility. We, as voluntary
 
agencies, exist to be part of the health care delivery
 
system within a given country. PVOs have a responsibility
 
to demonstrate to the host government what can be accom
pli shed i n health care. In other words, to develop a pilot 
project and to analyze its potential for replication.
 

Governments nave a hard time with broad programming.
 
As PVCs, i think we can set up very small controllable
 
projects that make such programming possible. MAP is doing
 
this in the southern region of Sudan and in Bangladesh. 
PVOs also can train various types of primary health care
 
workers for government programs. Furthermore, PVOs can 
undertake to educate the various community members. 

One of the hardest jobs we Fine in the establishment 
of primary health care programs is educatinq the profession
al community. This is our number one difficulty. The 
curative trained national is probably the hardest indivi lual 
to convince that there are alternatives to meeting health 
care no ods. There are a few who have had the conversion 
exper::nce, but not man.. Surgeons are the (,asiest to con-
Vert. They ge(t fru:;trat, d. Seriousl-, surgeons do very 
well in .rimar' health care do livery services. 

There is, in addit.ion to , uaei 3,Il , the, whole matter 
of creating train i ng matr a i--. Thi', toe , carl ho done il 
a small T)roect way. We found in Sudan the-re was nothing
beig done to tr-iin v'illa, le rmidwives. The government just 
haa n t seen the potential. 

We also find that, as lVOs, we ar(, abl to construct 
facilities for the g)vernmeit. in Sudan, MAP has a standard 
architecturil , i litf,r i - u-urlv , lth rit,,r. We just
keep makinq duplicatjs ill tih'se plaes!; where the government 
requests U!s to hu 17. 

()ne, of t-l , .l' t_ thin1jg; p.yr,,; crl (1() i! to p 'rovic

the rCfI)rral 1ce -('- Cor ,I :,rra,. he,lth cr' sy'stem. This 
is not asu ,t, an, :',iht hecaure., againm,n, there is a 
great dei of ia ,d 'd ,tlor in fvor )f thef hospital or 
the major d [soon . 

PVf); can Iur the r'.' by auiruI r t iq the primary 
health care cntr with :erre s3e)r, .1 ir-as of concern, such 
as mate rnal ard cliid ea ltIi, tub(rculo ; is, or leprosy. 
Final'.', PVOs h,-'e Ireat respon;iLi lity to integrate health 
care with other dveermo',nta l aspects of a commun ity. All 
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are part of health. 
We, at MAP, find that ih is impossible

to go into a community and not become 
involved in nutrition,

agriculture, water, and waste disposal. 
 Then we get into
 
education, particularly primary education for adults.
 

I want to conclude with a warning. PVOs include

other than western based organizations. It is encouraging
to note the number of very fine private and voluntary in
digenous health care agencies. We should not duplicate
such agency programs, but move in along side and say, "flow 
can we help?" We need to help strengthen the local private
and voluntary organizations, as they are the ones who are 
best equipped to carry out the primary health care functions
 
so desperately needed.
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III. FUNDING PVOs FOR
 

PRIMARY HEALTH CARE
 



FUNDING PVOs FOR PRIMARY HEALTH CARE
 

AN AID PERSPEC'2IVE
 

Thomas Fox
 

I have only been with the Agency for International
 
Development (AID) for about six months. I do not consider
 
myself to be an expert in international health, but I do
 
know a great deal about the funding requirements of private
 
and voluntary organizations. Therefore I will focus iy
 
remarks on the funding mechanisms available to PVOs.
 

AID has a partnership program with private and volun
tary organizations. About one-tenth of AID's development

assistance budget goes to private and voluntary organi
zations; they are a very significant component of our
 
foreign aid program. Support has increased steadily over
 
the last several years and it is projected to increase
 
further in the next five or six years.
 

The origin of AID's renewed relationship with private
 
and voluntary organizations dates back to 1973. At that
 
time foreign assistance legislation was dramatically altered
 
uo reflect the United States' growing concern for the poor
est of th2 developing countries. It was Congress' belief
 
that our 1960s development assistance programs were not
 
directly addressing the problems of low income people. These
 
programs stopped short of significant alleviation. New Di
rections legislation, therefore, is the stimulus behind
 
AID's vigorous support for private and voluntary organi
zations. .% 

Prior to 1973, the relationship between, 97T and the
 
PVOs had concentrated on Food for Peace programs, disaster
 
relief, other sorts of relief programs, and a few grants.
 
Grants were usually confined to population projects.
 

Private and voluntary organizations have a unique
 
ability to reach the low income people in developing coun
tries. PVOs have a humanitarian orientation; their concern
 
for equity and for social justice leads them, philosophical
ly, to insist that their resources reach the poorest of the
 
poor. Furthermor-, PVOs are not constrained by traditional 
government decision-making ar)paratus. Consequently, they 
are freer to work directly with community organizations and 
to effect change at a grass roots level. Freedom is what 
allows PVOs to be innovative in their work.
 

There continues to be within AID, and, indeed, within 
the PVO community, itself, some question as to whether or 
not PVO programs are actually the best way to access the 
poor. Evaluation data, carefully gathered by both the PVOs 
and by AID, have not proven that PVO programs are necessari
ly more successful in reaching low income people than are 
the larger bilateral or multilateral programs. However, I 
have indicated that AID's financial cormitment to private 
and voluntary organizations is increasing. 
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In Fiscal Year 1978, $141 million was given in grants

and contracts. We project that about $175 million will be
authorized in Fiscal Year 1980. 
 AID has increased its fund
ing commitments steadily since 1970, with the most dramatic
 
increases occurring in 1974 and 1975. 

AID, basically, has two different mechanisms for the

transfer of money to private and voluntary organizations.

Both are governed principally, but not exclusively, by grant

relationships. First, AID develops a program or an 
idea and

awards 
a grant to a PVO to carry it out. Or, AID chooses to

support a program that originates within the PVOs program
ming system, assuming, of course, thit the private and
voluntary organizations' program is compatible with AID's 
basic orientation. 

There is a subtle distinction between an AID-origi
nated program and an AID-supported program. Some tension,

naturally, exists between 
 AID and PVOs. Most PVOs prefer

funding for the latter type of program.
 

AiD's health priorities are in four areas: (1) tropi
cal diseasos; (2) health planning; (3) health services,

especially cnvironmental 
 health, water and sanitation, and
(4) low cost health d]ivery systems. PVOs are presumed to
 
be most cLfective in promoting low cost health delivery

systelms and in mobilizing community efforts. PVOs are less

likel, to participate in the provision 
of sophisticated
technology, that is large scale doctor programs or tropical

disease research. The latter is an assumption, and not

entirely substantiated by AID funding priorities. Nonethe
less, it is a valid generalizati )n.
 

Most of the current AID-supported PVO programs consist of low cost health delivery systems, water and sani
tation projects, and nutrition and health education programs.

There are a number of methods whereby a PVO could approach

AID for funding. All) is continually seeking, on a competi
tive basis, contractors 
to carry out AID designed programs.
The programs are advertised in the Commerce Business Daily.
Requests for proposals (RFP) are circulated for bid every
day. Private and voluntary organizations are free to bid 
on these requests for proposals, but few PVOs do. Most
prefer to work with grants; some PVOs do not know that they
qualify to work on a contract basis. 

The second and most common funding method is oper
ational program grants (OPGs). These grants are both pro
ject- and country-specific. They awarded by AID missionare 
directors in the field. 
 AID mission directors can authorize
 
grants up to $500,000. OPGs minimize the time delays so

characteristic of A-D/Washington and 
are u-ally operational

for three years or less. AID will finance up to 75 percent

of the total program costs. The remaining 25 percent must
 
come from other sources. Revenues may be provided from an

in-country source, 
the PVOs own budget, foundations or corpo
rations. There is no question, however, that 
the 25 percent

balance is the responsibility of the PVO.
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There is a wide range of programs available through
 
the AID field missions. Included are water, sanitation and
 
community health planning projects, well-digging programs,
 
and nutrition and health education programs. To qualify for
 
a grant, an organization needs a defined program, consistent
 
wiLh AID's priorities; a demonstrated ability to plan, ad
minister and evaluate programs, and to register for and
 
receive AID/PVO status.
 

Registration is a relatively simple, albeit time-con
suming process. Information is required as to fiscal
 
management capability, funding sources, governance structure,
 
bylaws, and the activities of the Board of Directors. It
 
is generally an objective series of documents that are ex
changed; if accepted as a PVO, then the organization is eli
gible for OPGs and other grants.
 

Additional AID grants are available from Washington
 
through the four regional bureaus, as well as the Develop
ment Support Bureau. The Offices of Health, Nutrition, and
 
Population are particularly relevant to PVO interests.
 
Finally, monies are available from the Office of Private and
 
Voluntary Cooperation within the Bureau of Private and
 
Development Cooperation. To date, no centrally funded grant
 
has been authorized solely for health. Nonetheless, there
 
are two possibilities for receiving centrally funded grants.
 
First, there is the matching grant program. Matching grants
 
are the newest category of AID/PVO funding. Only five such
 
grants have been awarded thus far. However, the program has
 
only been in operation for about a year, and it is expected
 
that two grants for health-related projects will be author
ized this fiscal year.
 

AID will pay no more than 50 percent of the total
 
project costs under the matching grant program. This
 
program is designed to assist those PVOs who are obviously
 
capable of developing, implementing, and evaluating local
 
projects. AID offers a relationship whereby the PVO is
 
virtually free from AID oversight and management inquiry--as
 
long as the PVO has demonstrated administrative and financial
 
responsibilities.
 

The matching grants go to a somewhat elite corps of
 
organizations. However, once the award is made, there is no
 
question that an organization operates more freely than do
 
other AID grantees. The approval process is more rigorous
 
than other review processes. We are esentially judging the
 
competence of a total organization; not -imply a specific
 
project. As I have indicated, though, once approval has
 
been awarded, the PVO is free to manage the project as it
 
sees fit.
 

AID has spent large sums of money in the last four to
 
six years to help organizations to improve their design
 
capabilities. As evaluation and implementation skills
 
increase, so does organizational competence. If certain
 
skill levels are achieved, then competency is assumed and
 
PVOs are permitted to proceed freely. There is no question
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that matching grant programs, that is centrally funded
grants, are 
the wave of the future. Matching grants are

clearly preferable to the institutional development grants

of the mid-1970s.
 

Institutional development grants focus primarily on
organizational capabilities. 
 The grant is specifically

designed to enhance an organization's ability to both 
e
valuate and implement health programs. These grants are
 
very rare, and Congress feels them to have little demon
strated value. Some exceptions could be made, but as yet,

the criteria remains vague.
 

Exceptions could be justified if 
one of two conditions exist. First, the organization has a program that

is unique. Unique, in 
this case, suggests either technical

expertise not found elsewhere or 
demonstrated administrative

experience. Finally, a development grant could be author
ized if 
a PVO can prove that AID support would be time

limited. 
 A PVO must present irrefutable proof of private

sector contributions to their program, thus confirming 
the
 progra 's financial viability after the first or 
second
 
year. I do not encourage anyone to pursue this option; it

is a lcrg, tedious process. Matching grants, OPG.,; and
 
contracts are the most likely 
sources of AID support for
 
PVO progcams in health.
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FUNDING PVOs FOR PRIMARY HEALTH CARE
 

MANAGEMENT'S ROLE
 

Michael Washburn
 

I have been both a staff member of and a consultant to
 
many private voluntary organizations. My experience with
 
these PVOs indicates that they are organizationally, not
 
financially,noor. There are funds available for health
 
projects, and there are donors willing to authorize the
 
necessary expenditures. Unfortunately, though, not too many
 
PVOs have the salesmanship to secure such funds.
 

Some organizations are more effective than others in 
tapping available resources. These PVOs are well organized,
have strong internal controls, and a diversified financial 
base. In addition, these groups offer a clearly directed 
marketing strategy. The most common problems that PVOs en
counter are as follows: (1) poor salesmanship; (2) lack of 
financial planning; (3) improper budgetary procedures, and 
(4) inadequate support staff. 

In many cases, an organization's Board of Directors
 
is made up of either academic or health professionals. These 
individuals do nut, themselves, have the financial resources 
necessary to sustain the oroanization. Most Directors have 
limited contact with sources; that is, corporations, foun
dations or government, and are therefore reluctant to 
initiate requests. Often such professionals do not know the 
scope of the organization's work, and consequently, are un
able to sell it to others. Individual Board members ma.< have 
specific programmatic concerns of their own, but these con
cerns are more related to their Drofessional life than to 
organization sponsored activities. While these individuals 
may be excellent technical advisers, the,, are not always the 
best fund-raisers.
 

Second, many executive officers are too busy to con
centrate their efforts on fund-raising. Either the orqani
zation has not adequately desi onated fund-raising responsi
bilities, or the designate lacks sufficient interest in fund
raising, per so. MoEt offi ,e r.u, L:a'.7inii;trat ion or 
program planninzi; fund-raisinq is alien to their daily 
routine. 

A third prob]em is that too few orcanizations have 
diversified their fundinei Lose. 1lence, these organizations 
become ove .r]-reliant on a i LT ; . Thus,dilnin'; rlr 
these groups are vulnerable to fluctuations in funding 
patterns. If, for example, the stock market declines or 
government policy shifts, then whole profframs can be jeopard
ized. Multiple funding sources assure maximum flexibility. 

Fourth, and perhaps most important, is an adequate 
cash flow. Without a uroper accounting system and frequent 
cash-flow analyses, organizations risk financial shortfalls. 
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Fund-raising, in these situations, becomes governed by
crisis management. Fund-raising must be accomplished in
context of long-range financial planning. 
the
 

Otherwise, it is
noting more than 
a "thumb in the dike."
 

Budgetary procedures must be learned by all organizations. Budgets serve a control function. They allowmanagement to: 
(1) determine objectives; (2) take corrective
action, and (3) evaluate management's perfcrmance. Most

PVOs do not know how to 
properly compute project costs. Ifcosts are underestimated, 
then PVOs are forced either to
seek additional funding from the granting aqency--which is
frowned upon--or redirect monies from other projects in order
to keep existing programs alive. 
 Once an institution's
 
financial integrity becomes 
impaired, many donors will shy
away from authorizing grant monies, even 
if the project itself appears sound. 
 A detailed accounting system, including

administrative and accounting controls, 
is vital to fund
raising.
 

A fifth area of concern focuses on the support staffitself. In addition to a disinterested or overworked staff
director, organizations need adequate hack ulp person nu toassist in the orchestration of fund-raising efforts.

for example, will do the research or prepare 

Who,
 
a card file onBoard connections with foundation or corp'oration executives

and staff' Staff. should be able to s:iend time in foundation
libraries invest iga i u fedeal ta:-: r irflt our itvit-wir 
annual reports.
 

Proposal writing requires a curtain expertise. Nontechnical per~c:nncl may produce vaguely worded scopes of
work. At the 
same time, though, non-technical staff may bemore attuned to the donor's specific interests and jargon.Consequently, the non-technical writer ma, be able to presenta more persuasive case; he can address the issues based on a

perceived level of understanding.
 

Many prog ram staff do not understand their role infund-raising. The organization is probahly not set nT tointerpret data from the field, let alone deturmine projectneeds. lieid accomplishments must be documented. The humanelement is what sells and such details can make a proposal
much more persuasive. 

Program staff must be held accountable for detailed
financial planningi, particularly short-t,rm project costs.Staff experience shoul contribute to the development of newideas and, future priorities. Program and funding staffshould not remain separate. Communication is critical. Promtime to time a fund-raiser will call a progiram officer andrequest a written proposal. Unless the p)urpose is specificall y understood, the proposal will likely be "rcated in a vacuum and possess limited potential for fonding. 

If commnlunic, t iJ)n io,: !)(),Ih wn and Irograms are created
independently of each other, then staff competil ion willlikely result. Such competition could lead to subtle staff
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ploys or arbitrary funding decisions. Morale problems will
 
develop and program staff would refuse to participate in
 
fund-raising.
 

Finally, organizations can attempt to undertake too
 
much activity and lose their sense ofpurpose. An organi
zation's uniqueness may be determined on the basis of tech
nical competence in a given field, geographical preference
 
or -technological-innovation.-Very-often,-though,-this----------.
 
uniqueness becomes obscured. Public relations efforts may
 
not always highlight organizational strengths and promotional
 
activities may dilute their impact in order to achieve mass
 
appeal. This process can actually lead to a decline in
 
revenue because the organization no longer stands above the
 
competition; its leverage is lost. It is far more effective
 

* 	 to target in on a few well-chosen funding sources than to
 
write aproposal that will imply all things'to all people.
 
This selective criteria suggests that program staff will be
gin to demand a more effective corporate structure, as well
 
as integrated fund-raising strategies.
 

Assess your organization internally. Ask questions.
 
"Is this the kind of Board that can do fund raising? Are
 
there any potential donors who sit on the Board? Do the
 
Board and the staff work together on fund-raising projects?
 
Do Board members accompany staff when making presentations?
 
How often do the Board members go to meetings? Are indi
vidual Board members available for interviews with the press?
 
Does the Board have a working knowledge of the organization's
 
structure and purpose?" If the answer to these questions is
 
no, then it is time to change the Board. Get new people on
 
the Board who can afford to be more directly involved in
 
fund-raising efforts.
 

Change can be traumatic. Change is difficult for any
 
organization. Do not permit crises to dictate the course of
 
events. Insist on reform now. Study the organizational
 
structure and demand an effective accounting system; you can
 
be certain that donors will.
 

The staff knows whether or not the organization is
 
constantly running over budget. Do programs incur cost over
runs? What is the organization's cash flow? Are there cash
 
reserves? All are indicators of inadequate financial plan
ning and can be turned around.
 

Most organizations are not willing to risk short-term
 
cutbacks for long-term financial gains. It is feared that
 
projects will suffer as a result. Too many organizations are
 
unwilling to take the typical business approach, that is, to
 
make capital investments in order to get the longer term
 
payout. Non-profit organizations are reluctant to commit to
 
such investments because of their lack of funds. However,
 
unless one experiences a few lean years and commits to an
 
investment strategy, the cycle of crisis management will
 
never be broken and fund-raising will forever remain ad-hoc.
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Every program officer ought to know what funding
levels are required for the duration of their programs, and
whether or not they will be expected to assist in the
solicitation of those funds. 
 Program staff should be made
aware of informational requirements and, who, within the
organization, will be responsible for utilizing the data.
 

Staff members should participate in the fund-raising

ngIpocs poet-rpsl-i vrpresenting an dfee rmacademic paper. The writing style is reduced
to almost a journalistic level. Obviously, 
some theory has
to be abstracted and applied. 
 Detail is essential, but most
funding agencies will have a limited understanding of it.
 

Dramatize the human element. 
Identify the target
group and explain how these people will be benefited. Be
aware of the uniqueness of the program's approach to solving
a particular health problem and market it. Make a special

claim on funding.
 

It is often helpful 
to bring in an outsider to assist
in the internal review of an organization; someone who can
help to focus on financial issues. 
 It is often difficult,
when you have been working long hours on the brink of financial disaster, to separate out which of the problems are
the most pressing. The New Transcentury Foundation, under
contract from AID, is available to provide technical assistance to organizations; they will evaluate Board development, Board-staff relations, staff structure, communications,
and financial planning. New Transcentury has sponsored a
number of workshops and conducted numerous individual consultations. 
For additional informatior, as to 
the range of
services available, contact Ms. Brenda Eddy, New Trans
century, Washington, D.C.
 

Management consultant organizations, like Kinsey and
Company or Booz-Allen and Hamilton, do not have an in-depth
understanding of non-profit organizations and may not be 
as
effective in offering advice. 
 However, a corporate approach
could prove beneficial in assessing financial management.
Those who concentrate only on fund-raising for non-profit
organizations often lack management expertise. 
If outside
assistance is sought, then look for those organizations with
combined expertise in finance, management and program design,
Do not hesitate to look for help.
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FUNDING PVOs FOR PRIMARY HEALTH CARE 

COMMENTARY
 

Patrick Kennedy
 

It is often said that only two things in life are 
certain: death and taxes. My association with the foun
dation community suggests one other certainty. No two foun
dations are alike. We are talking about a universe of 
almost 26,000 entities. 

If foundations, themselves, are hard to get a handle 
on, the cornorate grant makers are even more difficult. The 
Council on Foundations is in the process of researching 
multi-national contributions to health; but as yet, we have 
not been able to identify their scopu of interest. At pre
sent, one must rely on annual reports. These reports, 
though, must be read very carefully as corporations tend to 
skip a line, a sentence, or a paragraph when it comes to 
reporting their grant-making activities. 
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PERSONNEL FOR PRIMARY HEALTH CARE: ~ 
RECRUITING, TRAINING, AND RETAINING 

SELF-RELIANCE 

Edward J7.Ragan, M.D., M.P.H.
 

I was recruited by CARE in 1966 to wor"with CAREtmedical staff in Malaysia. I then left CARE to join the
Canadian University Service Overseas
have come (CUSO). We, at CUSO,
to realize that recruitment has little to do with
the survival of the organization; rather it Aelates to the
* 
tasks at hand. If our objective is to do what needs to be
done, jobwise, then fund-raising and the public image necessarily take second place. 
However, if job satisfaction is
achieved, )ur image will naturally emerge with a 
heightened
vitality tnd programs will logically become bigger and more

energized.
 

While CUSO, obviously, is concerned with the recruitment and selection of health workers, it is not particularly
worried about retaining them within the organization. CUSO
only emphasizes two-year contracts. 
 Beyond that individuals
 are on their own. CUSO does seek a 
co=mitment from its
recruits, but it is to a concept--international development;
not to an organizational structure.
 

CUSO's recruitment process is primarily concerned
with: (1)self-preparationj (2)continued education, and 
(3)
responsibility., We, at CUSO, shy away from paternalism.
CUSO seeks people who are self-reliant and able to look
after themselves. Our method of recruitment is unique. 
CUSO
has 75 committees throughout Canada that support the recruitment function. Local committees are responsible for initial
recruitment. 
 This is in addition to fund-raising and public

education.
 

The educational component can sometimes work against
the recruitment process, 
Often, public information decries
Canadian development assistance overseasi it speaks to how
we, as Canadians, contribute to mal-development. Such adverse publicity defeats our purpose. 
Some of the contradictions are directly related to CUSO's operational mandate.
CUSO is a private, non-governmental organization, similar to
the Peace Corps. Partial funding comes from the Canadian

International Development Agency (CIDA). 
 While 85 percent
of CLSO'BCanadian budget is authorized by the Canadian
government, 50 percent of its total operating budget is provided by the developing countries. 
 Hence, its partial au
tonomy.
 

CUSO volunteers are requested by host country personnel to work in already established job positions. 
Individual salaries are paid by the host, not CUSO. 
At presents
CUSO has 60 health personnel, including'7octors, nurses, lab
veopn countrest Frty mor---epecedtos be p la
 

1 7ians, 1tionists anddentists working 
in 40 de

n tr
bet
echn 
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Recruitment for overseas positions begins at 
the
 
local level. These committees conduct the initial interviews
 
and, if additional screening is required, can seek advice
 
from a health specialist in CUSO's Ottawa office. 
Job po
sitions are advertised in local newspapers and professional
 
journals.
 

There are several types of positions available, and
 
the descriptions vary accordingly. Rarely does the de
scription depict the fact. Job descriptions change with
 
time. Consequently, CUSO speaks of job approximations.
 

Anyone who applies for an overseas position is ex
pected to know something of development theory. Applicants
 
must also know something of the area's living conditions.
 
It is for this reason that the local committees sponsor ed
ucational programs to inform recruits of 
 their anticipated
 
responsibilities. Former overseas employees are invited to
 
meet with 
 the candidates and assist in their acclimation.
 
If the candidates complete the instruction and still remain
 
interested in a position, 
 then the final selection process

begins. This process includes requests for a detailed bio
graphy , personal and professional references, and a final
 
stateme'nt of job skills.
 

The interview panel includes persons with overseas
 
experience and professional skills similar to those 
 of the 
applicant. The interview lasts for approximately one hour,
 
and several development issues are explored. Interviewers
 
seek mainly those persons with initiative, self-reliance,
 
sensitivity, and appropriate skill levels. Personally, I
 
look for common sense. There is no point considering a
 
candidate who cannot relate to different cultural values. 

The selection committee issues 
a statement of recom
mendation or non-recommendation. The candidate's evaluation
 
is then scaled and the report is forwarded to Ottawa for 
further review.
 

Ottawa can seek additional information and often does
 
so telephonically. The candidates 
are then matched with
 
available openings. If a candidate appears suitable, his
 
folder is sent to the country field-staff officer for a final 
opinion.
 

The field staff-officer is obligated to share the 
dossier with either the economic planning commission or the 
employer. CUSO prefers that the officer go directly to the 
employer. The candidate is notified once he or she has been 
determined mutually acceptable. 

Final approval usually comes by telegram. Once 
Ottawa has received confirmation of the appointment, the 
candidate is notified and told to prepare for departure.
Traininq begins with a pre-sr ien tat ion workshop. This work
shop is offered by the locil committee and is very general in 
scope. A physician, for example, may be( reminded of certain 
obstetrical procedures or briefed on tropical diseases. The 
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recruit is also given a bibliography, including materials on
 
tropical medicine, maternal and child health, primary health
 
care and nutrition.
 

The orientation program is continued in Ottawa. 
The
 
course 
lasts about seven days, and the information is both 
site dnd skill specific. Primary health care is stressed, 
as are health delivery systems. Finally, CUSO begins its 
technology transfer training. Many physicians, nurses, lab 
technicians or the like, have never functioned as teachers. 
These individuals be to communicate theirmust able skills 
and witness their application at the local level. 

Final training is offered en route. CUSO has a co
operative program available through the London Child Health 
Center. This program is under the direction of Dr. David 
Morley and provides individuals with the opportunity to seek 
specific courses of instruction. 

Once the recruits are in-country, the CUSO field 
staff completes the employees' training. I is orientation 
includes cultural considerations, politics and economics, 
and introduction to host country nationals. The training 
proqrarr sounds rath ,r irduous, but that is because CUSO 
strives to identify these individuals who can work effective
ly in cross-cultural settings. CUSO is not concerned with 
promot ing sel f-awareness. Such awareness will come with 
exposure. 

CUSO ermp loyees must be self-starters. We offer very
little logi stical support, a bare minimum of material and no 
hand holding. At most, a health worker will be (liven a few 
thousand dollars to spend on health education. 

At the conclusion of the two-year assignment, the 
employees are returned to Canada, and asked to remain in 
touch with the local committees. There are no formal job 
comiitments, hut it is hoped that these individuals w.11 be 
available to consult with new appl icants. CUSO also provides 
some assistance for job relocation, but mostly in the form of 
introductions to organizations like the International De
velopment Research Center (IDPC) , the Canadian International 
D(velopment Agency (CIDA), or the World Dank. 

Some former employees opt to work in Canada's de
veloping areas, such as Northern Canada, again, we dobut not 
promote retestion. We support philosophical retention--to 
an ideology of equitable distribution. The bodies can move 
on; CUSO has too many staff members as it is. What we retain 
is a conti nuing commitment to the process of socio-economic 
deve lopment. 
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PERSONNEL FOR PRIMARY HEALTH CARE: 
RECRUITING, TRAINING, AND RETAINING
 

A COMMUNITY AWARENESS STRATEGY 

Phyllis Dobyns 

I would like to begin with a quote from Ghandi: "All
people in developing nations are always lost; the least, the
lowest and last."the Save the Children recognizes the val
idity of Ghandi's remark, but we also believe that the poor
hold within themselves the key to their own progress and
advancement. This confidence is related to the agency's
philosophy that development is the process of people takingcharge of their own lives and that physically, socially/, and 
economical]%- ,hjiriwvd human beiis~q are ablo, to meet self
defined needs in a dicnified fashion through their own ef
forts. Save the Children further realizes that growth and

development of children, our 
 primary purpose, is impossible 
woh chiLdron ar treated in isolation from their community. 

Over the past five or- ten years, Save the Children
has shifted ita focus from chi dren directlyv to the community. This chane is based on the bel ief that all develop
ment problems are cross-disciplinary and the
that develop
ment prccess itself is a tangled web of inter- a 1id under-re
lated problems. These philosophical assumptions provide the
underpinnin s for a widi> valriety of prograunatic activities.
 
Our programs are designed to help local people 
deve lop the
confidence and skills needed to tackle the problems they

wish to confront within their own cultural context. Save
 
the Children 
 ha s field staffs in various countries who work
closely with c orrmuni ty' members to jpan, implement, and eval
uate irojects which will vil to toenable lagers res:,cnd io
cally established Triori ties. Thiii s process train villagers
to identify the linkages between development .1 probltems and
 
to plan inter-related solutions.
 

l'eople are the motor force propuelling aill change.
The agency iccordin(ily emphiasizes human resource development.
Save the Children has a methodology that it uses in those 
eighteen couitries where it is working. Domestically, Save
the Children has worked with American Indians, in App)alachia,
the rural South, and inner cities. In almost all of these
instances, we begin by organizing a village community commit
tee; w, beg in at the grass roots. Once a community has been
chosen, it is asked to aelect a representative community com
mittee which includes both the rich and poor, men and women, 
youtng and old. 

A field staff person, in this context, is called a
field coordinator. Sometires a team of people required.is 
It could be a field coordina tor, i social developmuent coor
dinator, agricuiUItu-n I Or health sp-cialists. All operate
at the village level. In al instarnces we endeavor to hire 
local nationals, but occasionally an expatriate is sought to 
fill the courritry director's post. 
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Health and nutrition projects are offered in the
 
context of integrated rural development programs. Save the
 
Children tries to have, within the village development com
mittee, a subcommittee on health. This subcommittee works
 
together with country experts to describe their problems.
 
These experts also help the committee decide what kinds of 
solutions they want, as well as the identification and se
lection of village health workers. Finally, the experts
 
who remain at the village level supervise and work with vil
lage health workers. Save the Children's programs link
 
with government health services at both the national and 
local levels, or wherever we can find government health
 
services.
 

Although Save the Children can hire technical ex
perts, it is the community that will identify change agents. 
Let me illustrate. A few years ago in Laos, an American 
drilling company drove a number of good wells for the bene
fit of villagers. Tile villagers were well aware of the ad
vantages of having a constant source of good water and were 
quite happy to abandon their old water holes. However, 
three quarters of the wells were out of commission ,'ithin 
two years. The villagers were unhappy about this but the' 
did not know how to repair the pumps. The required repairs 
were not difficult, but some instruction was necessary to 
keep them active.
 

The well drillers had ignored the problem of O~in
tenance, as well as that of the villagers' limited teochni
cal competenco. uDi 1 ,ra; wo-kei wi th th, he-ldme of aeio 
village, but these people had only limnted influence and 
assumed very little responsibility for the wells. 

In contrast, the wells drilled in Buddhist temple 
grounds were maintained and in good repair. Even the area 
around the wells had been kept clean and orderly. The Bud
dhist monks had the villagers' respect and were, thus, betto 
able to recognize competent villagers than were the secular 
headmen. If all the wells had been put in the temple 
grounds, then there might have been fewer maintenance prob
lems. A respectful attitude toward Buddhist monks, plus a 
willingness to cooperate with them, is traditional in most 
Southeast ,,sian countries. This knowltdgo , combined with 
technical improvement, could have spelled success. Techni
cal improvement alone proved a failure. 

Our community awareness stratcy} mandates that local 
people select their own chanqe agont ;, or th (1. pieson; who 
will assumeo the responsibi] ity for chinq,. Seco nd, local 
villagers need to participate in both pro jct de,;iqn and im
plementation. Third, projects ned to Le ,Ir(uind(,d in the 
local culture. 

Save the Chi ldren and the vi I I aqg o wminuii t y cwmit
tee look at health problois togethoI:. We ui,' i n;oric of 
open-ended stories and visual aids in ordir to aac(irain 
community beliefs about what is happening with ,a,lard to 
both child health and nutrition. Frequent y thli; requires 
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;walking around tha village or holding community meetings
in which women will participate. 
 We need to assess the
health and nutritional status of children in the area.
However, by involving the villagers we are 
frequently able
to communicate beyond just thest two sectors. 
 We look for
answers that will take us beyond the stock reply; 
that kids
die or there is no food.
 

Our strategy includes villagers from the beginning.
We must have an iniLial commitment to both the project and
the program; it has 
to become their program, because Save
the Children is not going 
to have personnel in the village
indefinitely. 
Unless we promote the participatory approach,
the project will collapse as 
soon as we leave the village -just as the well drillers left their village.
 

The community should select the village health
workers. Unfortunately, the WHO guidelines produce a
"wagging the dog" mentality. 
 Too often, the training curriculum and materials that are available to village'
personnel require 
someone who is literate. Immediately, the
tail is leading the dog. 
 We try to find the person who can
read and write and they may not be the most appropriate

personnel.
 

Obviously the community must understand the nature
of the job and the requisite skills required. 
 Very
frequently we 
find that villagers do not have 
a midwife or
traditional health healer. 
We must find out whom they do
use. In Honduras, we 
found that villagers relied on 
a
non-professional who healed animals. 
 Villagers assumed that
he had a health interest and would be receptive to health
 
training.
 

Preferably, we like to 
use people who are already
part of the traditional health network. 
We avoid creating
competitive situations; villagers should not be 
forced to
choose between western-oriented health care and traditional
cures. 
 It is better to create practical western solutions
in conjunction with traditional beliefs than to refute them.
In Latin America, local people believe that a large number
of diseases are related to hot and cold. 
 Other diseases are
thought to be related to contagions in bad air or odors. 
 We
consider these to 
be magical causes; similar to 
our evil eye,
ghost fright, or evil spirits. However irrational the
belief, it must be considered in any developing health
 
strategy.
 

Certainly, training should be appropriate in 
terms of
village health workers' experiential background, social and
cultural contacts, and literacy level. 
 If you rely on
existing materials, then you quickly become hampered.
Unless you are willing to put 
in your own time and effort to
train village health workers, you will necessarily be
limited 
to choosing literate people, and that may force 
a
wrong turn 
in health care delivery.
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To retain health care providers, we recommend the
 
following:
 

1. 	Minimize job frustration.
 
2. 	Provide supervision and select
 

supervisors with care.
 
3. 	Specify relationships and define
 

the support structure.
 
4. 	Emphasize preventive care.
 
5. 	Maximize self-actualization.
 
6. 	Facilitate worker exchanges.
 

Obvious job-related frustrations should be identified and
 
minimized. This assumes, of course, that you have the right

personnel to begin with. 
 Typical job-related frustrations
 
include insufficient supplies, inadequate access to trans
portation, limited supervision, minimum community coopera
tion, and improper primary health care training. We have
 
found that if workers are not given the necessary skills,

then they lose credibility in the community. This is
 
regardless of whether or not we are talking diagnostics or
 
referral.
 

Preventive health care must be emphasized, including

promotional materials. 
What kind of materials does the
 
health worker need to promote community involvement, to help

them recognize health problems, and to convice the community

these problems can be solved? Creating solutions is a big

stumbling block in the health field. 
Most villagers will
 
say they need a clinic and a doctor. Rather than looking

toward the end, villagers will rely on the means. A clinic
 
is only one means for achieving improved health status.
 
Immunization programs or maternal child health care, at 
some
 
basic level, may prove to be more effective. Then the
 
clinic that is 
two hours away might seem close enough. If
 
the community can work through these steps, then there may

be fewer buildings standing idle in rural areas.
 

Each village health worker should be taught to
 
appreciate his or 
her 	own value and health workers should
 
recognize that they are, indeed, health experts and skilled
 
in the needs of their particular community. The health
 
workers' views should be sought, and they should be given

the maximum opportunity to exercise their creativity in
 
organizing commanity campaigns with local leaders. 
In Indo
nesia we are currently running a series of three workshops.

Each workshop runs a coupie of weeks. 
 We bring in province

level community workers. These are all people from the
 
village and clinic level. One individual may be a clinic
 
health educator; another a clinic nurse volunteer. We work
 
together to develop materials. Each will go home with a
 
package of materials that he can use to promote village

cohesiveness in health education. The workers may develop
 
as many as 12 different approaches.
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Supervisors should be chosen with care. 
 They should
 
not be people who will now look down on the village health
 
workers because they are non-professionals. Instead,

supervisors must demonstrate respect for the village health
 
workers' skill and commitment. Supervisors must be trained
 
to be effective back stops and to provide in-service sup
port. PVOs should offer such training. This is an area
 
that is extremely lacking right now.
 

Supervisors need to know more 
than the worker's
 
immediate scope of work, disease incidence, and learning

requirements. 
 They must also be aware of their own personal

and technical profile. A supervisor may be the hospital

doctor or 
clinic nurse; whoever it is must be prepared to
 
visit the village and observe technical accuracy. Super
visors must possess motivational skills in order to convince
 
communities that Western-trained physicians are not the only
 
answer 
to adequate health care delivery. We need good
 
support systems and supervisory training.
 

Village health workers should not feel threatened
 
by on-site supervision. As supervisors, physicians must
 
learn to function as support personnel. When the physician
 
comes, the village workers must know that they can share
 
their concerns and disease-specific problems. Accurate
 
diagnoses and treatment must be reinforced. Physicians
 
cannot afford to be mystifyingly professional in these
 
situations. 
Health workers need to feel rewarded.
 

Opportunities should be provided for village health
 
workers to share their frustrations, problems and successes
 
at monthly meetings. These meetings should promote group

solidarity, identification with program objectives, and

motivation. Village health workers recognize 
that their
 
problems 
are not unique. This program has been extremely
 
helpful in our Bangladesh project.
 

Village health workers 
should meet at each other's
 
work sites. Visits by peers 
are powerful stimulants to
 
those who take pride in accomplishment. Stipends to cover
 
transportation will probably be necessary.
 

Team approaches should be encouraged. The team
 
might include teachers, religious leaders or the head of
 
the village development committee. It helps the village

health worker's status within the community, enhances
 
prestige, and provides local support systems.
 

Opportunities should be provided for village health
 
workers to gain recognition for their work, both locally

and regionally. 
Recognition ceremonies, certificates, and
 
awards are always popular. Visits by dignitaries are
 
extremely gratifying to individuals.
 

Selection of the village development committee is
 
also important. These committees put in a lot of
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time and work, and should be recognized. Incentives
 
and rewards shi uld again be provided. Generally, these 
rewards should u non-monetary. PVOs should not overpay

doctors and village health workers; we do not want to
 
compete with government services or other programs. 
 We
 
do not "raid" other organizations for personnel, nor do 
we pay salaries above that which the country pays.

However, PVOs can provide incentives, because we do demand
 
more work from them than does government service. Our
 
principal incentive is additional training. I frequently

include workers in training courses given in nearby

countries or other locations.
 

Village health workers should be aware of how these 
programs relate broader national
to strategies and
 
priorities. Workers must realize that they are in the
 
vanguard of nation-builders and understand their place in
 
the national primary health care structure. Save the 
Children's programs do link 
into the national structure.
 
Although we have never built a hospital, we do have 
village clinics in areas the government has yet to serve.
 
In many instances, we will provide the personnel. 
 Sometimes
 
this does not work out and we have to provide our own 
personnel. More frequently, we negotiate a compromise.
In Yemen, Save the Children established a pediatrics ward 
in the local "hospital," provided the government came up
with the staff. Save the Children is scheduled to withdraw 
from the program within five years. Thus, Save the 
Children has few medical personnel. Rather, we have 
nutritionists and field workers, but the medical personnel 
is provided by the government. 

Save the Children does practice comnunity
participation. Health programs must be community
specific and integrated into the clusters of market towns.
 
Finally, these programs must be integrated into the existing

health strucuture.
 

33
 



PERSONNEL FOR PRIMARY HEALTH CARE:
 

RECRUITING, TRAINING, AND RETAINING
 

CARE: AN OVERVIEW
 

Donald Sanders
 

Years ago it was difficult to find a French-speaking
public health specialist who had not only an 
academic degree,
but also field experience and demonstrated language abili
ties. This is no longer true. 
 Ex-Peace Corps volunteers,
for example, have become interested in public health. 
 Many
of these volunteers have re'urned to North America and
obtained a degree in public health. 
The availability of
potential employees is definitely on the increase.
 

Job vacancies are usually advertised. Vacancies can
be posted at conferences, announced on radio or 
solici
ted through the mail. Applications appear to be selfgenerating once an opening is known. 
 Receit university
graduates, those between jobs, people with field experience
but no academic training, or husband and wife the
teams are
most likely to respond. In the last 
two years, CARE has
received a number of applications from husband and wife
 teams. These teams 
present a unique problem to personnel

officers 
-- problems that will be discussed further on.
 

Recruitment requires job descriptions. CARE
requests that job descriptions be written by 
its overseas

personnel; by those most 
familiar with project requirements.
The complete job description includes: 
(1) the scope of the
work; (2) travel requirements; 
(3) living conditions and
medical facilities, and 
(4) schools.
 

Job descriptions must 
be written with flexibility.
Projects can 
change and people sometimes end up 
too structured. 

if 

Once overseas, the employees find it uncomfortable

the original scope of work prohibits change. Any good
job will be a challenge. Individuals like 
to set their own
objectives and should be allowed to do 
so. Creativity


should be 
a selling point, not a constraint.
 

Most references are checked prior an interview.
to
Certainly the work experience is verified, as 
is education.
Federal government regulations have reduced letters of
recommendation to nothing more than confirmations of previous

employment. Therefore, CARE recruiters prefer the telephone.
That way, the interviewer is more 
likely to get off-the-cuff
 
answers as to the applicant's ability.
 

Personal interviews are usually determined on 
the
basis of preliminary telephone conversations. Every organization looks for a certain personality type. A telephone
call will 
often decide initial interest. After all, only

so much money 
is budgeted for interviews.
 

The budgetary requirements for recruitment vary from
organization to organization. Individual salaries, fringe
benefits and travel should be 
stated at the outset.
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If these initial terms are mutually agreeable, then a
 
personal interview can be scheduled. Logistically, such
 
action may demand that hotel reservations, travel arrange
ments, and reimbursements be provided. Hence, some budget

provisions must be made for recruitment.
 

CARE's interview procer.s is a day ..ong affair. A
 
recruit may be interviewed by as many as five people. It 
is probable that the Director of Medicine and Health Recruit
ment, the Medical Advisor, the Medical Health Advisor, the
 
regional Program Coordinator, the executive staff represen
tative, and a personnel officer will all wish to personnally

review a candidate's qualifications. Interview time is
 
limited to 30 or 40 minutes each. If more time is needed,
 
then adjustments can be made later in the day. Recruiters
 
look principally at a candidate's adaptability. Is he or
 
shee flexible enough to acclimate to overseas living? Does
 
the candidate seem to genuinely like people? And, the big

question, or course, is, why does the individual want to work
 
for CARE? 

CARE does not pay high salaries. Therefore, there
 
has tc be some reason why a person would be interested in
 
the job. Some come for the adventure. Some people are
 
escaping a private reality and others are just gung ho.
 
Motivation is a k variable.
 

After the interviews are completed, each person 
pre:ares a one or two paragrpah summary of their interview. 
Recommendations do not have to be unanimous. If two CARE 
employees reject the applicant, but three vote positively, 
the recruit may still be hired. The differences are resolved 
in conference. 

It is ireferable for final applicants to go to CARE's 
country office. This is particularly appreciated if the 
position is a medical or public health assignment. Optimally, 
CARE .should submit the documentation to the host countryJovernnet or university for approval. lost personnel may 
rcc'ct a CARE nominee, despite the CARE selection process. 

CARE does not offer formal training to recruits. 
Instead, CARE sposors an orientation program. The program 
lasts for e(;ht n'ays, but it is not task-specific. The 
course seeks to present an overview of CARE, including fund
raising, financial p lann inj, :rocurement, administration and 
CARE's personnel policies. Recruits, for example, must be 
able to re-ad financial statements. Finalv , CARE provides 
intensive In;uaie trairling of up to nine weeks. 

Scme medical and public health specialists are sent 
to various conferences and seminars, but these activities 
are geared more for exposure than instruction. Training is 
reserved for CARE national staff. In some countries, CARE 
has been successful n upgIrading its staff; In other coun
tries there h' beeu rio success at all1. CARE keelps losing 
people. 
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For instance, the staff turnover in Bangladesh is very high
People leave for better jobs in Arab or African countries.
Several of our best accountants have left for Nigeria.
 

Retaining personnel is a big problem for CARE, and
it appears to be one 
for which there is no easy solution.
Most people do not know how to manage people. I do not care
whether-isCARE, -business, -or- governmen t; -eopl0- 3s -7 
not know how to handle other people in a working relationship. Organizations must have managers who can motivate,
develop, discipline, reqard and evaluate their personnel.
Open communication must be encouraged if evaluations are to
be meaningful to both employers and employees. 
A formal
grievance policy may be necessary, particularly if communication has shut down. 
 Finally, there is the question of how
does a generalist evaluate a technical specialist? CARE
 
would welcome ideas.
 

Unless a job description is accurately written,
there is no criteria against which to measure an individual's
performance. 
If CARE does not know why a person was hired,
then it cannot know what the person is expected to accomplish. Job descriptions are a two-edged swordl if not
prepared properly, they can cause grief for both the employer and the employee. Employees who do not have enough to
do or who find that reality differs vastly from written
proposals, will eventually cost your organization money.
 

The stress of overseas living can affect even the
most dedicated employees. 
Work in a foreign country is not
getting easier. 
People have a tendency to burn out after
some years overseas. 
Fatigue, pressure from dependents, and
living conditions, generally, all contribute to job decline.
Husband and wife teams and working spouses pose particular
to either study or seek employment in North America.
 

Unfortunately too many personnel policies succumb to
overkill. 
Action oriented agencies opt for the quick impression. In-country candidates are passed over in favor
of expatriates, or conversely, an organization's personnel
manager yields to host country pressures. Program development, detailed information and constant program review are
the key determinants of a successful personnel policy.
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V. COORDINATION OF PRIVATE AND
 
INTERGOVERNMENTAL PLANNING
 



THE INTERACTION OF PRIVATE AND VOLUNTARY ORGANIZATIONS 
AND THE WORLD HEALTH ORGANIZATION 

IN RELATION TO 
HEALTH FOR ALL BY THE YEAR 2000 

John H. Bryant, M.D.
 

I. Health 
for All by the Year 2000: Responses from the
 
North and South
 

The first phases of the debate on 
Health for All by
the Year 2000 drew reactions varying from fully supportive

to 
outright scornful. An interesting contrast appeared

the ways people 

in
 
from the more developed countries and those


from the less developed countries reacted 
to this goal of

the World Health Organization (WHO). The interest from the
 
more developed countries was mainly technical, often skepti
cal and even disdainful.
 

- What do you mean 
by health?
 
-
 What will you measure?
 
- We are hearing a lot of rhetoric and not much
 

substance.
 
- And, in extreme situations, "I have had it up 
to
 

here with Health for All."
 

Responses 
from lc-s developed countries have been

largely social and political in nature, often with a sense

of drama, expressing a mood of 
hope and with no hesitation
 
to speak rhetorically:
 

- It is the all in Health for All that is important.
 
- Equity in the distribution of 
health services
 

should have priority over quality of health
 
services.
 
The idea of Health for All has touched a nerve 
center and the world has jumped. 

- We have hungered for such a possibility and now it 
is before us. 

- If it is to be only a dream, it is a dream worth 
having.
 

These comments not only illustrate some of the inter
esting differences in the ways people are respovdinq to theidea of Health for All, but 
they also show tha. the idea of

Health for All is being taken very seriously by the less
developed countries. The question needs to be asked,
nonetheless, "How seriously should Health for All be taken?"

shall argue that, yes indeed! It should he taken serious
ly. On that basis I shall discuss the relationship between
private and voluntary organizations (PVOs) and WHO with 
respect to Health for All, and argue that the PVOs have
major role 

a 
to play, but playing that role will require sub

stantial changes in the ways they function. 
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II. 	 Health for All: An Authentic Product of Contemporary 
History 

Let me 	 explain why the idea of Health for All must be 
seen as important. First, because the countries are dealing
serio- ly with it. Alma-Ata took many by surprise. What 
began .s merely another world conference captured the in
tense interest of many nations. 

The first official statements of national policy 
after Alma-Ata were heard at the Executive Board of the 
World Health Organization in Januar' 1979. There, in a dra
matic response to questions from Dr. Mahlur, Director-
General cf the World lealth Oroianization, thirty nations, 
without exception voiced their commitment: Ciina, India, 
Pakistan, the U.S.S.R., Mex ico, Botswana, Burma, and others, 
including, of course, the United States. 

The United States' position has two components. One
 
is to support the Hlealth for All movement , particularly as
 
its rel ites to the poorest countrits. The second is that
 
Bealth for All opelion< zo all nat ions and not on ly to the
 
poorer nati n a . Thit United States is currently examining
 
the implications for its domestic health policy of WHO's 
goal of lHealth for Al 1)', the Year 2000. There are two 
reasons for that . First, .o have developini stectors in our 
own society. Second, new problums are, continuously emerqing 
as a con sulonce of over-dove iopmen or ma 1-d 1evelopment, 
such as poIllution, and the health problems annociated withaging and adolScents it an affluent socioty. 

At the World Health Assembly in May 1979, more than 
140 countries expressed interest in health for All, and a 
Resolution was passed unanimously which ratified the Declara
tio of Alina-Ata and established Hlealth for All as having 
an over-riding priority for WH. 1/ 

Another interesting passtenciur on what might be called 
the Health for All bandwagon is th( Worldt Bank, an orqani
zation given to noithe r romanticism nor rhetoric. At a 
major conference in Bellagio in April, 1979, Mr. McNamara 
made the Bank'.s position clear: it would lend in the health 
sector and Ba1 tb for All would claim their majority in
terest.
 

Reasoziablo s kettico can ariue that World iHealth 
Assembly resolutions and World Bank policies do not guarantee
tile validity and via1bility of a (flobal program, particularly 
one as far reaching in social, political and technical terms 
as HleaIth for ll. 

I will now take another approach, one that involves 
historical analys.; , and suggest that llealth for All is not 
morely an idea that has alppoared on the scene as another 
serendipitous event, to persist or disappear according to 
how it strikes the fancies of people and nationq; in short, 
a fad that has come and may soon go. I believe a much more 
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profound process is at work, 
 Health for All has emerged
out 	of a series of trends or ideas that have been evolvingover the last two decades. Each trend or evolving idea
reflects an area in which the world has been learning andchanging, and they have converged to form the conceptual,u,; i,, 
fonatosHo~el th-f r-All 

1. Changing ideas on the nature of development 

a. 
Rejection of the trickle-down concept whereby

large scale national investments are assumed
 
to benefit the general population.
 

b, 	Increasing emphasis on social aspects of

development, as through health and education.
 

c. 	The New International Economic Order, under
 
which developing countries insist on a more

equitable distribution of global resources,

and reject social development, even though

justified in terms of meeting basic human
 
needs, as a substitute for economic develop
ment.
 

2. Increasing importance given to social justice and
9
eauytin the distribution of economic and social 
.

beiiefTts, including health services.
 

3. Recognition of the central role of communities in
development, including their participation, commit
ment, resources, ideas, creativity, and, Im
peratively, self-determination. 

4. Appropriate technolog , that is, recognition of
the and sadvantages of high technology and the importance of less complex, lower
 cost technology appropriate to local needs and
 
capabilities.
 

5. Awareness of the distorting effects of an over
 
emphasis on 
curative medicine, especially on

hospital-based, specialty-oriented, technologically

sophisticated care, and consequent emphasis on more
balancod approaches to prevention and to lower
cost, technologically simplified modes of medical
 
care.
 

6. Growing recognition of the importanceofalternatives to physicians and other health professionals,

through expanded roles of nurses, increased use of

auxiliaries in health centers and mobile teams,

and to the use of community-based health workers,

often as part-time Volunteers.
 

7. The emergence of rimaryhealth care, emphasizing
preventive, promotive and curative services a
vailable at or very close to communities in cultur
ally acceptable patterns, and at locally affordable
 
costs.
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8. Accumulating evidence that primary health care
 
works, that is, primary health care programs,
 
under special circumstances, can reach total popu
lations with health services that improve health
 
at costs as low as $1 to $2 per person per year.
 

9. The importance of political will, that is, the
 
widening acknowledgement that national and local
 
decisions to extend primary health care to entire
 
populations, with special attention to the social
 
periphery, require firm commitments of political

will from the relevant power structures if they
 
are to 	be effective.
 

10. The trend, internationally, away from technical
 
assistance, characterized by donor - recipient,
 
patron - client relationships toward international
 
health 	cooperation characterized by collaboration 
and partnerships, not only bilaterally between
 
more-developed and less-developed countries, but 
also among the less developed countries and often
 
in multilateral relationships. 

Each of these evolving ideas reflects global learning.
Old ideas, values and methods are found to be inadequate and 
give way to the new. The dynamics of historical change are 
unfolding as we watch.
 

I believe these ten ideas and trends (of course, there 
are others as well) have converged and coalesced to form the 
movement we know as Health for All by the Year 7000. If 
Hlalfdan Mahler had not identified that catch phrase in 1978,
I believe it would hav, appeared anyway, probably not in 
those words but in some similar form, within a very few 
years. 

Health for All has caught on and has been so widely
accepted precisely because it encompasses and draws together
the many, strmnds of recent technical, political, social and 
ethical thinking and practice. Health for All is an au
thentic product of this historical evolution. 

Throurih these commnts, I hav, tried to make the case 
that Health for All is an important and viable movement for 
the purpos, of di!;cuss i ng the interaction of WHIO and tile 
PVOs in relation to it. Iofore proceding with that dis
cussion, howevr, the(re is a Iarqe par,.nthetical comment that 
needs to 1w ma(, ahout Health for All. 

III. 	 Hlealth f)r All ind the New Intern,it.ional Economic 
Orde-r 

JusL a; we, bf,lie'v, that h'al li should be pursued 
independent]v frml development More general ly, the Health for 
All move2ment_i i1 not make mIch headway unleS it finds its 
place in lar er sational and international development 
strateg ius. 
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A strong and searching debate is now under way about

developing strategies under the rubric of the New Inter
national Economic Order. The disappointments of the de
veloping countries in the failure of expected advances in
 
economic development to take place and their resentment and
 
often anger at what they consider to be overly protective

positions of the more developed countries nlavc 
lcd the
 
developing countries to a formulation of the New Inter
national Economic Order, which calls for 
a more equitable

distribution of world resources, particularly through more
 
liberal trade arrangements.
 

Among the issues under debate are the relationships

between economic and social development. As an illustration,

the high priority given to meeting basic human needs by the
 
more developed countries is received with skepticism by the

less developed countries, who often see it as 
a smoke screen
 
for the reluctance of the more affluent countries to take
 
concrete steps to promote economic development and related
 
political stability.
 

Thus, commitments to meeting basic human neees, 
in
cluding health, which might 
seem to the more developed

countries to have unassailable humanitarian motives 
are some
times viewed by less developed countries as having di
minished moral authority. At the least, the terms of the
 
New International Economic Order specify that social develop
ment is unacceptable without parallel economic development.
 

There is reason to worry that the debate over the

New International Economic Order might deteriorate into two
 
extreme positinns: 2/
 

- a shallow view of economic development in which
 
the concern is for investment and growth in 
aggregate national terms without concern 
for equity

in the distribution of the benefits of development.
 

or, at the other extreme,
 

- an insistence that development should be defined
 
in non-economic terms, that social justice and the

meeting of basic human needs have over-riding

priority in development strategies.
 

We can turn to he 1 h as a possible bridge bet.ween
these extreme views: health can contribute, on the one hand,

to development in the purely economic 
sense of increased
 
productivity, and, on 
the other hand, to social justice and
 
the meeting of basic human needs. 

As we promote the idea of Health for All, we should 
not be blind to these issues, not only because of their 
social importance but also becausc of practical politics.

Health for All will be achievcd onlI, to the extent thatnations decide they want to achieve it, that they must a
chieve it. Such decisions will not be made alone in minis
tries of health, but in ministries of planning and in the
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broad context of national development. Health is likely to
 
receive a reasonable share of national commitment only if it

has earned its place in national and international develop
ment strateqies.
 

IV. The World Health Oranization - Its Crucial Role inInternational Ilea1 th Coordination 

I will now return to the interaction of WIO andPVOs and develop the argument that WHO and PVOs need one
the 

another, that neither side 
fully appreciates that, and

each should take some steps to engage and adapt to the 

that 

other. 

First, hy do the PVOs need WlO? WHO is the single
international organ ization with responsibiii ty for coordinating multinational approaches to global health problems.
In fulfilling those responsibilities, Wile is making im
pressive arangements for involving 
 member governments,
other international organizations, ad ilateral aqencies in
planning, inancinp, manaoinp and evaluating global health 
progrmns. W0 are familiar with some of the examples: the
smallpox piropIraM, the tropical diS ae(, res earch prop ram, thaexpanded pro,ram on imonun iittion. Another _,xampe is the
 
management of reearch 
 in 1th, tle global and regional
advisory commIt tees on medical earch. The ACMP'.; identify
global and reional reo;earch !-ohlems, spocif, priorities
and promote ctincertfed action t oward them. 

As WIl) comes to clo ;fr gIrips with it; iore qeneral
goal of Pealth for All by the Ye r 21000, it is clear that it 
is engaced in a pronram ci mant tud,iof era ,I which will
require cnteily vnew nichasims of 1)1p i'ational managemnt.
Two of the;e n ani. i 1dmeda shio be lmitoiOnend now. One is a
[lealth Dove imont Advisory' Council, ,hich will bring world
wide exIert so tUotithec, as; onerOis ra Lhr than as repre
sentat ives of amiber goveiinicnt.o, to advi( t lli' Director-

General on how he orianization SolId Ir)FC:ed 
 .i tLh ito
 
efforts to achie'.'e le :1; 
 for All by the Ye ir 2000. 

t seCond m'ChiSm isa a (omrdi 1natiip 1;rou1 on Inter
national lcalthiundi i. 
 In October, 1978, the World Health 
Organie,;ation conivened an ,I ie: meetiii of iohors--nat;onal
bilateral git';, and international alen ci ec , including
the World lank, l';DI' and OPEC, were th!ere. 'Theie Pro were 
not present, howVever; the,', hd been !orottenii. With respect
to the meeting, it was clh,.r to !)m, "t u; thit such ad hoc
meetins womld not meet the nuel for utore coonination
between W1O prorains; and the world don(,r (t7o nin y.iit We 
recommenled that, a term ianpi(.'chirliS!oit L' !;(,till, and tlhis,
Coordinating ;poup on Int 'rnat iolal Ih_,,llh ul linu i; the
 
result.
 

TIhe 
Cinal plan !(; tr his ;iroup ,w.'r put. topt her just
last month, and I iot i,'ol t-hail I h f not'V;).;w''re included 
again. Should the',' be,? IMyqii;rii,;; it WIl alXoiit thel PVO;
drew such comment;.; ,i;: Who i o you til k wh,,'1 want. toto 'i'i)u
talk to the I'V)o;? Each has it ) oh jec-tiwV, agfenda;own and 
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how can you bring them together to relate to a common ob
jective, such as Health for All? Or, in the extreme situ
ation: I'm sorry, but the PVOs aren't worth the time and
 
trouble.
 

I made the case then, as I had tried to before, that
 
the PVOs can be an extraordinary valuable resource to these
 
global programs in terms of their experience, ideas, re
sources, and commitments. WHO apparently agreed and is
 
making two positions on this coordinating group available
 
for the PVOs.
 

Two important questions emerge. Why the slow and
 
reluctant recognition of the PVOs, and how will the PVOs
 
respond to this opportunity to serve on a global coordi
nating body for funding in relation to health? Before
 
attempting to answer those questions, let me conclude these
 
more general remarks about WHO.
 

WHO has the pivotal role in organizing and coordi
nating approaches to international health, particularly for
 
Health for All. It has problems that might be expected of
 
a very large bureaucracy dealing with complicated problems.

Nonetheless, it is doing a good job. The leadership of the
 
Director-General, Dr. Halfdan Mahler, is outstanding. It
 
is widely accepted that WHO is one of the best, if not the
 
best, organized and managed of the specialized agencies of
 
the UN. Its cotmmitment to social goals amount to more than
 
rhetoric, and it retains a capability for developing tech
nologically sound programs in pursuit of these social
 
purposes. To the extent that we all share the goal of WHO
 
for improving the health of the world's people, particularly
 
those at the social and gengraphic periphery, we must ac
knowledge the importance of coordination among resources and
 
programs--nationally and internationally, public and private.
 
That role of international coordinator, convener and planner
 
belongs to WHO. 

V. PVOs - An Under-appreciated Resource
 

The PVOs bring at least two major contributions to
 
international health: the value of their resources; and
 
their understanding and experience with practical problems

in the field, including their larious approaches to them.
 
The PVOs also have the burden of some disadvantages.
 

First, the resources of PVOs. Accurate data on the
 
expenditures of private and voluntary organizations are
 
exceedingly difficult to find, particularly when one tries
 
to include the European private and voluntary organizations.

Here are some rough and tentative figures. The private and
 
voluntary organizations based in the United States, ex
cluding the churches, spend about $200 million a year on
 
international health. Included in that figure would be
 
about $20 million from foundations and about $2 million from
 
the labor organizations. The expenditures of the European
 
PVOs are probably well in excess of $100 million a year.
 
The church-related programs, Catholic and Protestant, in
 
North America and Europe (I cainot separate those)contribute
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about $100 million dollars 
a year. Taken together the PVOs
in North America and Europe are spending about a half
billion dollars a year. 3/
 

Worldwide bilateral expenditure comes 
to a similar
amount, a half billion per year. 
Multilateral expenditures
of WHO, UNDP, the Banks, etc., also amount to about onehalf billion dollars a year. 4/
 

The PVOs, then, contribute amounts that match those
of the multilateral and bilateral organizations. 
 In addition to contributions of these resources, there is no
doubting the extensive experience of the PVOs in the field.
They have practical experience in the distant parts of the
field, often working where others are unwilling to work.
They commit themselves for long periods of time, 
even
decades, to the development of programs that cannot be 
expected to 
take root in two or three years. They often have
a deep understanding of the culture and language of the
people with whom they work. 
 They reach the social periphery
with low cost programs, often with much lower overhead costs
than larger organizations can achieve. 
They develop nongovernment to non-government relationships that are 
valuable,
particularly when government-to-government relationships are
not going well.
 

They pioneer in areas 
that are picked up later by
others: the use 
of community health workers; the development
of primary care systems; integration of health and community
development; disaster relief assistance; and appropriate
technology, are 
a few examples.
 

An area of particular importance, often overlooked,
has to do with indigenous -'Os. 

resources were not included in 

National churches (whose

the figures above) contribute
substantially to both national and international health
programs. 
 On a conti,.ental basis, church-related hospitals
in Africa account 
for 20 percent of all hospital beds, and
the proportion exceeds 50 pe2rcent in 
some countries.
foundations, often cutting across 

Local
 
lines of Christian and non-
Christian faiths, integrate with other sectors of develop

ment.
 

Another example nf indigenous grass 
roots development
by private and voluntary organizations is in India. 
 Over
the last decade, the number of rural dispensaries has increased extensively from a few hundred to more than 
two
thousand, even during a time of great financial constraint.How could this be? The number Indianof Roman Catholicsisters is growing substantially, and many of them 
are making
their commitments to 
serve 
the people of India by working in
these community-based rural dispensaries.
 

So, the private and voluntary organizations represent
a vast 
resource of funds, people and experience that often
cannot be matched by the larger organizations, such as WHO,
the World Bank and the bilateral agencies.
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But, there are problems with the PVOs as well, par
ticularly when we consider how they might relate to this
 
larger international picture of Health for All. One of
 
those problems is coordination, which is a familiar problem

judging from the multiplicity of coordinating mechanisms
 
that already exist--fourteen major coordinating mechanisms
 
were in North America and Europe at the last count, each
 
coordinating a cluster of PVOs or an area of information.
 
Nonetheless, the PVOs, here and abroad, remain highly dis
persed and without coordinating mechanisms that could draw
 
them together in collective action. They have no collective
 
voice. The pluralism that is their strength, and within
 
which resides the uniqueness and creativity that is so
 
characteristic of PVOs, becomes a problem when joint
 
planning and action are needed at national, regional or
 
global levels.
 

The PVOs are often criticized, too, for what one
 
might call their style of function. Familiar criticisms
 
have to do with the ways in which they define their programs

and priorities, and how these priorities are often used to
 
ride roughshod over the priorities of recipient organi
zations or countries. The PVOs often push capital-intensive,

high technology, short-term projects instead of providing
 
long-term operational support for smaller, locally based,
 
community related projects. 

Less familiar, but still important criticisms of the
 
foundations point to the lack of clear objectives; instead,
their programs often simply follow historical patterns of 
giving. Susan Cole-King has shown in her studies of private
and voluntary organizations in Europe (the observation ap
plies in the U.S. as well) that there is rarely evaluation 
of donor functions, rarely a system of social accounting,

whereby programs are judged in terms of their impact on 
specific social goals. Dr. Cole-King also noted that there
 
is often a smugness on the part of PVO administrators, in 
that they know their programs are useful and see no need to 
declare objectives, much less evaluate the extent to which 
they are achieved. 5/ 

In brief, the ['VOs appear to be a vast and important 
resource, but there are problems in achieving an effective
 
coordination or engagement among them and betw4een them and 
the larger process of bringing world resources to bear on 
global problems. 

VI. Concl ud ing Comments 

I have argued that Health for All by the Year 2000 
has the prospects of being a viable and lasting movement;
that great importance is being given to it by virtually all 
the member governments of O110;that M10 has the major
planning and coordinating role for a global approach to
 
Health for All; and that in developing new planning, coordi
nating and financing mechanisms, WHO appears to be reluctant
 
or at least slow to recognize the importance of the PVOs.
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W1O has indicated a willingness to include the PVOs,
 
at least in its new Coordinating Group on International
 
Health Funding. But, 
I believe WHO does not fully understand
 
the PVOs and does not fully appreciate their importance. WHO
 
at times lacks the flexibility for the fine tuning needed to
 
adapt to the multiple possibilities that go with the private

and voluntary organizations ancl the contributions they can
 
make in this field. WH1O needs help and urging to be more
 
respons ive.
 

I have also argued that the PVOs represent a vast and 
important resource to international health, including the 
Health for All movement, but the' lack an effective coordi
nating mechanism and a collective voice that would facili
tate their entering into a olobal planning and programming 
process.
 

In concluding, I return to the point that Health for
 
All is an authentic, historical outcome of a series of evo
lutionary trends in 
the health field. In this connection,

I believe that we in the international health field are 
at
 
an historic crossroad.
 

The Heailth for All concept, especially the social,

political, and te~chnical requirements for achieving total
 
covriio of pop:l4,itions, call for extensive 
 and even radical 
chanet-s from current i;nroaches by national ard international 
organizitions. WHO clearly recoqnizes this and is pushing

itself iou!, i majer transition in its structures and
 
prooram.s. h" .'s shoulId recognize 
 that they, too, are 
faced with an opportunit' of major significance, namely to

become lull partlcipants in this global effort to meet
 
human need. T7 do o 
will require, however, more effective
 
coordination imon(; 
thems'ires and more e, fective interaction 
with the international organizations and agencies. 

I/ Thirty-Second World Health Assembly, May 7-25, 1979, 
1HA..30, "Formulatirg strategies for health for 
all by:"the ylear 2000", pp. 27-29. 

2, John raltunc:, The Xew International Economic Order 
and the Basic soud Approachon , "Compatibility, 
Contradiction, and/or Confiict?" Institut univer
sitaire U'etudes du deve lopment, Geneva. Goals, 
Processes and Indicators of )evololment Project, 
UN Iniv ,rsitv .t bli shed naper.nu: 


3/ The figures for this pviragraph are taken from the 
follow r sours: Founda tion and 1]aer union 
expendituro!i _:, inte~rnitiona health activities -
Whit, House e r'. " Dirctions in 
nationl lk.ilti. Coope,ration," Sl ring 1978, p. 97 
and 10. 

D,:w Inter-


Europein, American 
PVO And Church ret1ted expendi
tur,: IUSAID, "United States Policyiand Programs 

.1('
 



on International Health as Related to Development
 
Assistance." (Draft 42, unpublished), Office of
 
Health, Development and Support Bureau, February
 
1978, pp. 53, 5b.
 

4/ Ibid., pp. 52 and 53. 

5/ Susan Cole-King, Health Sector Aid From Voluntary
 
Ajqencies: The British Case Study, Institute of
 
Development Studies, July 1976. Emmanuel de Kadt
 
and Susan Cole-King, Dutch Health Aid Via Volun
tar Agencies, IDS, March 1976.
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PRIMARY HEALTH CARE ANJD A U.S. PERSPECTIVE 

Joseph '-. Baldi 

I. Primary lealth Care: Who is Interested? 

The U.S. Coneiress, in 1974, passed the Health Planning 
and Resources Development Act. Its first priority was to 
provide "primary care servicts for medically underserved 
populations, espoecilly those that- are located ini rural or 
economically de pressed ar as." 

Th"e Unit ed States Public flealth Service established 
the_. Rural Health Initiative, in 1975, and the Urban Health 
Initiative in 1974,. Both are efforts Lu expand a nation-
WId s',s aco'1 OIMun i t y-ba Sd, .)r imar'; heal th care to areas 
witn serious health c.ire probl,-ms. Over si: million peopIle 
have been taroet(d to receive thoe;o stervices. 

".i.a.:1 .), i:i i., ri-,; in this hiso here 
is conpern_, ii ou rav.,l nq health sr'.'ices to the rural and 
urban ;,or. Ihos. natlons refer to their eff-rts as "e-xten
sion ,: cabertura de servcio; prinmaries". 

'Te Poin ;AwricAn WOOii obrnanizition's t'.S.-:kxico 
Bordar Health AF.,cition hl 1 w rk.no: n ; rimiry healthr
 
care in Juan' ,I,' C,, ccr';ier 12-1 3, 1 '77.
 

,The "h;orlil Healthl Cr'clnl:;atio son-;ored a World 
Confernce on, Primar'." Health Care in Alma-Ata, the Soviet 

.Union, in S.::tcmhor 1')7P 

Th .ational Cou,.cil far Int,.roational IHealth is 
sponsorinq this conf .renco,, W'lit h for humanit'.': The Private 
Sector il Prl mar'" h1e,iIh C ir-." 

II. W''hv Sucti Interst? 

prin i:i,alreason w -"mai' ',' war I hltiO S are in
teresteid in rima health Car, is the-ir concern as to the 
effr'ctiv%, n:s5 of '' iatilno halth care. s'.'stums; that is, the 
"traditio'al" ,'roaica tcawaril health care. Frmer Canadian 
Minister of HaIlth ire ,aionde, in hi:; ook A Sew Per
sport iOn on the Health of Ca-nadians- :ouvelle Prosrjectiye 
Do I a Sante Dos Canadiens, ha;s forced the world community 
to evaluato its health systems, the heilth professions, and 
its attitude toward heLbth care. Laloid.'s c riticisms of 
traditional health care :'st ms are leieg seriotslr'.' reviewed 
by a qrowlnlr number of professionals iii the T',nittd States 
and in man'. other can tries throuhout the world. More and 
more peonle are asking: (1) Why are health care costs rising 
so sharplI in the Uinited Staites, Europe and Japan?, and (2) 
Shou1! developin( countries continue to a] locate vast sums 
of money for the construction of large hospitals, research 
centers, or questionable purchases of costly equipment and 
technology?
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The term "primary health
ideas care" refers to complexor systems and is interpreted differently from countryto country. For example, the U.S. Public Health Service/Health Services Administration has mandated 
that the followinq primary health care services be available: 

1) 
diaqnostic, treatment, consultative, referral
other (outpatient) services rendered 

and 
by physicians, physician assistants, nurse practition

ers, nurse clinicians, dentists, and other
qualified dental personnel;
 

2) diaqinostic laboratory 
 and radiolooic services; 

3) emerqency med ical services;
 

4) preventive health 
 services, includinq immunizations; prenatal and post-partum care; children's eye and ear examinations; voluntary family planninq services; pr ,entivo dental services, and 

5) transportation services as needed. 

In addit ion to the- aforementioned comprehensiveservices, the law also refers to "supplemental (primary care)services" that include: 

1) hom, health; 

2) extended care facility services; 

3) mental health services; 

4) rehabilitative services;
 

5) social services, and
 

6) health education, 
 as well as several other 
services. 

In the United States "primary health care" is appliedin several contexts. First, there are the services authorized by the Public Health Service Act. Second, are thoseindividuals who vi w primary care in categorical terms, suchas screenincg, irmunusi atlon Campai gns, emer(Jolic,/ car(services, child clinics or health education. Althou(qh all
primar, care services ar' of individlal Va' lt, the U.S.Public lei lth Service hascare as a totail ap:roa..h ; sou(iht recently to elicotiraqe healthone that incl ude,. sqolIf care and 
pr'2ven, lun. 

It wo'lld be uS f l to ("it- the w r:.lillis , Cha ,mof Dr. .John S.nce ll r l:m ritus o f 'as ; we ;tCleveland, ohi o. Dr. 
,r n iv rsi ty ,Mii; arolues that the ,_.esence of effective primary health care is, "to 1) promote the availability of services to a broad spectrum of the population;

2) promote the dissemination of information and knowledge 
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to use these services widely, and 3) to encourage the people
 
to use this knowledge on their own behalf." 1/
 

,
Many nations recognize t: t' must establish a
 
stron~i primary care system in order to meet the basic health
 
needs of the majorit, of their people. Most countries are
 
aware that the laroe amounts of money spent on sophisticated 
secondar'y and tertiary: care services will have to be re
directed if primarV care is to become more than anr objective. 

Health care s Ystms in develop ing countries differ 
only slightly from those in the United States. Both ex
perience di,oprolortonate expenditures of health care 
resources (human and flnancia:l1) on secondar':' and t'rtiary 
care; tiat is, the operations of large hospitals, medical 
and research centers, and the de'v.'loomont or acquisition of 
expensi'e ulomen t and technolorry. ihis is as true of 
Brazil,1 L ot, and Nio;eria, as it is of Canada and the United 
States. r e()ver, most of these resources oo to lar e 
cI t its. 

Not our: risinqlly', access is ver,: difficult; almost 
100005O- 2l1 1In sin.ll cities and rural areas. Those primary
heal th care re sources supp lied to the rural areas are usual-
I'."liade:Flate t) Vetet thle?demand. once establ ished, the 
services become frar1m(ont(.d and difficult to coordinate. Thus, 
it becomes ,'.'on Iess likul '., that the suppl': of rimar,., health 
cart servic,_ a will catch up with the demand for them. Given 
t ho 1 i 1mted resources available for heal th care, we must 
stri.e for a reorientation of se-rvice priorities. Monies 
al located for the construction of larqe medicalhospitals or 
centers must be redirected toward primar' health care, in
cluding the flrianlcirioi of recurrent costs. 

III. IPublic Holic' and Multinational Aqericy Commitments 
to Pr bar._Care and the Imract ol PVOs and 
Jnli "Vo'r. i t ies 

Dospito the fact that a disproportionate amount of 
funds is hemn.; allocated for secondaryi and tertiary care, the 
worldwide inter,,st in primar'v' health care problems has meant 
that more resources are now available for service delivery. 
The followmnr U.S. Agency for International Development and 
Pan American Health Orqanization (PAHO) data are illustrative. 

The tot a l amount of VSAID funds available for health 
projrams ha um; ed sharpiy; from $34.3 million in fiscal 
year 1965 to C345.5 million in fiscal year 1979. The USAID 
proposed f iscal ':'ar 1980 budqe t for health pro(r;aims, if 
appropriatod, would total $375.0 mill ion, or $29.5 million 
more than the prO:iU-ous fiscal 'ear. Most of these funds will 
be awarded to IV)s arid univer;ities. Approximately 69 per
cent, or 5128 milliorn of the 5185 mil lion USAID Office of 
'opulation ''Y79 bu.het will jo to VOs, univurities, and 

cosuLoltinr firms. The remaining $57 million will jo for bi
late'ral assqistancu to developing nations. 
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U.S. AGENCY FOR INTERNATIONAL DEVELOPMENT 
(USAID) HEALTH,
 
NUTRITION, AND POPULATIS;, PLANNING PROGRAM
 

(obligations and loan authorizations in millions of $) 

Health Nutrition Population Total 

1965 32.4 1.9 34.3 

1970 37.1 - 73.1 110.2 

1973 42.9 3.1 121.7 167.7 

1975 54.5 14.3 100.0 168.8 

1979 130.0 30.5 (estimate 185.0 345.5 
includes loans) 

1980 146.6 12.1 216.3 375.0 
(proposed) 

The Pan American Health Organization'2 (PAHO) health
budget increased sharply from $6.4 million in 1965 to 
$106.8

million for 1980-81. The vast majority of PAHO funds 
are

allocated to the national governments of member nations.
 

PAN A.IERICAN HEALTH ORGA.NI2ATION (PA1!O) HIEALTH PROGRA1 
RESOURCES - 1865 THROUG! 1980-81 

(in millions of $)
 
1065 1970 1975 
 1980-81 * 

WHO regular funds 1.65 4.77 7.48 32.90
 

PAHO regular funds 4.49 
 8.85 15.44 61.77
 

Grants and
 
contributions 0.28 3.09 2.08 
 12.12
 

Total 
 6.42 
 16.71 25.00 106.79
 

• proposed
 

The National Council's "Survey of Potential Conferees" 
has indicated that both PVOs and universities are concerned

with the problems of sustained program funding. However,

the large increases in USAID and PAHO health budgets suggest

some improvement. It must be remembered, though, that 
as
the budgets have increased so, too, has the number of PVOs

and universities competing for these 
funds. Nonetheless,

the USAID and PAHO proposed fundinq levels for fiscal years

1980 and 1981, if accepted, mean a continued, moderate in
crease in funds for primary care programs in developing cou,

tries.
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___; EIV. 	 Observations and Recommendations for PVOs and _-_,- _

Universities -wiTth Overseas Programs inPrimary Care 

I would like to make some observations that may be
of hel to organizations in addressing at least two of their
 
major problems: (1)sustained project funding, and (2)coor
dination with host country government services.
 

Observations
 

- There are times when PVOs, U.S. universities,

private foundations, Peace Corps and other
 
foreign volunteer programs provide little to host
 
countries. Such programs have a limited impact,
 
even in those instances when service delivery is
 
quite good. In a few cases, the work could have
 
a major impact on the host country, either at the
 
local, regional, or national level.
 

- Even health programs administered by large public

sector organizations such as USAID and PAHO will

in many cases have a limited impact on the host
 
country.
 

- We know there are many obstaclen to the establish
ment of successful development projects. These
barriers include: (1)limited or severe fluctu
ations,in funding; (2)lack of trained admin
istrative, technical or professional staffi (3)

cultural or language barriers, which may result
 
in community 	indifference or religious or politi
cal opposition; (4)geographic,.climatic or
 
logistical problems; (5)poor project planning

and conceptualization; (6)weak project admin-

Istration, and (7)poor coordination with local
 
or regional health programs.
 

All PVOs, universities and other organizations in
volved in the administration of primary care programs need
 
to recognize 	major barriers to project implementation. Con
versely, organizations should identify those key factors
 
which contribute to project success. My own experience
 
overseas indicates that the following condition applies: the

dcgree of involvement of host country professionals, govern
ment officials and community in project planning, administra
tion, and evaluation. Too frequently project efforts may be

viewed as the "foreigner's project, i even though the project
is designed to provide services to tne host country popula
tion. Even the best projects may receive lukewarm support if
 
host country 	personnel are not actively involved.
 

Primary care proj acts administered by PVOI, private

foundations, 	and universities should be coordinated with
local, regional or national health programs. I suspect that~i 

PVO staff believes strongly in their project approach. Yet,

at times, these people are unable to obtain support from

local, regional or national health officials. Had the
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project been developed, managed, and evaluated by host
 
country nationals, or had local residents been named to com
munity policy or advisory boards, then key host country

residents, health professionals, and government officials
 
might have shared some enthusiasm for the project and argued

for its support. Enthusiastic host country support could

result in a number of breaktiroughs for PVOs. These would
 
include: (1) funding for 
the project; (2) assignment of
 
local or regional health professionals to complement project

staff; (3) requests from local, regional, or national
 
government officials for assistance in replicating success
ful health projects; (4) increased community acceptance and
 
support, and (5) increased leverage with public or private

funding sources based on project success.
 

1/
 
John S. Millis, Case Western University, Unpublished


Paper presented at the Northeast Canadian-American
 
Health Conference, Boston, Massachusetts, 1976.
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AN OVERVIEW OF CATHOLIC RELIEF SERVICES
 

EXPERIENCE IN MATERNAL AND CHILD HEALTH PROGRAMS
 

Jean Gartlan
 

Catholic Relief Services (CRS) is concerned with
 
health care. We have programs in each of the 65 countries in
 
which CRS has offices. Our involvement, in all instances, is
 
through local counterpart agencies, be they private or
 
governmental. The largest single thrust, both in terms of
 
the number of countries served and the number of people
 
reached, is the provision of food and nutrition in maternal
 
and child health (IlICt) programs. These MCtt programs provide 
for pre-natal and post-natal care; simple instruction for 
mothers in hygi ,'ne, nutrition and baby care; regular moni
toring of the child's growth through the use of growth/weight 
charts, n.d supIlementary feedings. 

The centers are operated by indigenous agencies, that 
is churches or local councils, and are almost exclusively
 
located in rural areas, small towns, or remote villages. In
 
many cases, they are ol integral part of a hospital or clinic 
facility. Catholic Relief Services provides scales, weight 
charts, guidance in the preparation of the instructional 
material for nutrition and hygiene classes; arranges for the 
distribution of food supplies, and provides regular staff 
visits for supervision of the food and nutrition programs. 

The distribution of Pt, 480 Title II and other donated 
foods to childrun under five, as well as t.o pi' ,.in t and 
lactating mothers, guarantees valuable nutrition supplements. 
The availability of such foods also serv(s as an incenti ve 
for regular atteic :.e Zat the centers. However, while the 
food supplements are -hviously an important part of the 
program, tne nutr tio.i education classes ire the mainstay.
These classes focus on regular supplementary feedinrigs, as 
well as tile use of nutritious, locally available foods . The 
latter can serve is I means of i)rovidin(r the diet and health 
of the whole f mi 1''. 

The bsic educa-t ion isssag('is a;; follos;: when a 
mother registe'rs her child in the prograim it must ,'made 
clear to her that she i S making i coislit-mrnt to t(ed 11,r 
child "bettor'', y aplplyi n hat sh ; !earliin throus.hl the 
use of -orlocal )'odq. 'The- mother!; fu.; und r
stand the " , ': i i.,, lp ', K ]'' ill '151,! 
their child'', procgesu;--or ick of it. 'Ihis w, tie', 'vth,-; 
come to underst-llnd that good talth i, Ii nut I'' iilat; r 
jood r A h t't M Cli ild (;r ,w wa;(feiliiq. bu tin led ''ke ,,n 

developed at in Af:'ica' r,';ionil eonhf('rene;' ihlii di II, .iii 

It is 'i "how t 15" particuliarl y, s to" int r
1 1lu1; 
muth.,r;; in ;th,'' u of ]ocs l fo l,. 

pIth'I ojr, il tlhi 1 8 i iit -ii ot3 'i' ll) ,;i-raii AIri ci 
was dio:;ijls; d 1" Dr. ('iilo iiponie, li!?, F"(1ions] I,'dicil 
Director, i'r i . I t 'lt t i l that lap iro.I ,I tIy 
675,900 ch; ldren fire seen at heal th enitce rts( 'f' ch Ilionth. 
Si nCe the a tttendanco rato 1l; c Irtfi miy 1(00S; thii I 100' , i t can 
6e assumed that thi.: actual numb!r of chi llr('i at.tlndinij, even 

http:throus.hl


irregularly, is higher. 
Further outreach is demonstrated in
terms of the number of mothers and other family members not
registered at the centers, but nonetheless, affected by
better hygiene or nutrition practices. The extent to which
maternal and child health programs can 
impact the community
varies according to the strength and effectiveness of each
health center. 
A number of factors are involved: location,
facilities, regularity of delivery of needed supplies and
personnel. 
 The health worker must possess not only K.:'wledge
and training, but also the ability 
to relate to and gain the
trust of the mothers. Continuity is an important part of
this trust, and it can be severely damaged if central authorities and administrators insist on 
frequent and arbitrary

staff changes.
 

In two countries, we are assisting projects designed
to extend existing service facilities into unserved areas.
One project is a mobile health program in the Chiquitos
vicarate of Bolivia. Santa 
Isabel Hospital in Chiquitos is
the only institution of its kind in the 
vast vicarate--an
area of approximitely 195,000 square kilometers. 
 The project
seeks to establish 
a link between the health services of the
hospital and the 100,000 people living in 
the 85 rural communities of the vicarate. 
 This link is being forged through
two mobile health teams operating from the hospital andthrough the ten government rural health offices. 
 In order to
stimulate the communities to participate in the improvement
of their own health system, the program includes the recruitment and training of rural collaborators in each of the 85 
communities.
 

An MCI/nutrition program is being developed as partof the project. 
 It will begin with only a few communities
 
at a time. 
 When the mobile team visits a community, interviews with pregnant women and children under five 
are conducted separately from the general consultations; the women
 are introduced to a health program designed for 
them and
their children. The program includes pre-natal and postnatal care, along with instruction in nutrition, hygiene 
 andchild care, and introduction of weight charts to monitor the
child's growth. 
 As in other MCI programs, PL 480 foods 
are
used to demonstrate supplementary feeding of malnourishedchi Idren. One impv rtint aspct of 
the program's promotion isthe use of the vicarate radio station to prepare the peoplefor visits from the mobile teams and to provide continuing,

simple health education.
 

Support for 
the MCH program comes from the vicarate
hospital; the Government of Bolivia's rural health offices;
USAID, as well as 
from Catholic Relief Services. Support

from the Bolivian government is essential. 
 If the project
is to he viable at the end of the three-year period, thenthe government will have to assume the recurrent costs. 

The project director and, in a very real sense, itsinspiration, is a nun-nurse who 
for 22 ., 

has been working in the area
In fact, the proiect, is me-rely a continuatiorof many of the things that she has been doing during theseyears. Based in San Ignacio, she has travelled constantly

by car, bicycle, motorcycle or horse to the remote areas of
the provinces bringing and promoting health services. 
 It i.
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expected that the project will translate her isolated efforts
 
into broad community involvement.
 

In the Northern Cameroon, the MCH project, assisted
 
by a USAID grant, is adding education to a rural health
 
program in two dioceses, Maroua-Mokolo and Yagoua. The
 
project's fourteen dispensaries are the only functioning

medical centers in these 
 very large areas, and all of them
 
serve 
vast numbers of people. Gobo, for example, serves
 
20,000 people in 
an area of 1,350 square kilometers.
 

For a health program to be etfective, it must reach
 
beyond the curative and preventive aspects and involve the

villagers, themselves, in the improvement of hygienic

conditions. Also, it must encourage the adoption of basic
 
first aid measures in order to combat the onset of infection
 
and disease. Health extension agents are being trained for
 
this purpose. They are, generally, already on the dispensary

staff and can assume the responsibility for promoting health
 
education in a small number of villages in 
their area. Con
ditions vary, but in general the extension agents leave their
 
dispensaries for one or two days each week to work in the
 
villages under their supervision.
 

The goal of a health agent is to help organize a
 
health "committee" in the village, comprised of five or six

responsible and respected members of the 
community. These
 
individuals may not necessarily be the most influential or
 
politically powerful community members. 
 Responsibility' is

given to this core group of villagers for creating a new
 
awareness of health needs and for action to 
improve health
 
conditions in the village, as 
a whole. Ideally, the exten
sion agent serves as a catalyst; the health committee does
 
the real work of organizing the villagers to think and act
 
in new ways regarding health.
 

In the Northern Cameroons, the creation of fully
functioning health committees has proven to be a long, edu
cative process. Thus, when the extension agent runs into
 
too many obstacles in 
the creation of these committees, the
 
emphasis is shifted to the 
training of village leaders--one
 
or two interested persons who, although they cannot exert
 
the influence of the whole committee, can nevertheless follow
 
up on health education in the extension agent's absence. 
While this is a slow process, based as it is in one of the 
most isolated areas of the Cameroon, it can have a lone-term 
effect not only on health conditions, generally, but it can 
also awaken people to their potei.tial for self-reliance.
 

Catholic Relief Services' involvement in the Yemen
 
Arab Republic is unique in that we are directly concerned
 
ith the administration of Al Olofy hospital, in Hodeidah.
 
n 1962 the Yemen government asked CRS to provide staff for
 
he newly built hospital. Althouqh this request was outside
 
ur usual mode of operation, we compiled for two 
reasons:
 
1) the obvious need, and 
(2) Yemen lacked trained manpower.

litial project support came from private donor funds.
 

As the hospital expanded, other groups, including

4ical teams from Russia, Bulgaria, and China, have joined
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to staff the hospital. The CRS emphasis is not on in-service
 
training. Support is provided by a USAID grant. 
 The hospi
tal has been designated as a government training hospital.
 

Immediately after the opening of Al Olofy, the
 
hospital nutritionist began a program designed to reduce the
 
high mortality rate of children under two. 
 Child mortality
 
was 
as hiqh as 60% in some Hodeidah villages. The oroqram,
 
which literally introduces women to the concept of 
health, pregnancy and child-rearing, focuses on simple in
struction in hygiene and nutrition, both during pregnancy
and after birth. PL 480 foods have been used in supplemen
tary feeding, but the concentration has been on the use of 
cheap, locally available foods--particularly the use of local 
porridge of cereals and legumes as a weaning food. 

The second thrust of the nutrition program has been
 
to train health-nutrition auxiliaries. Hopefully, this 
will 
enable the program to gain a firm foothold in the communi
ties. The program (.gan as a pilot project at Al Olofy and 
has been expanded to other areas of Yemen. 

Program development has occurred in several ways.
 
For example, the Sana'a unit, located 
 in the Safia Model 
Health Center, has, itself, become a model of nutrition work 
and is widely visited by staffs of other MCH centers. The 
nutrition unit also cooperates with Radio Sana'a in recording
health programs. Instruction in nutrition is given to 
student nurses at the WHO Nursing School. Perhaps the most 
significant step was the establishment ot a mobile unit,, in 
1978, to serve remote communities in the north Tihama desert. 

A team, comprised of the hospital nutritionist and 
two Yemini health/nutrition auxiliaries, began to go out
 
for dailv. sessions with the women in the surrounding
 
vi Ilages. A doctor and nurse from the hospital usually ac
company the team. For most of the villages, it is their
 
first contact with any form of health care.
 

This Mobile unit pmogram has become the basis of an 
expanded arimary health carn iernoram in selected communities 
of the 'iham-s. There are no basic primary health services 
available it present. The project will include the training
of prima.''-* iiaI th care providers at Al C)of y Hospi tal. 1 ,ocal
develoa',.t boardls will srvo as a prelmi nary model for the 
entire re :ion, Linkaqes with other voluntary agencies are 
planned, -n' 1:.ICI. has aq re(d to provide technical transpor
tation. 

1 n Celntrl m'erica w(e have been closely involved in 
the form.-tin and dove lopment of local community health 
service ass it ion.; In 1975 we, along with other voluntary
agencies, b fun d thu first Regional Encounter for Rural 
Health ,ro rg s. Ti fort resulted in the formation of 
the Reglional (:ommittee for the Promotion of Rural Health 
Care. It r'.l tt ,r, 1: In ormadr, was publi shed, until 
recent]-.., t 1 , ,Ar iin.i , 1 ''.i, as ad '1tritic 
Consultant, Dr. Frances ,othert. 

athoc ~Pelif Services provided initial fund ing 
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the Association of Community Health Services (ASECSA) in

Guatemala. By grouping health-related private voluntary

agencies together, the Association hopes to provide educa
tional services to its members as well as cost savings

through systematic drug purcha.s'es. Extensive material on

the Association is available, 
 so I will m,rolv refer to CRS's 
involvement in its foundiinq. 

We are also providi ng support for a community health 
movement in the Chiapas Iliqllnds of Me'-'ico. This project
is a change from the traditioniil cur ti,.,, approach to health;
it concentrates on the, total ph,. ica ,'conomic and social

factors associated with health,. 
 Thi:; conc(,t es comunity
health and 'ledicirln' as part -r th,, ::Iic :o'.'em tt of
 
social charne. Freatment of !.oraiitrvsls 11 lu:;trates M,'
 
po in t.
 

The In{ian health ,romot,,-.' inr th, ar-a "now that para
sites are water transmitt, t-i', pip'! potalble water isnot availabl,., m st ,ol,, n' -,-f bri 1 l t 1r drinking water. 
Iowevr, wheln me.n takpe th-ir ro luct to 111rkt th"' must
 
walk lon(I dista:c',I. ,' :st ca,rIot afford to ta the bun or

buy bottlti soft d-i s ilor, t w '. Ic _. th1.y must

carr', is much proaduc,, ;If;, t ' clnn. 
 cirry bottled 
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This project is a good illustration of a principle we
 
believe must be an essential part of all socio-economic
 
projects--self-reliance. If health care projects are to be
 
truly beneficial, they should lead to less dependency on
 
outside resources or, at a minimum, to a more balanced inter
dependency between local and outside resources.
 

While in some programs this principle is more obvious
 
than in others, it can be argued that all efforts which
 
improve health are at least a start on the road to self
reliance. There can be no real improvementin people's lives
 
if health is disregarded. There is probably no more impor
tant focus than to improve the human condition.
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VIII. PRIMARY EYE CARE DELIVERY
 



PRIMARY EYE HEALTH CARE DELIVERY
 

John H. Costello
 

Blindness and eye disease are rapidly becoming
recognized as among the world's most critical 'health
 
problems. The World Health Organization estimates that the

world's blind population has risen to over 42 million. 
This

figure will likely double by the year 2000 unless measures
 
are taken to prevent and treat blindness.
 

Forty two million is a staggering figure when one
considers that the overwhelming majority of those currently
 
or potentially afflicted are living in subsistence economies;

wholly dependent on their labor for their existence.
 

Helen Keller International is the oldest United
States organization concerned with the worldwide problems of

blindness and eye disease. It was established in 1915
 
as the American Foundation for Overseas Blind. 
 In 1977, our
 
name was changed to honor Miss Keller. Helen Keller devoted
 
many years of her life to serving our organization.
 

Our agency has provided continual assistance in the
field of blindness for almost 65 years. In our early years

we focused primarily on building institutions and supplying

materials for the education and rehabilitation of the blind

and visually handicapped. Now, however, the Helen Keller

International directs its financial and manpower resources


* toward expanding the existing capacities of developing

countries so 
that they can deal with the social and economic
 
consequences of widespread eye disease and blindness.
 

In addition to stepped-up efforts to promote global
concern about the extent to which blindnpsq constitutes an
 
obstacle to development, we have also instituted two major

policy changes. In 1972, Helen Keller International expanded

its activities to include, for the first time, prevention of


* blindness--now one of our organization's three major oper
'ati 
 onal goals. our objective is to control xerophthalmia-the leading cause of blindness in young 'children in the
 

third world. We are now conducting prevention programs in
 
Bangladesh, Haiti, Indonesia and Pakistan.
 

Our major prevention efforts have been concentrated

in Indonesia. We are just now completing an important three
year research project to determine the etiology and distri
bution of this disease. The project is the result of co
operative effort between Helen Keller International, the

G , 
overnment of Indonesia and the Agency for International
 
Development, with some input from the World Health Organi
zation and UNICEF. The research findings are providing

essential information that will enable us 
to implement a

realistic, cost-effective response to xerophthalmia in
 
Indonesia and elsewhere.
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Preliminary study data indicate that, in Asia alone,
 
as many as 250,000 children are blinded annually by xeroph
thalmia. Unfortunately, about one-half of 
these children
 
will die. Helen Keller International and the Government of
 
Indonesia are now developing a broad five-year disease
 
prevention and treatment plan. 
 This plan will include
 
programmatic elements of food fortification and vitamin A

capsule distribution, as well as health and nutrition 
education.
 

Helen Keller International's second major policy

shift has been in favor of the "barefoot doctor" concept.

We have turned from promoting the traditional approaches to
 
meeting the needs of blind children and adults--that is,
residential rehabilitation and educational 
facilities--to
 
designing. implementing, and testing cost-effective, itiner
ant schemes aimed at delivering "basic skills for survival"
 
to the rural blind. This requires the use of "barefoot
 
field workers."
 

I have described this transition because it reflects
 
our increased concern over the qrowinqg maqnitude of 
 the
 
global problems of blindness. We must find innovative 
 and
realistic responses to the relevant social, economic and
 
public health aspects of widespread eye disease and blind
ness. We recognize that our resources 
 are few and that much 
more needs to be accomrlished if the2re is to be any signifi
cant long-range impact on blindness.
 

There are four major categories of blindness: in
fectious diseases (namely trachoma); nutritional blindness;
onchocerciasis, and cataract. Generally, the extent to

which these diseases can be controlled depends on how well
 
we can 
 isolate their behavioral and environmental causesa. 
It is imperative, then, that the development and implemen
tation of primary eye health care--whether it addresses one 
or more of these causes of blindness--be in accord with the 
general principles of primary health care. 

Primary e,,e care, therefore, should be shaped around 
the life patterns of the populations at risk; integrated
into the national, regional or provincial health system, and 
designed to provide support at the periphry. Eye care 
programs should be fully integrated Into community develop
ment projects, anl should place maximum reliance on com
munity resources. The local population should he actively 
involved in the prograns' formulation and implementation. 

Primary health workers should be trained to recog
nize the mor, serious eye conditions. These workers should 
be able to administer first aid treatment, make referrals,
and request consultations. 'Ireatment minorfor eye con
ditions such as conjuncti'.'tis, trachoma, superficial 
foreign bodies and trauma, as well as for xe;rophthalmia, 
must be made immediately available. Primar.' health care 
workers should also be pro'vided with essential drugs such as 
topical sul facetamine, topical tetracycl ine and other 
appropriate intibiotics, and with vitamin % capsules, eye 
shields and bandages. 
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The delivery of eye care at the primary level must,
of course, be supported and reinforced at the secondary and
ii!tertiary levels . Because of: the 'lack,__0f__ophthalmolois 
-. --- he referral ' o d -fr m h __i mar__ ev u t n m s 

cases--be handled by full-time specialized ophthalmic assistants. These individuals, usually trained nurses, 
will
require more extensive training in eye health, differential

diagnosis, and minor lid surgery, such as 
trichiasis
 
surgery.
 

Ophthalmic assistants should be available in those
cases where the prevalence and incidence of specifically

identified causes of blindness are excessive--as with
cataract cases. Competence can be maintained if these indi
viduals are permitted to perform these procedures on a
regular basis. It is important to point out, however, that
 
this capability can be developed only through long-term
training and continued support and supervision of an ophthalmologist at the tertiary level.
 

These and other issues relating to the strategies and
policies that must be employed in order to prevent and treat
blindness were the subject of an 
important meeting in Asi
lomar, California last year. 
More than 40 experts in
ophthalmology, public health, epidemiology and program plan
ning took part in the discussions. My comments are a
synopsis of the operational strategies set forward at Asilomar. My contribution will be published by WHO 
some time
 
this summer.
 

It is clear that primary health care is the key 
to
combatting eye disease. The multi-disciplinary approaches

which must be designed and implemented challenge us to in
creased collaboration; those involved with blindness and
those involved in community development, nutrition, maternal
and child health, are but a few of the required participants.

Such collaboration can lead to the development of essential

managerial and technical structures; to deliver not only

essential eye care services, but also other key health
 
services.
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WHAT M4AKES AN EFFECTIVE CHANGE AGENT? 

Everett M. Rogers
 

I want to talk with you about a particular kind of
 
change agent. An administrator is a change agent in the 
sense that he is seeking to change the behavior of the people
who work for him. My comments are confined to communication 
between the local health care provider and his client or
 
patient. I want to sumarize those factors which guarantee

an effective health workers this includes the entire range

of health professionals.
 

There are three main factors that explain the rela
tive effectiveness of change agents. They are accessibility,

competence and empathy. Successful preventive health care

requires continuous interaction-between the provider and

the patient. Consequently, preventive health has'to be
 
provided by someone who is accessible to the community and
 
can spend a great deal of time with individual households.
 

curative health care also suggests accessibility.

* 
 The demand for such care cannot be regularized. The provider


must be prepared to respond when illness or injury strikes.

Therefore, availability, location, number and type of pro
vider, are all factors determining quality curative care.
 

* The most effective investment, then, of scarce health
 resources Is in the training of paraprofessionals. This is

the case worldwide.
 

The cost of training one doctor is equivalent to that

of 30 paraprofessionals, It is a very rough rule of thumb
 
and varies from country to country. Paraprofessionals are
 
not going to put medical doctors out of business. Obviously,

one still needs a physician despite the presence of the 30

paraprofessionals. Someone has to be available to deal with

the more difficult cases. We are merely extending physician

outreach by introducing greater numbers of paraprofessionals

into the health care system.
 

Cost computations prove rather conclusively why no
 country in Latin America, Asia, or elsewhere could provide

adequate health care only through professionals. There is a

fundamental difference between a hospital clinic which is
 
open certain hours and a provider who lives in the communi
ty and is available day and night. This is why I am empha
sizing a kind of health continuum similar to the three tier
 
sssystem in the Peoples Republic of China, This emphasis on

paraprofessionals,,however, introduces several nuances 

number and location of paraprofessionals and accessibility

over time. These issues must be resolved if health care is
 
to be provided to the rural poor. China has probably done*
 
a better job than most to solve these problems.
 

~
*~ Our continuum is as follows, professionals, para
professionals and non-professionals. We should not forget

that a great deal of health care is provided by non-pro
fessionals. Self-medication and self-curing are often
 
attempted before our clients contact any non-professional
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or professional. That is true in China and every other
 

There are many kinds of non-professionals. There
are traditional birth attendants like those found in Thailand,
Indonesia, India, or parts of Latin America. 
 It is estimated
that 80 percent of the babies born in the world, today, are
delivered by traditional birth attendants. This fact can be
ignored, as Americans tried to do in the Philippines in the
1930s, or it
can be acknowledged by incorporating these attendants into the system. Traditional birth attendants are, in
essence, non-professionals, but they can be given some train
ing and utilized.
 

Access to a health provider is almost a prerequisite to a successful health care delivery system. 
 Ifno
health provider is available, then there can be no change
agent. Access to health providers is the number one problem
in almost every country in the world, and the lopsided ratios
of clients to providers make it all the more discouraging.
 

The second factor is competence. Here, the consideration is perceived competence, not objective competence.
Training is irrelevant except to the extent that it is perceived to be appropriate by the user.
 

Competence is two dimensional. Competence includes
both technical and psychological considerations. Technical
competence includes actual skills. 
For example, can health
providers perform appendectomies? This question has been
put to China's barefoot doctors. Do health providers understand that basic comhumer measures differ? 
 In many cases,
the measures are determined on the basis of appearance. The
criteria may be the type of equipment available or obviously
visible; it may be the building in which the provider is
located or the transportation required.
 

Pychological or safety competence is,in essence,
the degree to which the provider is perceived by the client
as 
looking out for his or her welfare. Safety competence
implies trustworthiness, that the provider can be trusted to
put the patient's welfare above that of his own.
 

Sqfty competence also rests in part on the degreeof similarity between the provider and the client group.
Generally speaking, the more similar the two groups are
thought to be, the more competent the health provider seems.
The more the change agents, that is health providers, have in
common with their clients, the more effective they will be.
 

In China, barefoot doctors spend about one-third of
their time farming. 
 Since their clients are almost entirely
farmers, their safety competence is greatly enhanced.
Furthermore, they provide services at no cost to the consumer,
so there can be no confusion as 
to the fee or reward struc
ture.
 

Barefoot doctors are, indeed, perceived by their
clients as being very homogeneous, and, hence, as 
trustworthy. Unfortunately, as accessibility and safety
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competence increase, objective technical competence appears
 
to decrease. Finally, health providers must be empathic.

Empathy is the ability to put yourself in someone else's
 
place. It is, of course, impossible for a provider and
 
his client to be identical socio-economically. Education,
 
income and language may differ. However, it is possible to
 
be psychologically similar.
 

In training our medical students, though, we caution 
against too much empathy. Our motto is "empathy without 
sympath ." The idea of empathy is to think and view the 
world in the same way as the client. By so doing, the
 
chances of affecting client behavior are greatly improved.
 

There are many kinds of empathy training which seek
 
to make professionals aware of client lifestyles. The 
Director of the Bogota National Agricultural Extension Ser
vice asked me if I would design a two week training course 
for new extension workers. I recommended that the workers
 
live with peasant families for two weeks. The Extension
 
Service compromised with a week. The workers had some real
 
war stories to tell. They described sleeping with rats run
ning over their bodies. Some developed digestive troubles
 
from the bad food. But, the workers learned to see the world
 
through the peasants' eyes. 
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PROMOTING COMMUNITY PARTICIPATION IN PRIMARY HEALTH CARE
 

PAHO AND POLITICS
 

Lillian K. Gibbons, Dr. P.H.
 

The World Health Organization has defined five 
com
ponents of primary health care. 
These include: (1) communi
ty participation; (2) integration of traditional medicine
 
into the formal medical-care system; (3) appropriate tech
nology; (4) intersectoral approaches to development, and
 
(5) levels of health care. The Pan American Health Organi
zation (PAHO) has pursued this theme in its Ten Year Plan,
 
1972-82. Phe 
goals set forth in the plan include the ex
tension of health care 
services to all areas, especially the
 
rural and peri-urban areas. 
 Primary health care, therefore,
 
is vital to the Americas.
 

Those who know Latin America recognize the problems

surrounding large cities; the 
"pueblos jovenes" or shanty
 
towns, and the population density. It is estimated that by

the year 2000, 80 percent of the world's population will
 
live in such areas. Therefore, PAHO is concentrating its
 
efforts on these people.
 

PAHO is undertaking several projects in the 
next
 
couple of years related to both primary health care and com
munity participation. Community participation implies many

things to many people. Researchers are not really sure what
 
motivates individuals to participate in health care 
delivery.
 

What are the factors associated with community par
ticipation? PAHO is launching research projects throughout

the regions. Workshops will be convened to discuss communi
ty participation and 
to propose a methodology for its
 
further study. The questions posed include:
 

1. 	What are the factors associated with community

participation and successful health projects?
 

2. 	 What factors contribute to the failures of com
munity participation in health projects?
 

This project begins in July, in the Caribbean, with
 
another workshop scheduled for Costa Rica. PAHO plans to
 
involve educators and 
others in developing the methodology.

Our first objective is to develop a skeletal methodology.

Initially the community will be only indirectly involved
 
through the health educators. Later, however, community
 
members will be asked to 
respond more directly.
 

Several positive results are anticipated from the
 
workshops. These include identification of community
 
factors and organizational determinants, as well as an over
view of project failures. Finally, each country will de
velop its own methodology.
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PAIIO's approach will be anthropological and include
 
case studies. Once the data are returned to regional head
quarters, a panel of experts will be convened to review it. 
This panel will likely include health educators, community
development experts and others; each will be closely asso
ciated with evaluating the data and disseminating it. 

PAWl) is involved with two other projects for which 
conluuunity participation is a component. PAW) is arranging
for site visits for various country nationals so that they 
may observe the more successful regional primary health care 
projects firsthand. 

The project will begin with 1.0-12 representatives 
from tne Andean Pact countries; it will be a traveling semi
nar. PAIIO is particularly interested in project replication 
and, therefore, will emphasize each project's structure, 
proce5ss aid outcome. 

' n , PAll) is 0AI ciireitl y s .king to relate 
colnulinit' al ticiptiot to hal th uducation. lost of the 
health cduc'itor that I'AI) has assigned to the regions are 
there tc :)roln;t e iommun ,art ici pation healthi ty o it, care.
 
Ullifortu)Iit 
 l']', S,:e Of the programs that heaith educators
 
develo:) a;l toe trad iQditual. lhea]th (2 lcators nIeed to re
focua th,i , ' rct . ColuitIyII F'1' d(.v l0,hJieIlt: is nut a re
social I Ltio,i i l Oc os 1,itht,r a nor, tradit.ional approach
is rejuitred--un., tlat look; at t ie, community as it accually 
exists. 

Sina1.7, those iltvo 1wed ill the conimuri ity participa
tion study ;us t al o be Iwarn of the ;ubijnct's political 
illip catiolis. Il lIt iii Amiuric l, the issue: has become vola
tile,. 'iii, "consciou:-iz in;" of locjl vi l lagers is becoming 
a tri.-inidroiu polticai thret; or at leist is perceived as
 
a thrnt o;oea Officials. i ,larticipation is
'.:' I How commu ' 
ult imate'.." d,'fiid will Levry important. Co;isequently, 
any stud,,! cm'miunit y p ir tLi citon must include some 
political iii i . 

, injPAPi); .woi WIL, JovernntnS to d(2velop a com
mulilty prt,'ip it ion tompune n in their national health 
pl ans . Seem" go/ iir lit, ( F. fl i f area r-ar that people 
encour li,.(i t ' , lp thni r fl l] potnut i Illd to assume 
respo '.;!illI I or the i- owi; health :ar(, tlel; they may
later *.ng uIiti, ty"-o o_l odinh r . We ; proceedr/nLt rather 
cautioua i y ;.'it li 'o, coui.tritse. i g(eVt!rmenits become 
ali-lnated, thn iccss to the "grass roots" will be forever 
dellid. 

have i lii ti opprtuiinty to assist in both the 
study and ];ni1 i Sat on of community participation in primary 
health carTe. >!ost P'Ys ' opnerational structure leaves them 
relatively Free from the kind of Ournaucratic constraints 
that WHO or PAi can .mpose on its field personnel. PAHO's 
mandate is given by governments; it is to governments that 
PAI0 must res!pond. Therefore, it seems likely that PVOs,
and riot the larger organizations, will produce the more 
innovative results. 
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PROMOTING COMMUNITY PARTICIPATION IN PRIMARY HEALTH CARE
 

EDUCATING CANADIANS
 

Genevieve Donovan
 

Before I begin I would like to clarify the defini
tion of PVO. In the United States, PVO refers to a private


1
voluntary organization. Canadians prefer t *e term NGO,
 
non-governmental organization. Therefore, when I speak of
 
NGOs I am, in essence, talking about PVOs.
 

Community development projects are high on CIDA's
 
list of funding priorities. CIDA has a very reasonable
 
budget for its overseas projects. Of the total monies
 
spent on such projects, five percent is earmarked for pub
lic participation programs within Canada.
 

Like most agencies, CIDA is vulnerable to budget 
cuts. However, relative to other departments, the NGO 
office Is holding even with the previous year's funding 
level. This is due in part to the quality of our educa
tional or public participation programs. These funding 
levels are also the result of some very vocal NGOs. NGOs 
have proven themselves to be effective lobbyists; and they 
are not willing to sacrifice good programs. 

The objective of the Canadian public participation 
program is really to gailn support for our overseas pro
jects. The Canadian program is also used as a means of 
promoting fund-raising. CIDA feels that if the people who 
are donating their money, -ither directly or indirectly, 
through their tax dollars kn-., how these monies are being 
spent, then they will be more I1,.'-y to support inter
national development. Such edacat'i., l programs are one 
way of increasing Canadian awareness oL "GO activities 
abroad.
 

N(;Os apply to CILA for a share of development edu
cational funds, the NGOs will match whatever amount is
 
given finally. Often indigenous NGOs are invited to
 
Canada to speak with local NGOs and to the Canadian public
 
to explain their needs and in-country program activities.
 
Small Canadian communities usually respond favorably to 
overseas visitors, especially wten they are applauding 
Canadian cooperation. The public relations value of such 
encounters is immeasurable. 

CIDA's public participation program includes 
Canadian universities. Students come to Canada from all 
over Lhe world. These foreign students are invited into 
the public schools to get to know Canadians and inform
 
themof third world problems. Some universities sponsor an 
International Week; it is a real. celebration bash! Tne
 
rapport that develops in each instance insures prolonged
 
interest in development.
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It is difficult to 
talk about development education solely in a health conte-t. 
 CIDA tries to facili
tate discussions concerning all 
areas of develop
ment. 
Obviousiy, health and agriculture are high on

CIDA's list of 
funding priorities.
 

Recently, CIDA invited Dr. 
Nita Barrow of the
World Council of Churches to come to Canada and speak at
five university campuses on international health and primary health care. 
 Such meetings do not single-handedly

alter public opinion. These encounters, however, do expose Canadians to the concept of primary 
health care and
its relevance to developing country health 
schemes.
 

Some audiences do 
respond favorably to our message.

CIDA estimates that at lIoa- nn.-' f-icultv member and student per campus has made a commitment to international
health. Development education is working. Canadians cannot be expected to become enthused unless they first know
the problems NGOs fice in the field. 

Recently CIDA was successful in enlisting the Canadian Home Economics Association in our public relations
efforts. The NGO Division Director was invited to speak
at their conference, as 
 were several foreign students.On, day of the conference aqenda was devoted to interna
tional development. These women are 
mothers and teachers;

their potential audience 
is unlimited. Through their involvement other Canadians are 
being informed and encour
aged to support development activity.
 

There are numerous 
examples of CIDA's programmatic
impact on the Canadian public. Canadian churches each year
sponsor Ten Days for World Development. This activity co
incides with Lent. 
 It is a fund-raiser--CIDA matches half
of all monies--.ind a 
time of decreased food consumption for
Canadians. Tne churches stress 
that if Canadians consume

less, then more is available for export to 
the world's
 
poor.
 

CIDA is very interested in funding innovative public
participation programs. 
 One rather novel approach has been
 
to fund appropriate education programs for 
journalists.

Journalism students exposed to 
international development

require a certain "sensitizing" so 
that they will know how
to seek out culturally-relevant, unbiased 
information. 
 In
ternational development 
is front-page news.
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PROMOTING COMMUNITY PARTICIPATION IN PRIMARY HEALTH CARE 

COOPERATION IN GUATEMALA
 

Mary Hamlin de Zuniga
 

I'm very happy to be with you and to share our ex
periences in Guatemala. First of all, I would like to tell
 
you a little bit about Guatemala. Guatemala is a very
 
beautiful Central American rL'ublic of six and a half
 
million people. It is roughly the size of the State of
 
Michigan with beautiful mountains, volcanoes ana volcanic
 

lakes. About 45 percent of the population is Indian, and,
 

between them, they speak 17 different languages.
 

Many of these people have no land. Two percent of 
the population control 80 percent of the land. The density 
of the population of Guatemala is such that most of the 
people live in the western highlands; an area bordering on 
Mexi co. The Batan, or jungle area, has a low population 
density, but it is growing with colonization. The country's
 

east coast is Caribbean in its attitude. We live in a very
 

geographically divided country.
 

Sixty-six percent of the population is rural and, 64
 

ot that 66 pore :it, live in villages of less than 2,000
 

people. Most of those villages have no public services;
 
there is a minimum of rural electrification and very poor
 
water systems. Water is a major problem and you can imagine
 
the public health implications it suggests.
 

The life expectancy of a Guatemalan is about 60 years.
 

If he or she is an Indian, his life expectancy is reduced to
 

45 years. Forty-three percent of the children die before
 
they reach one year of age. What do they die of? Diarrheal
 
diseases and protein-calorie malnutrition. Over three
quarters of Guatemalan children under five are malnourished.
 

Half of these children have first degree malnutrition.
 
People die of malnutrition because they have no land on
 
which to grow their crops.
 

One-third of the population, mostly Indians, must
 
travel to the south coast each year to earn additional in
come. One-third of the population is forced to migrate to
 
the cotton, sugar and coffee fields because they cannot earn
 
enough money from their land to feed themselves.
 

Throughout history, the Indian people have suffered.
 
First, the Indians were conquerod by the Spanish. Later,
 
they were reconquered by others who came to use their land
 
and exploit their labor. As I mentioned, the south is rich
 
in crops, but they are export crops. Sugar cane is exported.
 

Beef is exported to the United States and Europe; it is used
 

to make dog food while Guatemalans go hungry.
 

People are dying from diarrhea! diseases and de
ficiency diseases. Guatemalans are victims of all of the
 
diseases of poverty.
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About 20 years ago groups started coming to Guatemala
 
to provide health services. However, primary health 
care
 
was not popular then. 
 Instead, people were establishing
 
hospitals and health centers; 
there was very little effort
 
made to train rural health workers.
 

About 16 
years ago, Dr. Carol Behrhorst and the
 
Maryknoll Sisters introduced the concept of health promoters
 
at the community level. 
 Training began immediately in both 
Chimaltenango and Iluehuetenango. These health promoters 
soon became a throat to the established medical profession.
The medical profession was unimpressed that doctors were
 
training people with 
only second and third primary grade
educations. 
As time went on, however, the government began
to realize that these were the people who were actually pro
viding rural health care in Guatemala. 

I arrived in Guatemala in 1975 and was amazed to find 
so many groups working in health care. I had come from a
 
very isolated UxIrt of Nicaraqua and was working to build
 
communication networks between the various 
 health personnel.
It was ver: hard work. lovernment innd rivat: orsianizations 
were at lo)gqo rheads. 

r came to Gluatemala wit the hopf* of try ing to de
velop improved communications hetween 
 those eople working
in health in Central America. In 1975 we sponsored the 
first regional encounter for world health programs; we also 
established the Regional Committee for the Promotion of 
WorLd Health. David Werner, of the Ifesperian Foundation, 
and I have tried to keep the CommitLee going over the years.
Working with the Committee has provided us with a unique
opportunity to get to know many of the people who were work
ing in health in Guatemala. It did not take us long to 
realize how much people wanted to get together; to share 
their mutual problems and learn ideas.
new Yet no mechanism 
existed to facilitate st h exchanges. People had friends
 
who would go from one group to the other, but that proved

to be a poor use of people's time. The few people who were
 
doing the really tremendous jobs were constantly beseiqed 
with inquiring visitors. 

In February 1976, Guatemala experienced a devastating
earthquake. From then on, we were flooded with relief
 
agencies. A lot of 
 you may have arrived about that time. 
The numbers of people working in health were st.iggering. The 
Agency for International Development p-ovided funds to the 
National Academy of Sciences to do a study of private sector
 
involvement in health 
 in Guatemala. Academy researc-hers 
discovered that there were over 150 rroqrams il O[f,,ration.
About 47) of these programs involved 'I . 1 . ,th,,-'
included nutritior- and nutrition feeu iinq critots. 

We became particularly conc(,rn,_d with those 45 ag.
cies who were providing primz:ri health ar . Service wa. 
being provided through part;chial and non-.sectariin clinics 
of 100 beds or less, or small clinics operating on a two clay 
schedu 1 e. 
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Those conducting the study gave me their findings on
 
the premise that I would follow up with the agencies. Sever
al of the agencies had expressed some grave concerns, and
 
they did not want the study to become yet another file.
 
Catholic Relief Services provided us with a small grant so
 
that we could once again visit the agencies studied. 
 People
 
were impressed. We discovered that the majority of 
the
 
rural health care in Guatemala was being provided for
 
through the private agencies. Of those 10,000 villages of
 
less than 1,000 people, only 350 of them had access to any
 
government health service. Ninety percent of all the people

who were working with the private voluntary agencies were
 
health promoters. They were people from the villages who 
spoke the language and could relate well to their fellow
neighbor. 

Nobody nad ever realized the impact that private 
agencies were making on rural health. 
 This fact was as
tounding considering the size of the Guatemalan national 
budget. Forty-five percent of all rural health care was 
being provided by the private voluntary health agencies. 

FroM discussions, a plan emerged. We would try to
 
unite, together, in a federation or an association. Our
 
objectives were: (1) to build communication links; (2) to
 
share our human and material rtsources, and (3) to seek 
solutions to the hig1h cost of drugs. 

Some people were n,.aring the conclusion that, unless 
they could buy medicines, their facilities would be forced 
to close. I;,ewere talking ibout groups that received large 
sums of mone }I from the United States, Europe, and Canada. We 
were also talking about very small clinics who would send 
representat iv,-, to laboratories in Guatemala City to buy
drugs to ta,:e back to their communities. For these people 
it usual1,' mealnt a lot of money, four or five days of wasted
 
tim,- and few .urchasus.
 

We ,stii ishefi our commission. :;o other country in 
Central ;u mrica, including Mexico, has the number of private
voluntary anen cies that (;uatemala has. The commission met 
to discuss the legal implications first surrounding its in
corporation. ;o other organization like this *:*:n in all 
of Latin America. Ther, is a vtery good reason why. Doctors 
do riot want such organi;zat ions. GovPrnments do not want us 
because they sue as p'ressure group. rU!;rci a Wec not 
live in I:,A' rlcan socialist state. W{e live un,,;r an cx
treme'y'. r,_r Os ice dictatorship. We had to be clever in our 
method of 'r:anization. Otherwise, the governmient health 
sery i os,r w)uld never 1cceT)t us. 

I "-ant to point out thit , in (Pctmala,qovenment
health servic,,:; are very well !;tab Il hed . Thes-e services 
art. given a ureat leal of money to provihd! ml(icl care 
throucih hospitals in largo cities. Unfortunately , the, do 
not extend t~hemselves to rural areas. 
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We had many friends within the Ministry of Health.
However, in July of last year, a new government was elected 
in Guatemala. Twenty-three salubristas, people with public

health training, were fired. We had lost our friends and
 
government policy had ordered public health services to once
 

- again build hospitals. Why? Why does the government want 
-to build hospital s?-Because there-is-money'in- builing
hospitals. There is precious little money in training rural

health promoters. Thousands of government rural health pro
moters have been thrown out into the villages; they are
 
without any supervision. Those of us with established
 
programs are trying to incorporate the promoters into our
 
projects so there will be some supervision and follow up.

Unfortunately, we cannot cover all of the rural health pro
moters trained.
 

We are now an association, ASECSA. We act as a coordinating and a service agency. 
We have tried to combine the

best of both structures so as to meet the objectives defined
 
by association members. We have believed, from the very

beginning, that community groups should participate in the
 
determination of association goals. A general assembly

founded the organization and elected its Board of Directors.
 
The Board of Directors consists of five members. 
These
 
people reflect the organizations, themselves. One young

man 
is a biochemist who works with appropriate technologies

in medicine. We have an Indian hospital administrator.
 
There is also a:nurse. We have a physician who works with
 
a rural health and development program, as well as a North

American nurse who has resided in Guatemala for the past 15
 
years. Finally, there is a rural health promoter on the
 
Board. Each member has an alternate, and all volunteer to
 
serve on commissions.
 

The commissions are responsible for the planning and
 
implementation of services. 
There are three services: ad
ministrative, therapeutic and educational. 
The therapeutic

service took a great deal of effort to plan. 
 It has taken

time to determine a list of essential drugs for rural Guate
mala. We are dealing with people who have been exposed to
 
a great deal of propaganda about medicine. What our village

people consider to be essential drugs is not always what,

maybe I, or some others, believe to be necessary. We are,

though, itemizing the most useful medicines for application
 
in rural Guatemala, I want to stress that service is very

cost-effective. Our members have realized some genuine

savings.
 

The same medicines bought in the same laboratory in

the same quantities can have a difference of up to 117 per
cent in price. It depends on who you are, where you come

from, how much business you do and with what laboratory. We
 
buy in quantities. The companies are interested in what we
are doing; they want to sell to us because they know that we
 
have buyers. Thus, we have been able to save up to 117 percent on the cust of our drugs. As a result, we are able to
sell the medicines at a very low price. Furthermore, we are
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able to provide people with information on what the drug is,
 
its side effects, the dosages, and to inform them of 
its
 
relevance to a particular disease.
 

You cannot find that kind of information on any drug
indication slip illGuatemala. In many cases, the indication 
slips given Ill ,uatemala ate rnot the same indication slips
found in the United States. The drug companies are selling 
many dangerous drugs just to make moncy . Drucls that cannot 
be sold in thLe United StItes are on the market there. We
 
art tryino to help peop]i to understand p rop)er drug usage.
 

.e also hae'.'Ca program specific to traditional medi
cine. Right now we are studvying twenty of the most popular
traditiollal Pmcdjci:Is fOund in Cuatemal a today'. Once ana

the Of 

available throuolh our pharmacy as well.
 

l 'zed b' ('aelLtPharmaicy, these medicines will be 

Our educatJIal service offers a two-pronged approach 
to le.arnin. One .ipproach is through the information center. 
The C2enter :f a li rary, a resource facility and acor:;l!;t ; 

book stor,. P(..opI2 (an nio books matrials at a
li; ho:,l, or low 
price for use1: i thei r p -o rams. We haveu, now, in one place, 
most of the materials tIat have been writte:i in Guatemala on 
health an llhealth p~rOmotion. We also serve as the Latin 
;uerLciiea represen tative for David Wurner'a book Where There
 
Is No Doctor, and we act as the distributors for Editorial
1'ax->Iex -eo;-the ;roup that does most of the 
English-Spanish
 
translation of medical and :naramedical texts.
 

2 nnot only serve Guatemala with our information 
center, but also most of Latin America. The Center has 
movi(_s, slides and other materials that people can take, use 
and return. W, are making r(,sources awilaible to people who 
would never h, able, to b, tleml. 

,0 a lso have aipro, irim of regfLona]1 meetings. There 
we sit down -w.;ithlhImbet2rs anid non-iremblers ini various areas of 
the country and .,rk toward solutions to tho_-ir specific 
problums. If want workshop howt. a on to make simple
 
visual aida , Lw have, a
w l workshop on how to do so. This 
week, we ar.,e i iin the- seconid m_,eting of representatives

from government, I LCAIP, the Nutrition 
 Institute in Guatemala, 
jprivs to orqa:ni-_an ions, arti:;ts, and athersa int( r(st(d in the 
pruparitioni of ritrials. We_.art attmptiriq for the first 
time, to unIf':' our criteria for te'a:chino nutrition in the 
first ytear of lit_:. 

Everyboy is t,_iaching :; mething on nute ition. But we 
have to be in the no:,it. ian of sayinsq the sarle things to 
people. ;e are al sudpo.;,, t,) be health experts, yet we 
all sa'y d if frnt thins. Consejuent ly, we have been asked 
to more or 1-as:. r. :;, oat a consen sus app roach to nutrition 
educI t io. 

This all sounds ver, pretty, but do not underestimate 
the difficulty. Alency people are niot used to working to
gether. They have iot always been willing to sit down and 
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discuss their problems. Some people are not yet ready to
 
face the fact that one day all North Americans, all foreign
ers, may be forced to leave Guatemala. We do not want to
 
teach dependency. There's too much dependency already. In 
health we want to work toward the day when our programs will 
be directed by tluatemalans; , when Guatemal an healthl promoters 
are ab1e to d,_termino, the content of the health programs ill 
their areas. .,, have ounriissions of health promoters who 
run heal th1r p ro rams in the host state of Iluehuete
nanqo. PrJlImotr.s mak , the I ci S1onS about what happens there 
We wanit to shns- ths :X trt is(- %withother members. 

Swould iust llk,, to clon;O, hy saying the effort that 
is bevij 1j. thL, ileopl, Wrkill' in uatemCala; their 
willinjg .m to Corl,' 11r1at distanuces to iuutings, as well as 
gjive time mld e,55irt to the orianaltiols is very qratifying. 
The r stj,.,sn a10o11n one. 't-' are sure that in the 
next, ew i.., ',Iwl e s taliishud an association that 
no lono.r .I (rut id fundinq to survive. We hope to 
achlt.V s - u i .!' withl le years. We are seeking 
wan's te "'!I 1 'ut -- ;t.;. W'e' - zlect a lot of "buena vo
luntad" . Buenla volua!l trinslates as ,uod will, and that 
is exactly What .' Li vi,. 5,noW that un Iss we can work 
togp t er , '.,;, . i 1 1 !-'.'2r he able to :rotect ourselves from 
those situations which inev:i tably lead to the destruction 
of rural movements in Guatemala. 
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PROMOTING COMMUNITY PARTICIPATION IN PRIMARY HEALTH CARE
 
HEALTH AND WELL-BEING
 

Sulochana Abraham, M.B.B.S., D.S.Q., M.D.
 

Existing health care systems in most parts of the
 
world cater mainly to the needs of the urban elite. Thus
 
the health needs of rural populations remain largely unmet.
 
The magnitude of this problem ;uggests the need to develop
 
a medical and health care program which would reach the 
vast majority of such populations. This program, to be suc
cessful, would require the cooperation of entire communi
ties.
 

My remarks are based on the experience of the Com
munity Health Department of the Christian Medical College, 
Vellore, South India. The Department caters to the health 
nceds of a rural population of 30,000 persons as well as to 
those of an urban area of some 20,000 people. The College 
has been providinq comprehensive health care for the past 23 
,.ears and primary health care, as defined by WHO, for the 
past five years. In 1977 d similar program was begun in an 
adjlacent community. As a result the Rural Unit for llea).th 
and S(Wcial Affairs now serves approximately 80,000 people. 

Community participation can be defined as the pro
cess b, which individuals and families assume responsibility 
for their own health and welfare and develop the capacity to 
contribute to their own development and to that of the com
munity. Throuqh this process individuals are made aware of 
their own situation and of their potential for implementing
 
chanqe. Chanqe occurs for the betterment of the community 
as a rst, t of th,,ir own initiitive and resources, not 
bcIu!;,, of outSid,2 inducement. 

It is unfortunate that people in rural areas have 
never been motivated to think for themselves. Rather, these 
people have been forced to become dependent on benetactors, 
obliqed to accept solutions that have already been deter
mined for them. This passive, non-questioning acceptance of 
their role is probably the result of voluntary organizations 
workinq among the needy, providing them with only material and 
monetary beiit,fits. PVOs have made few attempts to better 
their attitude toward life. 

Government programs are not without deficiencies ei
ther. We in the College have been guilty of some of these 
same fZults. Realizing the pressing need for improving the 
health needs of the community around the hospital, we deemed 
it essential and appropriate to deliver health care to them 
at their doorsteps. It is little wonder that only 40 percent 
of the preqnant women had ante-natal care and that only 40 
percent of the cnildren had immunizations in spite of the un
tiring efforts of the health personnel. We worked under the 
mnisconception that what we felt was their dire need would 
also be the felt needs of the community. Efforts were made
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to involve the community in implementing the program by

talking to the leaders and women's groups. Even this was
 
of no avail. On many an occasion the villagers would bring
 
to ou- attention that food, water, and better income were
 
thei-.- priorities and not ante-natal care, immunizations, and
 
other preventive services. It was this constant dilemma
 
that made us change our outlook and approach to health care.
 

The first major change in trying to involve the com
munity was the attempt to utilize our own local resources.
 
In India, as many as 80 percent of all babies are delivered by

Dais or attendants. The doctor with his modern techniques, is
 
regarded with suspicion by the village women. The villagers

and the midwives share a common cultural identity with the
 
patient and speak the same language. Consequently, the Col
lege sought to identify these midwives and trained them to
 
provide better and more acceptable community servico. A 
survey conducted three years after completion of the training

revealed that only 15 percent of all deliveries were being
 
handled by untrained women.
 

The experiment with midwives was gratifying; it 
proved to us that these women could do more 
than just deliv
er babies. 11cace the community health workers program was
 
initiated. The emphasis in this new program was given 
to
 
community involvement in primary health care. This was a 
major step in involving the community. The community became
 
responsible for selecting, supervising, and evaluating the 
activities of the health worker. Villagers are charged a
 
small fee for the health worker's services. Since the cop
munity in a sense "owns" the program, there is built-in or
couragement to seek its improvement and successful implemen
tation. 

In planning the health workers program, we have
 
tried to follow closely the guidelines set forth in the 26th
 
issue of Contact. Axiom 2 states, "Design for health plan
ning will not take root if it is designed for the people

instead of h them." Axiom 3 states, "Provision of health
 
care is more acceptable to the people if it is brought by
 
persons selected by the coununity, out of the community, and 
who remain an intgrated part of the community throughout
their training And work. 

Selection of the Villages
 

'TheCollege's program was not imposed on any ommuni
ty. The programs were explained at a large village gathering
and those who wished to have the program were welcomed, pro
vided they were willing to participate fully and to locate 
many of the 
resources. Villages which showed an inclination
 
then proceeded to nominate and select their own health commi
ttee, which consisted of a chairman, a secretary, and a trea
surer. Coimnittee membership varied from seven to thirteen in
dividuals. Care was taken to insure that every section of the 
community was represented, including women. 

The health committee is responsible for planning and 
implementing the program. The health team serves as resource
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persons or observers. Too often past health teams have
 
imposed their ideas on the community, and this has been
 
the reason for failure of many of our health*programs. The
 

__ _30Lo
Q itheIhealth team.should-be. t-sensiti ethe-committee

members. The health committee and the health!team are re
quired to meet once a month. . Occasionally health committees 
from different villages meet together to discuss their ex
periences and limitations. The health committee plays an
 
important part in supporting and encouraging the health
 
worker.
 

Selection of the Worker
 

Guidelines helped the committee choose its health
 
workers. These guidelines specified that the health worker
 
should be female, between the ages of 25 and 45, preferably

married, and with at least a minimum of formal education.
 
It was interesting to note that despite these guidelines,

two of the twelve villages selected unmarried, illiterate
 

* -women. The unmarried women, however, soon proved their
 
worth. One has proven to be one of our most dilligent

health workers. What we assumed would be the ideal criter
ia were proven incorrect.
 

It was thought that meetings should be held once
 
every month. Actually it is difficult to arrange a meeting

once in two months. The health workers program is the
 
community's responsibility, and it is up to the committee to
 
guide the worker in solving problems. The.villagers' main
 
interest is usually to change the socio-economic status of
 
the community. Consequently, the department embarked on
 
programs which would-help to improve this status. Cottage

industries and tailoring units were started for women. 
 Ev
ery effort was taken to insure community responsibility in
 
this project. The departmenit helped to provide the sewing

machines, but the trainer's salary was paid mostly by the
 
women. The community provided the workplace and paid to put
 
up sheds and secure raw materials.
 

A good example of community participation is our
 
Dairy Project. The State Government had a Dairy Development

Corporation which was trying to form societies in villages.
 
Members of the society sold the milk to the community, who
in turn supplied the cooperative market. This ensured that
 
co-op members were getting more money than if they sold
 
their milk to the private vendors.
 

To make the community aware of the program, members
 
of the Dairy Cooperative and the State Bank were invited to
 
address the community. The leaders, realizing the co-op's

importance, made an 
active effo:t to enroll members into the

society. However, when it came to the milk supply, the
 
cattle owners faced threats from the private milk vendors
 
who had loaned money to many of them on the condition that
 
milk would be supplied to them. The private milk vendors
 
made an obvious profit on this deal. The co-op proved to be
 
a threat to their thriving business, and the cattlem,, were
 
not in a position to repay the loan. The cattle owners,
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through their representatives, approached the Community
 
Health Department to raise the money to repay the loan.
 
Meanwhile, the milk vendors continued 
to threaton co-op
 
members. The villagers stood together and were able to
 
overcome their problems. A society which could provide
 
barely 25 litres of milk 
now was able to distribute 100
 
litres per day. 

The village of Veppenpet, with its population of 
1500, is yet another success story. The medical students
 
who visited the village weekly realized the implications of
 
social factors ol health. The students hid already created 
a rapport with the villagers. With the welfare of the vil
lagers at heart, the students took it upon themselves to
 
help the villagers improve their economic status. After
 
considering the limitations, they offered to teach the vil
lage girls the art of macrame. The members of the village
 
got toget:her and selected a bright young girl to go 
 an in
stitution to learn this now art. She traveled ten miles 
each diy and paid her own way. After several weeks she had 
mastered the art and could now impar' her knowledge to cth
ers. (ver twent,-five girls had e:.rolled in her class. A 
coiittee was formed which included two women from the craft 
center. A shed was erected, thanks to a small contribution 
from the College, and in no time the craft center was in 
full swing. The committee met montl'y to discuss their pro
(Ires. Ilttiad of redistributing the center's profits among
its members, the committee decided to utilize these funds 
differentl, . One of the leaders had a centrally located 
irrigation well; however, he did not have the money to in
stall an e(ctric pump. The committee agreed to loan him
 
the mono ", to ie paid back with interest, on the condition
 
that h" 
also provide watir to i rri ga to the lands surround
ing his 'wn Within a month the ,Lrren land was cultivated. 

T, ledh,rs, with the help of the enthusiastic craf
girls, h,,d to organi ,e immunization programs. Ninety
percent of h were immunized; this was accomthe childr(on 

p1 ished with ' or, little, input from the health team. 
''he craft ,,ntt,r i e t.erI. managed and supervised by the 
villa q('; ti only helps market'1 Ill,'ge- to the products. 

Mothe~r u;hiVe Len formed in all our villages. 
These club ,t with the health team once a month at a 
eonvelliflt ti'e The5n jathorin s provide aln educational 
encounttr fs)r the. motheros. It was an a result of these 
meetings that the mothorn requested that tailoring classes 
be started. In ,r(r to ,If-nerally broaden the members' out
look !ind provide inc( tiv(,s for improvement, tours were ar
ranqod to pl ic,:; of historic-al importance as well as to oth
er craft cnt,,r.;. 'h,,s, oxperiences havo helped make the 
women mire? Ansil(i of t heir own capabilities and more able 
also o ilke grou) (hci.stions when necessary. 

You h c Ius have hfen formed in all of the villages
and they Ii kewise contribute to immuzation and other health 
progIrams. Sporting meets are hold yearly for village youth. 
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This encourages participation and also provides an opportun
ity for them to meet young people from other villages. The
 
youth are also utilized in drama and skits which are part of
 
the educational process.
 

From these experiences it is clear that community
 
participation demands flexibility. Voluntary orgenizations
 
must be prepared to accept suggestions made by the community
 
and to make the community's priorities the project's con
cern. Health should be viewed through the community's,
 
rather than through the professional's, eye.
 

Ours has not been a total success story. We have had
 
many pitfalls, disappoir tments and frustrations. On many
 
occasions the health teaii has had to retrace its steps. Im
munization programs planed in minute detail have met with
 
poor attendance. Such iistances have dampened our spirits.
 
However, we realize that it is a slow process, and we need
 
to work patiently to grapple with community problems.
 

I would like to (cnclude with a Chinese poem which
 
conveys the concept of community participation:
 

"Go to the people,
 
Live among thci,
 
Learn from them,
 
Love them.
 
Start with wha they know.
 
Build on what t!ey have.
 

But of the best leaders, 
When their task it; accomplished, 
Their work is done, 
The people all remark,
 
'We have done it ourselves.'"
 

- Old Chinese poem.
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XI. CASE STUDIES
 



COMMUNITY HEALTH CARE DELIVERY -

THE CHALLENGE TO MISSION HOSPITALS:
 

REPORT FROM HAITI
 

Jean A. Morehead and Jack J. Fransen
 

Mission and private sector hospitals in developing
 
countries are facing an unprecedented challenge. These
 
hospitals are finding themselves at the advancing edge of
 
a movement whose purpose is to question a number of very
 
basic, long standing tenets associated with health care
 
delivery. This movement is in response to the repetitious,
 
relentless call of the world's poor; human beings caught
 
in the ever tightening grip of rampant population growth,
 
social and economic inequalities, and malnutrition of the
 
body, mind and spirit. We are confronted, daily, with
 
the stark reality that our current disease-care delivery
 
system is simply not adequate. This is especially true
 
if our ultimate goal is positive health for a community or
 
a country. To paraphrase the words of Dr. Carroll Behrhorst
 
of Guatemala: to attempt to eradicate disease by curing the
 
sick is to "try to empty the Atlantic Ocean with a teaspoon.
 
It made the toiler feel active and useful., and caused every
one to exclaim, 'My, what a beautiful teaspoon!'"l/
 
The lasting impact is negligible.
 

These concepts seem so obvious and simple. Yet
 
morny mission and humanitarian organizations involved in
 
health programs in developing countries persevere in
 
following old paths. These groups equate progress with
 
multiplying teaspoons! I would like to comment briefly
 
on the future direction health care is likely to take,
 
and to express my feeling that mission and private sector
 
hospitals possess the leadership potential necessary to
 
sustain these new trends.
 

Those of us in the field of public health and
 
development are laboring under a number of false illusions.
 
The constitution of the World Health Organization, in 1948,
 
defined health as "the state of complete physical, mental
 
and social well-being, not merely the absence of disease
 
or infirmity." We persist, however, in calling the system,
 
as currently structured within the developing countries
 
(and in the United States), the "health-care delivery
 
system." Need I comment further that everything about the
 
present system is disease oriented?
 

Would not a system of "health care," among other
 
things, be one in which the training institutions set about
 
to train professionals to help themselves to stay healthy?
 
If this were the case, then such topics is prevention,
 
health education, and community organization would no
 
longer be considered soft lAectives. Health professionals
 
would no longer be rewarded on an ascending ladder of 
elitism; each rung dealing with more exquisite and rare 
pathologies. The financial and power base within the 
system would be forced to move outside of the diagnostic 
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and treatment institutions and take up residency where the
 
action really should be, namely, in the community. Good
 
health, like good education, would more likely become a
 
right than a privilege. The community health care
 
professional would no longer be considered a mere
 
"paramedical." Instead the doctor or 
nurse would be the
 
"para-health worker." 
 This shift in hierarchy would
 
identify the physician's adjunctive position, rather than
 
allow him a primary role. The community health care
 
worker, then, would assume responsibility for keeping the
 
community healthy.
 

These are not facetious comments. I am convinced 
that primary health care, if it is to be effective at all, 
is going to demand a radical redefinition of "good health." 
Mission and humanitarian organizations serving in developini 
countries should be among the first to understand the 
broader meaning of health. Viewing man in his entirety 
is part and parcel of most of their service programs. 
These organizations are, therefore, in a pivotal position 
to help advance a system which would address some of the 
wider problems of health care delivery. 

The majority of mission and private sector health
 
facilities in developing countries are located where the
 
vast numbers of unhealthy live, that is, in rural areas.
 
The facilities usually have been in their locations for
 
a substantial length of time. Their stability is derived
 
from a commitment to the local people. Many of the adminis
trators and staff have a knowledge of and working relation
ship with the local political infrastructure. Personnel
 
are usually conversant in local dialects and have observed
 
key change agents. Hopefully, too, they have identified 
some of the felt needs of the communities in which they 
live. It has been said that hospitals in developing
 
countries are the greatest untapped resource available 
to a country's health care system. 2/ As a public health 
consultant to a number of church-related agencies, I must 
agree. The potential for multiplying a community's 
knowledge of health is there, within the walls of the 
hospital. 'rhe question is how to get this knowledge into 
the hands of the community itself. 

What, then, are the key barriers blocking these 
community-based health programs? Most members of hospital 
governing boards are expatriates; many are overly oriented 
toward treatment programs. It is b(,cominq increasingly 
difficult to finance, stat, and maintain these 
hiqh-technoloy treatment centers at level s acceptable to 
such boards. Most are not willinq to contemplate the 
addition of new innovative community proqrams. It. is 
argued that these programs wil 1 multiply costsi and pul I 
staff away from thoi r "primary dot ies." Staff mem,,,rs, 
themselves, are rltluctant to ac(cept now r()les which 
emphasize area.s of p)re(,wlt ie, h1 alth Car,,. Their ('duca
tional background has inadqiat,,ly pfpared them to deal 
effectively with i.;aucs such a; ('f015IT yityinolvement and 
development, health education, and (qr)Ip dynamics. The 
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medical staff is hesitant to become involved, as they see
 

it, in the non-health needs of the community.
 

There are no familiar measurement indices for
 

determining success. The affirmation of a job well done
 

may be years in coming. All of these facts feed tl,e desire
 

to maintain the status quo. Yet the situation is not without 

hope! Innovators do exist within the system. The Doctors 
Arole, Directors of the Jamkhed Project in India, are 
outstanding examples. The Aroles began with the felt needs 
of communities and proceede d from there. They saw themselves 
as trainers of community health workers and adjusted their 
curative time accordingly. Revenues from curative services 
helped to finance the preventive services. 3/ At the time 
of my visit 3LI years ago, the proqram's qoal of becoming 
self-supporting was close to being achieved. 

I want, now, to move from the general to the specific 
and focus on one organization's attempt to follow the trends 
I hz e just been outlining. Grace Children's Hospital in 
Port-au-Prince, Haiti, was established eleven years ago as 
a private sector hospital to treat children with tubercu
losis. Its founders were directed toward the establishment 
of a T.B. treatment facility only after discussions with a
 

number of mission and giovernment health officials. These 
health professionals emphasi;e d the outstanding need for 
this type of facility; over 85 percent of the idult popula
tion would test positive to a tuberculin skin test. 

From 1967 to 1975 the hospital maintained 
approximately 200 inpatient heds. The verage stay, per 

person, was one ',ear. After discharge, patients usually 
continued on drugs for an additional year. A program 
evaluation took place in 1974-75. The result was a shift
 
in emphasis from inpatient to outpatient treatment. Not 
everyone on our Board of Directors agreed with the new 
outreach program. However, it was to the, Board's credit 
that they allowed the expanded outpatient Clinic to come 
into existence. It now services over 4,000 patient visits 
a month. 

The'T.B. consultant who eval u ated our pr-oram has 
written that "at least two-third.s and probably more of 
the patient population would have no need for hospitaliza-
Lion p royvided that idequate am! o drugulatory treatment 
were availablo. [or tho-,se children the hospi tal is in 
fact -erv Inm pr rIri l'.I a c t odial fur t Ion." 1,_1 I might 
,tid thit thl; find iiq is not confine merely to hospitals 

, irv ''.5. J)Lit 1 ,'ii ;. !r-. Ile l (;ide.on, in 13 73, carriedi 

out In .nal'i o eiglht iiod minsn 1nral'o;pitals in 
six ll.:n o;t o . lher ftildingos k(iqqost,d thait "48 of 
iHi,,tt ?ie w' { p~rel l.' have llee(ld to corin.to thet iot 
ho l lla it th ,' hl1(1leer trvited or adviqed earli,,r by 
I pllririod c,| 1 worke r." 5/ 
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As difficult as it is for me to admit, I realize
 
that in making the shift to the large ambulatory clinic we
 
are still just muitiplying the teaspoons. We werp treating
 
far more patients, but the critical preventive aspect had
 
yet to be addressed. In the latter part of 1975,
 
International Child Care, the foundation which supports
 
Grace Children's Hospital, began a project of BCG vaccina
tion for children from 0 - 20 years old. This mass
 
immunization project utilized dermajets. Teams of Haitians
 
were trained to do the advance work of contacting local
 
chefs de sections. Their duties included public information
 
meetings, organizing the crowds on vaccination days,
 
supervising the record keeping, issuing patient cards, and
 
administering the vaccinations. Auxiliaries were also
 
trained to give the newborns their vaccination by syringe.
 
Over a million children nationwide have been vaccinated
 
against T.B. in the three years.
 

Per patient costs for these three programs differ 
widely. An average hospital stay of 4k, months costs 
approximately $652.00 per child. This compares to $27 per 
child in the outpatient clinic. Our mass vaccination pro
gram costs $1.15 per child. 

Once the vaccination program was put into effect, 
it became necessary to develop some system for maintaining 
vaccinations of the newborns. Initially, teams would return 
to previously vaccinated areas in order to innoculate 
newborns, but the expense per infant proved too prohibitive. 
We then began to ask that small mission and government 
clinics carry out the outreach program. This attempt was 
equally unsuccessful, as most of these clinics were 
outreach orient.ed, and, hence, poorly elquilipgcd to deal with 
the community. The Program Director wrote, "Miny of the 
small mission clinics are understaffed and overcrowded, 
often treating ailments as presented by patients rather than 
engaging in preventive programs, vaccination and 
education." 6/
 

In 1978 the program Legan to recruit rural health 
agents. This was done part ly out of frustrat ion. These 
health agents were men and women chosen from the community 
in which the' were expected to work. 'lhey were chosen for 
their . telli gence, motivation, capabilit y and dependability. 
The hei th agents were g ivon a short apprenticeship on a 
vaccination team. If their work habits and attitudes 
appeared favorable, t on they werte snt to Wrace Children's 
lospital for further training with th,, epartm',nt of 
T.B. Cotrol. B,asic training included genef'ral hy,'iene, 
nutrition, fir;t aid, ;sc t icc. W n;irgt'i Ohs the, h,.alth 
agents returild to thfi r vill,tq i the',, wtrf, ,,xict,'d to 

monitor th t-tretli-fnt oft I.H. pat I-lit , #,, i,111 thbI r t lin1 ring 
into prct ice, and to pro o)tf ,(,t tr wt(er upp its, 
latrines ind boos i. 'Iht,, hoi ital, in c(,)p'rit i on with 
thet Depart rmnt of T.B. ('ont rol , will t rain approximItely 
80 new coandunit'' workers thisi ','an. Thi!; will he. the basis 
for a pilot project of T.I. cast'; Firilin'; , t rtit.mtlt and 
con t ro . 
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I wish that I could report to you that our r:ogran 
had begun from the bottom up; that we had first come to Haiti 
and established our goals by determining the felt-needs of 
the community; that we are able to finance our preventive 
work from our curative services, or that communities, 
themselves, had financial control and responsibility for 
the health agents. This is not yet the case. We are aware 
of all of these shortcomings, and we are most cognizant 
that our goal must be to build a system which can eventually 
be taken over and integrated into the government health 
infrastructure. We have added preventive care to curative 
services. Our vision for the future is to press on so that 
one day we can say that we are truly delivering health care. 

1/ Carroll Behrhorst, Health by the People, ed. by
 
Kenneth Newell (Geneva: World Health Organization,
 
1975), p.3 1 .
 

2/ Rufino L. Macagba, "The Changing Role of Hospitals
 
in Developing Countrips" (Manila: VII International
 
Hospital Federation, Regional Conference) November,
 
1978. 

3/ Mabelle and Rajanikant Arole, Health by the P'eople, 
ed. by Kenneth Newell (Geneva: WorTC--ealth 
Organization, 1975), p.15.
 

4/ Thomas M. Daniel, Report on the Child Care 
Foundation and Tuberculosis Control in Haiti 
(Cleveland: Case Western Reserve University 
Schooi of Medicine, Septemher 1974), p.15. 

5/ Helen Gideon, "How Much of a Hospital's Work could 
be Done by Paramedical Worktrs?" C-ontact No.17, 
(October 1973), p.9 .
 

6/ Henry D. Kroop, Personal Communication, April 1979,
 
p.13.
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CASE STUDIES
 

THE 	HOSPITAL AS CHANGE AGENT: 
 A REPORT FROM ZAIRE
 

L. Arden Almquist, M.D.
 

Mission and church-related hospitals in .nird world

countries oiten enjoy a long history of credibiiity. Repu
tations are won through constant quality service, despite

repeated episodes of political and economic chaos. The
 
thesis of this paper is that such hospitals may now capi
talize on their reputations and become effective change

agents. Admittedly, in most third world nations, govern
ments have assumed full responsibility for national develop
ment, including development of the health sector. Govern
ments have over extended themselves, particularly in the
 
rural areas, and many health needs go unserved. There is a
 
role for the PVO-related hospital of solid reputation to act
 
at the community level. Well-designed programs have access
 
to 
funds from foundations, from philanthropic and religious

agencies, and even from governments disillusioned with the
 
results of large scale aid programs. Money can be found
 
for those programs showing significant indigenous support

and a strong element of self-help.
 

I wish to illustrate this thesis with a description 
of five hospital programs in Zaite. All have occurred
 
within the past decade, or earlier, and ha'e moved from a 
traditional emphtasis 
on curative medicine to become agents

of chanqe. It is not possible, in the limited time afforded
 
me, to offer detailed statistical proof of the soundness of
 
this thesis. However, I am prepared to attempt to validate
 
it. There are other hospitals in Zaire, but, again for
 
lack of time, I include only the following:
 

1. 	Bulape: a 100-bed Protestant hcspital located in
 
the 	 Mweka Zone of the West Kasai region. Its 

:expatri. t relationship is British. 

2. Bwamanda: a 150-bed Catholic hospital in the 
Ubanqi sub-recion of the Equator. The expatri
ate relationsl ips are Swiss and Belgian. 

3. IME Kimpese: i 400-bed ecumenical Protestant 
hospital in 1)wer Zaire, between Matadi and 
Kinshasa. Its expatriate relationships are 
American, British and Swedish. 

4. 	 IMELOKO: a 115-bed government hospital in the 
Businga zone of the Mongal a ub-rny!ion (of the 
Equator. This hosipitil i; rn i-,iei by a Zairein 
philantliropic PVO in iF;sori,it ion w;ith the Paul 
Carl.ion i hdicoi Iro; aim ()f (']h c,i,i . 

5. Vanga: a 200-bed Ir(O !;t iit 'i t ,! en theoith 
Kw i 1lu r i v r in t Iit r eIien ,, I ;ildk nolu . The ex
patriate r(loit i nslhie i(- A rirai',,i and Cinadian. 

86
 



- -

•
 
':. : "..
:' 


Each possesses unique features. I will concentrate,
 
though, on their commonality since what emer
 
opinion, isa replicable model.,~/ge nm
 

Allof hehospitals serve populations rnigfo
 
20,000 to 200,000 persons. Each focuses onthedelivery of 

primary health care through a comprehensive, integrated 

_______community health program. The shared elements are: 

A. 	Base hospital of 100 to 400 beds.
 

B. 	Satellite health centers established on self
help principlesl variable in number (up to 25) . 

serving 4,000 - 15,000 people in a radius of 
10 - 15 kilometers and staffed by two to seven
 
persons.
 

C. 	Mobile teams, one to five in number and staffed
 
by two to rx persons, travelling by foot, bi
cycle, motorcycle, 4-wheel-drive vehicles,
 
truck, or single engine plane.
 

D. 	Community health programs:
 

a) Pre-school consultation (under-five clinics)
 
b) Pre-natal consultations.
 
c) Family planning ("desirable births" in Zaire).
 
d) Nutrition programs.

e) Training programs.
 
f) Tuberculosis/leprosy control. r
 
g) Immunization campaigns.
 
h) Sanitation/hygiene instruction. 


-

E. 	In addition, one or more of the following may be
 
.	 a further component at one or more of the
 

centers named a
 
a) Primary school health progrtan.
 
b) Eradication of intestinal vorms/latrine con

c)-struction. 
c) Goiter/cretin control.
 
d) Agricultural development.
 
e) Development of appropriate intermediate tech

nology.
 
f) Adult literacy program.
 
g1 Bible classes and/or evangelism.
 

Tliere may be more than one base hospital in a single
 

complex o0 integrated community services as in the case of
 
The 	base hospitals
VangSali/Ousaya and Kimpese-Sona Bata. 


offers (2) essential curative services tailored to the com

munitys 2) public health services and preventive medicine,
 
as described above; (3) nutrition serviceal (4) specialty
 
services, reflecting needs peculiar to th. larger areas 
servedi (5) research in medical problems speci ic to the 
area, siioh as leprosy, sohistomomianis, buruli ulcer in 

)impeso or endemic goiter/oretinism in Oula
pe l and (6) - - .-



training programs for nurse auxiliaries, medical assistants,
 
midwives, health advocates and preceptors.' Some of the
 
centers offer several training programs.;
 

The resident nurse practitioners in the satellite 
health centers are capable of diagnosing and treating 90 
percent of the patients seen. They refer difficult problems 
to the base hospital, perform minor surgery, and, unless a. 
midwife is present, handle normal deliveries. The nurse 
practitioner-is-also-responsible for--the-public--health and--.......... 
'preventive medicine programs of the villages served. This 
includes case-finding and ambulatory treatment of tubercu
losis and leprosy, under-fives, pre-natal, family planning,
and immunization clinics. Mobile teams assist the local 
nurse practitioner in these and other programs. Such 
programs may incorporate sanitation, eradication of worms,
control of water sources, and the forming of local health
 
committees.
 

Time does not permit describing each program in 
detail. Most are self-explanatory. Immunization, for ex
ample, may include polio, DPT, measles, BCG, and smallpox.

However, I prefer to focus on the uniqueness of each program.
 

Dulape, for example, carried out a goiter survey in
 
1976. This was followed by a program of iodized oil in
jections as part of its pre-existing community health
 
program. Pharoah, and others, have reported that, in goiter
 
endemia, women with the most abnormal T4, T3, and TSH levels
 
show a higher frequency of spontaneous abortions, still
births, and cretinsy The Bulape survey showed a 28.5 per
cent prevalence rate for endemic goiter. These findings
 
certainly justified an attack by the community health team.
 
Dr. Brown writes ,perhaps the most important element in
 
administering the goiter control program lies in the pre
existing community health project. The mobile team is
 
already functioning in the villages. Team members routinely
 
give injeotions to large groups of people and lecture on
 
nutrition and other health topics. A firm rapport is already
 
established between village people and Bulape health workers.
 
The goiter surveys and iodine injections are rightly regard
ed as a routine part of a broader community health
 
service. "/
 

awazuanda, again on the basis of a broad community
 
health program, has successfully introduced soy beans into
 
the diet, thus enriching the local 'fuku" (manioc mush) with
 
an acceptable protein. This mix was developed through
 
persistent experimentation, particularly a soy bean milk for
 
undernourished infants. At the same time, raising soy beans
 
for the nearby Comingem vegetable oil and soap factory at
 
G mena has improved the standard of living for the local
 
farm populace.
 

Kimpeso has a deserved reputation as a rehabilitation
 
center. This center is unique in West Central Africa, as its
 
community health efforts are rooted in self-help. As a
 
center for the care of Angolan refugees, Kimpese's nucrition
 



programs evolved quite naturally. The nearby CEDECO
 
project, an imaginative program of agricultura development,
is a Kimpese spin-off--an instance, inshrt, of the 
hospital functioning as change-agent. CEDECO, for example, 
makes plows, cultivators, corn-shellers, coffee.-hullers,and 
cotton gins from simple materials such as wood, These 
implements can be replicated by skilled craftsmen in any 
part of Zaire. 

Dr.-Dan ,Fountain-of -Vanga-has-produced-a-superb 2 
page manual of diagnosis and treatment for use by nurse
 
auxiliaries and others. Entitled How to Build Health, it
 
focuses directly on the delivery of primary he:ali-th care, 
Vanga has been uniquely successful in ascaris eradication 
campaigns. Ascaris campaigns have been linked to latrine 
construction and village sanitation, including control and 
amelioration of the village water source. Ascaris eradica
tion is highly significant. "Ithas been estimated that
 
perhaps one thousand million people...harbor roundworms.
 
Many pediatricians, and others, have a feeling that this
 
parasite is contributing substantially to ill health and to
 
growth retardation in tropical children... Stephenson et al.
 
have shown that ascaris suum in malnourished pigs adversely 
affects nitrogen balance and also results in pathological 
changes in the small intestine...Stephenson and Latham have 
found that ascaris infected Kenya preschool age children 
grow significantly after being dewormed. 4/ 

The IKELOKO hospital was built by the Belgians as a 
leprosarium from a land concession of 2,320 hectares or 
5,600 acres. Located in a mixed savannah/fuvest 40 km from 
the urban center of Businga, it lay unused until March 20, 
1968. Dr. Wallace Thornbloom, veteran Covenait missionary, 
opened its doors at a time when the expatriate missions were
 
surrendering their charters to the indigenous churches,
 
Instead, IMELOKO secured a charter as a philanthropic PVO.
 
Its Board of Directors, six Zaireans and one expatriate,
 
were mandated to manage the hospital and its programs.
 

The hospital opened with a public health bias. It
 
operates as a primary care center providing general services. 
IMELOKO has sired seven satellite primary care centers--all 
on a self-help basis. In five of the seven instances, the 
local com unity has built the center, including a dispensary 
and resident nurse's house. One group of villages, Bojarawa, 
added a 20 km road. Another, Ngakpo, built an airstrip in 
the rain foresti it was their only means to secure a resident 
nurse or visits from the mobile teams. On two occasions, 
long-abandoned government dispensaries were taken over. 

A specially constructed mobile unit was fielded from
 
the outset. Staffed by a driver-mechanic, doctor, nurse
midwife, and nurse aide-lab technician, the team sought to
 
establish a data base among primary school children. No up
to-date facts on endemic diseases were available to the team.
 
Dr. Theodora Johnson and her team, twice# toured the entire
Ubinervewigoong1,l&
.Ubangi/ongal~ sub-region, living in the villages for weeks 
at a time, examining children, interviewing mothers, and
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~treating problem presented them. Dr. Johnson pr td 
Sfindings on 1B,000 children at an international ' ofeec
 
onYmobi1m her invaluable
clinics heldin Yugoslaviaand 

of pcollection is at 0basic health information now the 

University of Brussels for transfer to a computerized record
 

The certifiedLe~~~~ahn'staff consists of:t' " " 3'................. 


three physicians: an American internist, Dr.
 
SRoger Moxon, of Grand Rapids.Michiganj a
 

American preceptor, andia visiting specialist, 
Dr. Waldo Newberg, a San Francisco surgeon.
 

one expatriate R.N./midwife/anesthetist, Jody
 
LeVahn.
 

three Zairean R.N.s: Ganakomba Ashemba, hospital
 
administrator, trained at Kimpese, Vanga, and
 
Rennes, Francei Ngobo fidobe, surgery and family 

- planning, trained at Kimpese, Karawa, and Mama 
Yemo, Kinshasa Loma, anesthetist, trained at 
Kimpese and tama Yemo, not yet returned.
 

- eight auxiliares at the hospital.one is 
specially trained as a laboratory and X-ray tech
nician. 

- seven other auxiliaries, who staff the satellite 
primary care centers. 

- one midwife, Babese tMotemo, wife of the hospital) 
administrator, trained in midwifery at Karawa 
and in family planning at Dakar and Rennes, 
France.* 

- one expatriate builder/engineer, Robert 
Bergstrom, with nurse/wife, Erma. 

- one Zairean electrician, Ngendu Aboli, trained*
in Brussels., 

- two agriculturistsi one expatriate, Richard 3 

Newberg, and one Zairean, Penze Fatigbe, trained 
at Nsele, President Mobutu's farm near Kinshasa.
 

- one expatriate nutritionist, Jim Thomas. 

- several driver/mechanics, masons# carpenters, 
paintero, etc. 

IMELOKQ has been able to function as a change agent
because it has had the good fortune to have a land grant
which has permitted it to move naturally from nutrition to 
agriculture and the development of appropriate intermediate 
technologies. Ithas combi~ned basic commwunity health
 
efforts with farming to raise the standard of living of a
 
number of people# A second bit of good fortune inthe
 
relative nearness (00 km) of the Xarawa hosital, an excel
lent curative centor with schools for axi iartes and mid
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wives. Karawa also has a trade school and shop geared to
 
offering technological help to the region.
 

Let me illustrate my thesis with a description of
 
the cattle/fish pond/soy bean/rice/wat,!r supply set ups.
 
Together they constitute an exciting ecological model.
 

A cattle program was launched ir 1974 with help from
 
OXFAM, USAID, and the Peace Corps. The construction of six
 

fish ponds was made possible by a gift from World Vision.
 
These ponds are fed from the overflow of a water system
 
built by the Belgians. Spring water is captured and pumped
 
to the reservoir which supplies the hospital and staff
 
dwellings. One fish pond is large enough to be used for
 
recreational purposes; it is deep enough, at the dam, to
 
permit the construction of a water wheel. The fish are
 
vegetarian Tilapia, which reach pan -ize in 6 months, when
 
given daily feedings of papaya and r.inioc leaves and weekly
 
feedings of hammer mill sweepings (corn, manioc, soy beans).
 
Finally, the overflow from the wat,.r wheel feeds a series of
 
rice paddies. Dry rice is indigenous to the area, but
 
yields are low.
 

The cattle herd now niumba.rs over 200. This is 
despite an extension program anC the twice-monthly butcher
ing of beef for hospital patiett*s and staff. The manure 
fertilizes gardens, winged bein and soy bean fields, as 
well as the fish ponds (for ailjae production). The cattle 
are local Dhama/Dahomey-Gu.'nea; they are resistant to sleep
ing sickness. Fifteen area farmers have started their own
 
herds from Loko stock. Thre, have built their own fish
 

ponds. One individual, insp'red by the water wheel built at
 

Karawa by Bob Thornbloom to erve that hospital, is building 
a water wheel at the base ot a waterfall in his own village. 
The water wheel will :tct as a small generator for electrici
ty and will power a hammer rnill for grinding corn and manioc, 
and a coffee huller. This a.tion will triple the return on 
his coffee when he sells it. Appropriate intermediate tech
nology! The hospital as c-angje agent! 

There are other ptograms (milking goats, rabbits, and 
the likt,) are] in;tancc; oft.ilpropriatt, int(ermediate tech
nology (a charcoal-burning autoclave, a mobile saw mill). 

I could name a score of indiviluals who have taken what they 
have learned at or from IMEIOKO to launch themselves in 
agribusiness or crafts. Individuals like Zebanza, a Loko 
carpenter who now, on his own, makes doors, windows, furni
ture, and truck bodies. Zebanza earn.s a fin( living and is 
a credit to hi; family and village. 

Researchm into endemic and epidemic d iseases has been 
an integral part. of the IMELOKO's total approach to primary 
health care. In 1968 the Armed Forces Institute of Patholo
gy used IMEILOKO as, its hbase in studying the buruli ulcer in 
Zaire. Inistitute personnel returned in 1977 for an in
depth study of onchocercia;i s. Onchocercias;i:n affects 
40,000,000 of the earth's population and has blinded half a 
million. IMELOKO staff has collaborated with the University 
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I1:of Bruoeels, IRSAC (Zairean national resarch age0ncy), and
 
,i~the Karawa-hospital to study endemnic goiter/cretinism and
 

its treatment, Again, duri~ng the epidemic of Ebola hemor
rhagic fever, a fever which killed over 300 people inZaire
 
and the Sudan, fIELOKO supplied a mobile team for came
 

2 finding. 
What does restructuring the hospital potentially

accomplish?
 
K 1. Itcan lower mortality and morbidity rates,
 

especially among children.
 

2. Itimprove. nutrition, with all that that
 
implies.
 

3. Itresolves the curative/preventive medicine 

priorities dilemma and inculcates wholistic relationships 



among diverse services, that ismedicine, agriculture,

church, government and education.
 

4. It can raise people's living standards. 

5. Itcan liberate people long paternalized from
 
depending on others and restore their dignity and initiative.
 

6. It strengthens the laypersons of the church to
 
that they assume responsibility for financing the church's
 
programs, including the construction of buildings., Hope
fully, this will free the church from the dominanc by ex
patriate agencies.
 

The hospital isa change agent whether it knows it
 
or not; whether itchooses to be or not. Dr. Van Lesuwen
 
has stated this incisivelys "The cure of sick bodies makes a 
backward village commuunity asbolutely dependent on the
 
resources of modern medical science, which are among the
 
greatest achievements of our secularized worlds itbrings

down the death rate and upsets the traditional stability of 
social lifet itcreates fresh needs and fresh wantol it lays

the village open to a money economy and the world market--. 
the sole agencies through which a cured body' can go on
providing itself with the mansof enjoying inth future 
the same standard# or, ifpossible, even a better standard 
of physical security." ! 

The challenge for those who deliver primary health
 
care iswhether to play the role of ostrich or of partner in 
the process. I am suggesting we opt for partnerships to 
help the community-oriented but under -equipped societies
retain their integrity. We must reject the disruptive and 
unusable elements of the Western bio-medioal technological
model while at the smse time, accept, absorb and adopt use
ful elements. We can provide better health and a bette.r 
life for the poorest of the poor.
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1/ IMELOKO, for example, has received assistance from
 
agencies as diverse as the Irwin Young Foundation,
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V.- CASE STUDIES 

PRIVATE VOLUNTARY AGENCIES 

TANZANIA. 

Janet F.A. Craven, M.D.
 

To a Tanzanian, voluntary agency refers mainly to 
the Tanzanian churchl not to foreign agencies, but to those 
Tanzanian churches delivering health services to the people 
I am sure that you all know about Tanzaniat it has become 
quite topical. Julius Nyerere is our President. He provides 
great leadership, and is attractive to the Christians in 
our nation. The country is committed to primary health care 
and primary rural development. 

-*17Administratively, Tanzania has 97 districts and 20 
regions. The country is a million square kilometers and has 

m17million people. Ninety percent of the population live in 
rural villages. It is very sparsely populated, perhaps 18
 
people per square kilometer. Half of those people are under
 
15 years of age and only half a million of them have jobs.

Annual salaries average $1,000 per year.
 

In 1967, the Arusha Declaration spelled out the
 
concept of rural development. In 1972, authority was 
transfered from the ministry to the regions. Each region is 
divided into several districts. The medical officers in the 
districts advise on health programs. This occurs regard
less of whether the programs are sponsored by the district
 
hospitals, rural health centers, dispensaries or village

health posts. Village governments are created at the com
munity level to deal with health. The lires of responsibility
 
are sometimes blurred, but initiative rests with the local 
health committees. The third Five Year Development Plan is 
firmly committed to helping the people where they are.
 
Health objectives include strengthened infrastructure, limit
ed hospital expansion, prevention of communicable diseases,
 
and the appropriate training of a suitable staff.
 

The health status of the country is poor. Infant
 
mortality is relatively high. Life expectancy is 47 years.
This compares to 35 years in 1961. Twenty to twenty-five
 
percent of the vulnerable population experience some degree

of malnutrition. This is particularly obvious in the case
 
'uf measles. The children who get measles become extremely
ill1 many die. Primary health care would prevent 40-45 per
cent of hospital and out-patient deaths due to measles. 

The voluntary agencies participating in health are 
mainly church-related. We do receive some assistance from
 
Catholic Relief Services, OXFAM, Save The Children, World
 
Neighbors and many agencies I will not take time to mention.
 
In fact, we have a cancer control program sponsored by

Howard University. However, I want to concentrate mainly on
 
voluntary agencies operated by the Tanzanian churches them
selves. There are ton major denominations running health
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services, as well as four smaller groups. Together, they
 
run 65 hospitals. These hospitals began as dispensaries.
 
In fact, they began as back door medicine. There are
 
400 dispensaries all combined and this comprises 35-40 per
cent of the total available medical services in the c , -ry.
 

Policy decisions, at least since 1972, have been 
made by the Christian Medical Board of Tanzania. The evo
lutionary history of this Board is quite interesting. Prior 
to 1947, there existed a body, of sorts, of non-Catholic 
doctors who met under the guise of Mission Medical Commit
tees. However, in 1947, Catholic physicians were permitted 
to join the committees. The result was the formation of a 
single Mission Medical Committee; this Committee met 
yearly.
 

In 1961, the Mission Medical Committee changed its 
name to the Tanzanian Christian Medical Association. It is 
a professional medical association and membership is ex
tended to doctors and health administrators. Nurses and 
others are elected to membership. The Association's limited 
membership presents ;omethinqJ of a problenm. Doctors and a 

few qualified administrators do not adequately represent the
 

medical services offered to the communities. Furthermore,
 
it was felt that this group of expatriates could not make 
policy to the exclusion of African Christian church leaders. 
So, in 1972, after much neotiation, the Tanzanian Christian 
Medical Association was restructured, and, from it, the 
Christian Medical Board of Tanzania emerged. 

The Board is very interesting. In fact, it is 
unique. The Board takes in four members of the Catholic 
Conference, four members of the CCT Christian Council and 
four members of the medical profession. It meets twice year
ly and has its main office in Dar. We have a small secre
tariat, two office staff, a messenger and a doctor. The 
Board is not a big coordinating body; most of the coordi
nation we read about is the result of spontaneous action. 

There is a long history o; cooperation between the 
voluntary aqencies and the government that dates; back to 

pre-independence days. The Ministry of Health established 
a Medical Advisory Commi ttee in the 1950s; to oversee grants 
and aid, Grants were conditionally qiven to ho.;p itals. 
Money was given on a pro-rat., has is for the training of 
nurses, mcdical aides and medical assistants. The Committee 
met twice yearly and del~ato was Leat(d. We had some good 
fights. Perhaps it was; the senrse, of competition. 

Government (irants have, beer; going to th(e hospitals 
and training school s for at least 20 year;. The voluntary 
agencies do a lot of training of nurses, midwiv(,; and some 
laboratory technicians. Eye course;e traininq is! done in 

cooperation with the qovernment at designated district 
hospitals. In addition, 15 of the 65 di!;trict hospitals in 

Tanzania are operate(] by church staff. Although fully 
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funded by the government, these hospitals function in the
 
absence of government personnel. Policy thrust remains
 
similar throughout.
 

The government and the Tanzania Episcopal Conference
 
(TEC), as well as the CCT Christian Council, are equally
 
committed to rural development. Instead of building
 
hospitals and schools, priority has been given to poultry,
 
fishing nets, farm implements, grinding mills and all the
 
things, like water, that make life more bearable. Village
 
level projects are developed within the churches; the church
 
acts as both catalyst and funding agency.
 

Maternal and child health {MCII) care projects are
 
developing, principally, at the district level. The number 
of mobile units required has been drastically reduced.
 
Shinyanga district, for example, has been divided into three
 
sections. The sections are independently supervised and 
each offers maternal and child health programs. There are
 
48 fully staffed dispensaries in all, with additional train
ing programs underway. This type of MCII project development 
is spontaneous--on the spot. It is taking place in other 
areas, too. Development has occurred because the govern
ment decided to have primary health care specialists availa
ble to mothers and children. 

There is no question that infant mortality is high. 
So the church cooperation began in 1975. The churches 
joir'sd the maternal and child health prograus principally to 
see that mothers received good ante-natal care. The 
chu rches also promoted vaccination programs for mothers and 
chJ Idren under five. Fipally, nutrition eclucation was of
f'.red to expectant mothers and under fives. 

The d spensaries provide excellent potential for 
program coordination. Unfortunately most di spensary per
sonnel are not adequately trained to carry out MCII programs. 
Week long seminars have been given to the stalffs, but the 

training received has been insufficient for the task at 
hand. To compensate, the CCT and TEC now provide for on the 

spot training. We use what we call the parent hospital, one 

hospital which serves or supervises surrounding di Spensaries 
as the tra ninqv;ite. There may be I)5 or 2) persons in
volved, but only one who is active in maternal and child 
health care will come to tl,(e par.n t hospital for instruction. 
Each individual receeivus a week' s training while working in 

the hosp ital, it:;eIf. They are encoureiapd to bring ,long 
,ly problfim; which their di spons;rie. face. More than just 

thoret ici I t raiining is required. 

Add it ional training is provided for maternal and 

child healh t 1 ii ' . The aides' tra in i cont i nues for two 
year; . It bi- in:; a;ponI complet ion of seven years j'rim'ry 
iduc'I in . The aid,!; : pond nine month,; in th- t ild and 
atrt enrolI (] in t heIhosp ital ;chool for the rema inder of 
thoir training . These schoolsn; were built with assistance 
from AID. 
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The Ministry has been slow to participate in train
ing programs. Initially, the government gave little
 
thought to the role of voluntary agency personnel. Now we
 
are playing catch up. We, in the agencies, are trying to
 
save the situation by sharing our knowledge and equipment
 
with the government. We ,Le giving to dispensaries
 
regardless of denominati ,n or affiliation.
 

Our consultations include both government and
 
church MCH personnel. We meet often to discuss our program
 
objectives and to encourage villagers to come forward with
 
questions. We are striving to work for the good of all
 
village people.
 

We wanted to conclude by outlining those factors
 
which have made the Tanzanian government so open to co
operation. There is a very strong itmos;phere of family or 
African socialism in Tanzania. It i'i the feeling that all
 
people are brothers; there is nothing more important than
 
people. Our people share a comrmon language, Swahili. We 
do not depend on Enqlish. There is common schooling; c -en 
it is church schooling. Finally, there are clear party and 
government directives which are easily adhered to. Further
more, there is a well-defined government and administrative 
hierarchy that reaches right down to the- village level. 

In the churches, nowadays, there i u a gireat deal of 
inter-communion and fellowship. The emphsaii i!;vCr' much 
on Christian input. Somehow, be Chri sti an seum:;to Ia 
preferable to beinq a national. The value i!; in pooled 
resources. Land, morny and per;onnel are all ;hred. We 
hope that by so doinq, we can avoid duplication. As 
Christians, we are, belinning to think that, we make a better 
impression on the rest of the world, partsicul arl govern
ment, iL we do not duplicate project ef,orts . If we do 
show a united front, th, a; Our Lord !;ti d, "w;. love each 
other and the world." 

1tWJoy)im.nt lrig 
the other side. It i; not surprisii to tind that w,, very 
often have the sam,, ideas. We find it most. i-rni- hinq to 
cruss over to l;overnment iiid other !iriom inat ion ; to 

There is a gfre it it,meetin he el trom 

e on ly 
find out that th,,y hive similar out look!; and teat. 

The only future for re t li x lVO .(.rViC,!l 1! to 
have them fill1-,iinttlrnt,.d thro}umrh ; lt, 'lhl orm.l i Ilditt 
There are irohiems;. 'lh11t-, i ; ft, ili; eId i kniwlltiIJ, that 
eventually a lot ) tht tl p,, Ir ,; will t';(,m,'; 1tvri
ment conit rcl II , )Iz at 1,la!;t rove iiii -rtsri. I1,,wtvfer , we 
have a very briHvuhimt oVei ietit I0 T r:,lni,, !10 we ire 
not exh)or lei rtig to() much jovt'rlmeI nltt hm inl t i l. 'I'h 
government hI i,; 1 dl itInct lve pol Icy, ye5, hut t 119 r1hiur}hi 
has endorsed Th,,r,, lonvit Oi i 'ot l11it. ie a t uf 1wtlt 
to be proud Of 
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ORAL REflYDRATION THE~RAPY, AN APPROPRIATE TECHNOLOGY
 

Robert P. Junis VZ4D* MPH 

Dirrealdieass represently recognized am a
 
major health probles particularly in those countries that
 
can least afford the cost of A cure. Recent strategios for


Lrdu irLhe amging -offsets-ofdiarrheanaueuso_____ 
lsmpe qlucoe-olectrolyto solution to counteract fluid 

deficits arising from stool losses, A survey of a dozen ~ 
Latin American countries indicates that problem* have arisen
 
in the design and production Uf logistical support, The
 
appropriateness of oral rehydration therapy ot the primary
 
health care level is disCunded herein with particular refer
ence to the problems of adapting the technology to communi
ty and family subgroups. IntegrAtion of national progra s
 
of oral rehldration therapy into primary health care systems


* is a logical consequence of non-governmental, organizational
activity.
 

1. The Health Problems.
 

Acute .iarrheal diseases have been identified as a 
major health problem world-wide. Those diseases retard the
 
growth of young children and impair the quality of life of
 
those sufferini from their debilitating effects. It is a
 
major killer of the poor.
 

The World flealth organization has given diarrheal
 
diseases the highest priority indeveloping countries. Therie
 
can be no doubt as to the extent or complexity of the dLi
eises. Yet despite the lack of factua Iinformation on the 
effects of diarrheal episodes on human health and develop
meht, somse reasonable assessmont Ispossiblet
 

a. Diarrhea isthe major single court of death in 
children below five years of age,
 

b. Diarrhea exacts significant catabolic losses
 
because of a reduced capacity for nutrient absorption; a
 
toll that As equal to an actual physical shortage of food in
 
those &reas where malnutrition is endemic.
 

at Diarrhea affects the growth and development of 
children by repeatedly Interfering with their regular &lt
mentatono In some instances, the feeding schedule of grow
ing children isreduced almost mnthly#, and the appetitediminishes over a number of days reeulting ina decreased
 
caloric intake,
 

e. More than a third of the We In children's wards 
or: tivon over to cases of diarrhea requiring expensive anti-. 

bioen oinraveousfluids. 

a, Diarrhea claims frequent interruptions in normal
body functions, affecting a wide variety of human and social
ondeavmrs-.touriem, for example. 



2. A Primary H~ealth Care Strateg 

While many health programs tend to focus on major
 
illnesses and preventable diseases, a more realistic assess
ment may emphasize the deleterious effects of this ailment 
on small childrenj particularly where national policy has. 
identified primary health care as a priority. No one denies 
that the problem of diarrheal diseases can be reduced 
through im oved community sanitation, increased water and 
fopd supplieas or personal. -hygiene. However, the required

chne n lifeit-leare draic,, an th-eefi't, Th__lw_
to accrue. Thus, It is widely believed that a strategy of 
oral rehydration and nutritional maintenance can produce a 
greater impact on the control of diarrheal diseases. Oral 
rehydration and nutritional maintenance offer a perfect 
opportunity to apply newly discovered scientific techniques 
to the solution of a major health problem. In brief, oral 
rehydration therapy is both an effective and appropriate 
strategy for primary health care programs, The principles 
of oral rehydration arenot difficult to grasp. With some 
enabling action at the national level, the comunity can 
participate in the program's implementation. 

The fact that oral rehydration therapy has not been 
more widely adapted to primary health care programs suggests 
that perhapr its application has not been adequately under
stood by health professionals. Its potential has gone large
ly unrecognised. Experience gained so far may promote better 
understanding of oral rehdration. Hopefully, increased 
experimentation will enable it to be applied at the community 
level. 

The basic elements of the strategy can be summarised
 
* as followsl
 

a. Most acute diarrheal diseases have a similar 
pathophysiological effect, even though the main bacterial or 
viral agents operate through different mechanisms. There is 
a net lose of water and electrolytes, This loss leads to 
decreased blood volume, shock, potassium deficiency, and 
acidouis. 

b. Progressive dehydration is the imeodiate cause of 
the mortality associated with diarrhea, and it can be 
counteracted by replenishing stool losses. 

a. The anorexia and vomiting that acoompany diarrhea 
adversely affect the nutritional status of small children by 
adding to the slowness of recovery and encouraging sus ept 
bility to repeated episodes, 

4. In general, acute diarrheal disease is self
liitings chmothera hao not proven to be effective in 
treating it, except in shortening the course of the illness 
or, in some aes, its transmissibility. 

a, Oluosoe can enhance the transport of sodium across 
the gut wall with the oonequent replacement of fluids and 
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other electrolytes, thus avoiding those deficits which repre
sent tho greatest danger to the patient. 

f. oral fluid therapy pr~sents and treats dehy
rather than stopping the diarrhea. Furthermore, it


allows supportive dietary intake to Continue. The success
 
of , aproach can be measured by the decreased require
ment r ntravenous iluids, 

9. oral rehydration fluid has been found to be satis
a regardless-ofthe -causative agent- or-patient, ag;---

t can be used to correct fairly advanced dehydration, aswell as to maintain proper fluid balance through use of .the
body's homeostatic machinery.
 

The presently recommended composition per liter of

final solution is Dextrose, 111 mil limolenl Sodium, 90 m-qu
Potassium* 20 m~qj and Bicarbonate 30 millltquivalents. The
 
programs require the ready availability of these glucose
electrolyte packagea in mixed form, Front-line health
 
workers and mothers can administer the therapy on-site. A
child with watery stools merely drink& this solution to
maintain adequate hydration. if a fluid deficit has already
occurred prior to the administering of the solution, greater

effort must be made to restore fluid balance and to assure 
proper kidney function. Nutritional Intake of bland food

should be resumed as soon as possible to avoid greater nu
tritional deprivation. Other antibiotics or anti-diarrheal 
drugs are not recommended. 

Although this strategy is simple, its execution in more complicated. Somne degree oftechnical expertise Is re
quirod for implementation. Also, Improved supply support
techniques are needed if oral rehydrat ion therapy is to beadministered whenever and wherever diarrhea occurs. Ideally,
these two objectives are but two halves of a circular pie.
rirst, improvement in logistical support must take form 45strategies are defined. Second, more effective operational
totLcs should boome possible a$ Innovative methods of
supply or* devised. 

3. 10oittgal Consideration$ 
While several clinical trials and demonstration 

clinics are nov seexinq additional data on the effectivenessof oral rehydration In treating diarrhea ases,* thee has not
been a corresponding Increase in the availability of sup
plies. A cheap, readily accessible,source of glucose and
electrolye is needed if oral rehydration solution..is to bemade available to cia nities or individual homes n coo a 
tiauing basis, A program must be developed to organize
national support for a community-level primary health careschemeg this Includes logisttcs 

Moet of the pilot projects atuAdlinical trials conducted 
so far have used prepared packets of oral rehydration powder
provided by tYJ. The comendmed formula is available
oamerci lly.o Over the past three years, uWICir has let 
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conltracts for the production of these special packets. How
ever, countries now prefer to purchase their own supplies.
 

Rural health practitioners advocate taking the fluid
 
by mouth. Promoters use common household foodstuffs to make
 
up the .solutions; broths, teas, and wheys of varying com
position to replace fluids and avoid dehydration. Home use
 
Is encouraged in nearly all instances. The beneficial of
fects of oral rehydration are becoming sufficiently obviousj
 
It is now being recommended for clinical as well as do .i-

Sil ary use. Obviously, the logistical considerations 
nacessarytopopulari,,.5 houeehold-remedy-re -uite 'diffCer
ent from those required to support a community level primary .
 
health care program.
 

The Pan American Health organization has arranged to 
study the logistical implications of implementing oral re 

hydration therapy on a national scale. PVAO 'isassessing also 
the local production capabilities for the glucose-electrolyte
 
mixture. The problems of adapting sound scientific technolo
gy to local conditions are many. Frequently. problems have
 
arisen because of a lack of fixed policy, or because steps
 
Are being taken without regard to similar actions elsewhere,
 
There are many operational problems that have to be resolved
 
as well, but they will require additional pilot studies or
 
operational research.
 

Analysis of the logistical problems associated with
 
oral rehydration therapy gives some guidance to those who
 
wish to help 14ore specifically, non-governmental organi
zations should become more aware of the nature of existing
 
administrative problems, and contribute effectively to their
 
resolution. At least, they can avoid other* mistakes in
 
promoting implementation.
 

Oral fluid therapy requires changes in several policy
 
areas. 
While assistance in promoting greater understanding 
of oral rehydration therapy may be beneficial on the national 
level, it can be extremely sensitive when brought to the 
comunities. How can -ontinuod availability of the basic 
chemicals be assured? such assurance would mandate some 
form ofnational comitment to support oral rehydration In 
the clinical management of acute diarrhea, as part of a 
broader program of primary health care. Uonomic decisions 
may influonce, to some degree, both the availability and 
un formity of the local stocks used in the Mituro. Adap
tation of scientific knowledge of intestinal absorption and 
secretion, particularly the restoration of electrolyte 
balanoe, should not remain confined by past customs and 
patterns of food distribution. One possibility is to market 
oral rebydration as a drug, It can, th n, compete more of
fectively with other antislarrheal drugs, antibiotics, and 
intra%*nous fluids,
 

Once a decisien has boon made to supply oral rehy
dratlon powder in the form of a registered drug item, a 
number of questions arisoe 4I) the choice of manufacturing 
the ita through a government agency or a commerical enter
prisel (2) specifications for the ingredients, including 



local availability of supply, and (3) marketing and edu
cational strategies. Standardization is keyl yet itis
 
problem plagued.
 

implementation of the therapy will most likely happeninconjunction with other primary health care programs. To
 

Ignore a small, but strong health-related 
activity would be
 

anti-developmental, Howevar a o ely ona primitive,
languishing national scheme may weaken the viability of an 
oral'rehydration program. The wisest choice for co labo
ration may Aeveyits own accord. _____________ 

4. Program implementationte' 

During a joint WHO/UNICEF Consultation on the National 
Production, Packaging, and Distribution oforal Rehydration
Salts held earlier this year in Bangkok, representatives from 
countries of all reions reported on the status of their 
national program and on the operational difficulties en
countered. An analysis of the discusions supports my o
riginal contentionI The greatest diffculty remains the 
introduction of oral fld maintenance at the famil and
community level The present image of clinical efficiency
in intravonous in fusion contradicts the simpler us* of the
mouth. 

Confidence in oral rehydration has not been fostered 
*- by cottage artisans who purport to adapt oral rehydration


to primitive cultures. Sugar and salt solutions have beon 
used for combatting dehydration for quite a while. The 
results have been particularly good in communities where 
poor baby care practics contribute to fluid deficits, mis 
conceptions of sickness and remedies that discourage praper
feeding and water balance. Deaths from dah rating diarrhea 
can be prevented by the administration of glucose and *
lectrolytes inspecific ooncentrationsi intravenous therapywould be the logical alternative. As the composition of th
rehidration solution deviates from optimal clinical con
dit ions, the absorption of watr becomes loe offiefent and 
intravenous therapy becomes mandatory. However* the trate
gy of glucose-enhanced sodium absorption has advantages which 
merit its promotion in the management of acute diarrhea. The
task for primary health care is to guarantee the accessibility
of oral rehydration therapy and to educate Individuals and
coinunities as to its proper use. 

Innovative approaches to promoting ora rehydration
therapy and nutri tonal maintenance, requires additonal ex
porimentation and logistical adjustments. The challenges

non-governmental organizations are obvious# 
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NATIONAL COUNCIL FOR INTERNATIONAL HEALTH
 

The National Council for International Health
 
was established in 1971 to facilitate communication and
 
cooperation among the many groups in this country, both
 
public and private, involved in U.S. international health
 
activities in developing countries. The Council is made
 
up of both organizational and individual members and is
 
currently developing a number of activities designed to
 
encourage more effective use of U.S. health services for
 
improvement of international programs in the third world.
 
These include:
 

- A comprehensive directory of U.S.-based
 
agencies involved in international
 
health;
 

- A consultant and technical assistance
 
directory to serve the needs of pri
vate and voluntary organizations;
 

- Training workshops on areas of special
 
interest (i.e., oral rehydration,
 
sanitation)

- 1980 International Health Conference on
 
the theme "International Health: Mea
suring Progress" (June 11-13, 1980,
 
Washington, D.C.);
 

- A regular newsletter, plus publication
 
of the proceedings of the annual in
ternational health conference.
 

Other services currently being developed by NCIH
 
for the U.S. PVOs include a job clearinghouse to meet
 
the needs of the organizational members of NCIH as well
 
as of individuals seeking new employment opportunities,
 
and an international health publication center which
 
would be a single focal point for those seeking publica
tions in different topical areas of international health.
 

Individuals or organizations seeking information
 
about NCIH activities or about membership in the Council
 
should contact
 

National Council for International Health 
2121 Virginia Avenue, N.W. - Suite 303 
Washington, D.C. 20037 
(202) 338-1142
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