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INTRODUCTION
 

In the past, the National Council for International Health (NCIH) has 
sponsored eight annual conferences to address major issues in improving 
worldwide health conditions, especially for the developing nations. 
These conferences have featured such topics as "Health and International 
Development," "The Private Sector inPrimary Health Care," "The Health of 
the Family," "Child Health in a Changing World," and "International 
Health: Measuring Progress." The theme of the 1981 Conference was "The 
Training and Support of Primarj Health Care Workers." "Training" was 
first proposed as a topic for the 1981 Conference by 70 percent of 1980 
Conference participants. This large consensus, in view of the heteroge
neous membership of NCIH, indicates that information-sharing on training 
and support of primary health care workers is of broad interest to the 
internatioral health community. The timeliness of the theme comes from 
its central importance to the number and diversity of organizations that
 
are presently involved in primody health care programs at the grass roots
 
level. 

The concept of primary health care was officially adopted by the World 
Health Organization as its main strategy for achieving an acceptable 
level of health throughout the world in the foreseeable future. As 
defined by the WHO-UNICEF Conference at Alma-Ata, primary health care is 
a practical approach to making essential health ca;'e universally access
ible to individuals and families in the community in an acceptable and 
affordable way, and with the full participation of community members..!/ 
Furthermore, primary health care is envisioned as an integral part of a 
country's health system and of the overall social and economic develop
ment of a country. 

The hopes and burdens of implementing a primary health care strategy 
clearly rest upon the shoulders of a new breed of health personnel: the 
primtary health care worker (PHCW). Of course, PHCWs do not work alone. 
They must have the confidence and direction of the people in the commu
nity, and the support of other levels in the health system. Neverthe
less, these community health workers are the key persons responsible for 
the delivery of certain essential promotive, preventive, curative and 
rehabilitative services. However, in the three years since the Alma-Ata 
Declaration, there has been growing concern among health professionals 
regarding the precise training and supervision that are necessary to 
fulfill the extremely varied expectations of PHCW job performance. As 
the implementors of the specific primary health care components enumer
ated at Alma-Ata, a village PHCW could conceivably be held responsible 
for patient care, vaccinations, pharmacy, health education, community 
sanitation, and agricultural improvement, as well as economic development 
--an astounding Job description. The training of such workers with mini
mal time, funds and program support is an imposing prospect; especially 
since the form a PHC program takes will vary according to local politi
cal, economic, social and cultural patterns. 
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But the task does not stop-there. With the expansion bt pM'imary health 
care, there is a need to train people at all levels to further the 
effectiveness of the service organization in providing basic health care.
 
There is need to strengthen the management and superv!sory capabilities
ef all PHC personnel, ard to develop workable support systems, including
timely and adequate provision of appropriate drugs and supplies. Fur
thermore, there is the important task of creating a new partnership
between the comunity and the health services structure. 

NCIH members have been actively participating In the design and implemen
tation of PHC programs. Private and voluntary organizations have had a 
particularly rich experience in developing PHC programs at the community

level, and speak to critical issues in the training and support of PHCWs 
from a field perspective. Additional expertise may be found among indi
viduals from other NCIH member groups, including universities, religious 
organizations, corporations, consulting firms, government agencies, pro
fessional and trade organizations. NCIH has sought to foster increased 
cooperation and interaction among the many U.S. individuals and organiza
tions invclved in international primary health care efforts by providing 
a foruin for information exchange on the varying policies and practices of 
training and support of PHCWs. Thus, with that purpose, the 1981 NCI 
International Health Conference brought together from different organiza
tions key people working in primary care, and gave them the opportunity
 
to discuss what has worked and what has not in their practical experi
ence, and to reflect on the policy implications distilled from those
 
experiences. 

Specifically, the conference participants examined these major issues:
 

1. What Primary Health Care Workers Are 

What has been the experience with PHCW selection in different 
local contexts? In actual practice, how has the expansion of 
the roles of existing health workers been carried out? What are 
the strengths and weaknesses of existing alternate approaches to 
the training of trainers? In policy formulation, what is the 
scope of PHCW activities and accountability of the PHCW? How 
may traditional and modern health systems be integrated?
 

2. Strengthening Training of PHCWs
 

What are currcat practices in non-formal education and curriculum 
design, evaluation and revision? What policies should be devel
oped regarding standardized training materials, financing of
 
training, and extension of training to national programs?
 

3. Increasing the Ability of PHCWs to Act Effectively
 

In practice, how are current efforts utilizing community resources
 
and actual case-studies while providing continuing education for
 
nurses? For policy considerations, how might surveys and surveil
lance tools be utilized? What is the role of NGOs? What are the 
priorities for future re-search and action?
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4. Increasing Technical Support for PHCWs
 

What is the current research on the content and role of PHCW
 
supervision? What are the most appropriate methods of in-service
 
training, as well as education of health professionals, for
 
producing PHCW supervisors? For policy considerations, what
 
are the alternative methods of management training? How might
 
communications strategies be utilized to supplement on-site
 
supervision?
 

5. Review of Experiences with Different Forms of rogram Support
 

In actual practice, what are the available choices of appror:'iate
 
transport for delivery and support of PHC services. What 
are 
alternatives to the clinic-based family planning and nutrition 
programs? How does comm..nity organiza,tion contribute to better 
water and sanitation? For policy con'.ilerations, how might thv 
supply and distribution of pharmaceujticals and vaccines be
 
improved: What are the issues in the design, construction and use
 
of facilities for PHCWs?
 

Conference speakers came from the medical, nursing, public health, nutri
tion, management, communications, architectural and economic professions,
 
among others--a recognition of the intersectoral nature of primary health
 
care. The NCIH increased the nunber of sessions available to partici
pants from that of previous conference years, in order to include a wide
 
diversity of views regarding program purposes and strategies. The
 
organization of the plenar , and small group sessions reflected a greater

representation of women, multi-nationals and developing country partici
pants. The NCIH Conference tradition of information-sharing and the
 
exchange of program materials and resources was continued in the form of
 
small group discussions plus a 1981 Conference innovation: an exhibit
 
area, expanded to include an information exchange or "marketplace," where
 
twenty specific PHC projects and their activities were displayed.
 

The NCIH hopes that the publication of these proceedings will stimulate
 
further policy and program development for the successful implementation
 
of primary health care efforts throughout the wortd.
 

NOTES
 

PoA-UICEF. Alma-Ata 1978 Primary Health Care. 
 Geneva: World
 
Health rganization, (1973). 
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THE SELECTION, TRAINING AND SUPPORT OF
PRIMARY HEALTH CARE WORKERS
 

Christopher Wood 

Keynote Speaker
 

Failure, or at least incomplete success, is common in hummnendeavour. One of the established methods of handling failure, and onewhich is often used in the health prufessions, is to change the name ofthe game and continur. as before. Thus sanitation and hygiene becamepublic health, then erclal and preventive medicine, and now incorporated
in community i,-.tlth. 
 Birth control became family planning and then child
%pnacing. Similarly there been
has a progression from rural health
programes, through essential and health
basic services, to primary
health care. With each 
new name, however, there may be change in
some 

concept.
 

The outstanding failure of current 
western medicine has been the
inability to the
apply fruits 
of the last 50 years of technical
development to the large majority of mankind who need it most. 
 This Is
not a problem of medicine in isolation, it is part of the whole political
and socio-economic situation. 
 The gap between rising expectations and
the realities of the slow development of established health services has
led to dissatisfaction and increasing demands for something else.
 

The focus of 
these demands has fallen on primary health care built
around the relatively new concept of a community health worker (CHW) orprimary health care worker (PHCW). The successful popularizing of theslogan "Health for All by the Year 20000 has led to CHWs and PHCWsbecominn 
the most talked about, workshopped and conferenced group ofhealth workers. If all this talk 
does eventually lead to greater
resources being directed to primary health care, and supporting PHCWs and
the system of health care they provide, it will have been worth It. But we should be on our guard against too much talk becoming a smokescreen
 
for continued inaction or half-hearted dabbling.
 

There is a wide divergence in understanding about the meaning ofprimary health care. 
At one end of the spectrum we have thost who regard
It as 
the first of any type of care that A patient happens to meet.
includes not only first-aid 
This

and simple over-the-counter self-reatment,but also out-patient care at dispensaries and health centres and evenprimary surgical care; no doubt primary radio-therapy will soon follow.Jumping on this bandwagon are many others who realize that if they wantto get money for any programme, their chances are increased by linkingit, however dubiously, to PHC. At the other end of the spectrum are thegenuine locally conceived and developed attempts by various groups ofpeople to do something for their own health care. These theare
so-called "community-based" programmes which often incorporate generaldevelopment activities as well 
as health care. 
In between these extremes
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lie the many programes for either extending the established health
 
services further into the community; or for assisting, stimulating or 
otherwise provoking co'unities into starting their own services. This 
sAy be done on a small local scale by individuals or voluntary agencies, 
or on a much larger regional or national scale by governments. 

Behind many of these PHC programmes lie some new and important con
cepts, not only of health care, but also of development. These concepts
 
which involve real changes in thinking and approach, may, for some of us 
who are used to the present kind of health care, be difficult to accept.
 

Ore of the most significant changes in the thinking about development 
and health care is recognizing the rights of individuals and communities 
to say what they want for themselves. This has profound implications for
 
the health professions, systems of government, aid organizations, and
 
Pven for conference organizers.
 

If it is our beliet and intention that individuals and communities 
must decide for themselves wtat they want, then we must relegate our own 
role to assisting this process, and not dictating it. The health profes
sions are notorious for arranging health senices to suit their own con
venience and they are well-barricaded against too much interference from 
the consumer. Govermnments are "in power" and ,eluctant to de-centralize 
decision-making or relinquish any of their authority. Politicians want 
to be seen to be taking decisions that will get them reelected. NAid,"
 
even of the most enlightened variety, alnost always has to be planned and 
budgeted 'or specified activities, and can seldom be made available in an 
open-ended w,i for such purposes as a community may decide for itself. 
Furthermore it is much easier to organize top-down conferences for direc
tors of health services than prolonged discussions for the real local 
instiqators and practitioners of bottom-up programes, who are unused to 
trave, or participation in conferences.
 

But how are we to help such prGgrames? Does it help to teach people 
why they need the programe, which we happen to have ready up our 
sleeves? Should we help at the beginning, or only after a programme has 
started?
 

When people have developed the necessary motivition (or conscientiza
tion) can they automatically do everything for themselves? It is in 
answering these questions that the b'igest challenge to our existing ways
 
of thinking appears.
 

It is, I believe, necessary to adopt an intermediate position--a 
readiness to respond to requests for help in an informed manner. To pre
pare ourselves for this there is much to be learned from the experience
 
of others, particularly in the field of community development.
 

The nature of the help that can be provided for different communities 
will depend on a wide variety of factors. In particular 4t will depend 
on the community's needs, their resources and the pattern of their 
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comunity organizations. 
Even when these are 
similar, different communities are likely to react in different ways. In these circumstances there
can be no one universal right way of organizing PHC. There is indeed a
series of options which will be explored during this conference. 
I would
like to mention some of these options, not so
Noverviewu but by giving 
much by way of giving an
 a personal "underview" based 
on experience in
two very different prograiwes--the national P1:CP in the Sudan and some of
the small-scale voluntary progranes in Kenya.
 

The key agent in almost all PHC programes is the community healthworker--also called, sometimesthough with a little difference in meaning, the village health worker, medical helper orsuccess or failure of PHC thus depends 
health promoter. The 

to a very large extent on theproper selection, training anI support of CHWs.
 

Selection
 

It is now appreciated that a major cause of failure in the training of
doctors and other professional health workers for community care resultsfrom inappropriate selection of trainees. Personal and social characteristics and ambitions are 
generally well-established before
begins, and are training
not necessarily those 
to be desired in a conunity care

health worker.
 

Though 
these may be modified and developed during training, they 
are
unlikely 
to be radically changed, especially when the empnasis of training is on acquiring technical knowledge and skills. Thus the selectionof the right person is fundamental. In my experience we are generallytoo keen to get on with the training to spend sufficient time and trouble
ensuring that the most appropriate person is selected.
 

How then are CHWs to be selected, and by whom, and on what criteria?In all PHC programmes, indeed in almost all health programmes,respect, commitment, trustworthiness it is the
and continuity of service of thehealth worker that is of greatest importance. Technical knowledge andeven practical skills, both of which can bewill be inculcatrd during training,of little avail theif right personal characteristics are missing. Unfortunately there is no simple and reliable test for such qualItyes--no writt~n examination or finger-prick test, 
 that will give us theanswer. Furthenmore these qualities are not confined, or eicn very
closely correlated, to any 
 one group of people such as school-leavers,married women or older men. 
A frequent mistake, especially when training
staff have a big say in the selection prccess, is to choose young, relatively well-educated men because they are likely to make good students.Often however 
their ambitions 
lie with opportunities outside their 
own
imediate commuunity. 
 The more contact the selectors have with the potential candidates, the more opportunity they will have to assess personal

characteristics.
 

How then should the seleccion be done? This will be one of the conference topics. meLet just say that I am sure that there is no onesimple answer. Neither administrative officials, 
senior or local, nor
health staff concerned with service or 
training, should make the selec
tion alone.
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Genuine community participation is essential and this takes longer 

thap project timing often permits. A public meeting followed by a show 

of hands is not sufficient. Potential candidates must be fully aware of 

what is, or is not, likely to be forthcoming in respect to training, 
educating the comremuneration, transfer or promotion. Motivating and 

to first--and this is what development is all about.munity needs come 
However, even neighboring conunities may be at different stages of 

all together, motivation anddevelopment and, in ar, attempt to bring them 
education way border on brainwashing.
 

Tral'ng
 

Different cowunities, guided to a greater or lesser degree by varying
 

factors, will have different aims for their
socio-economic and political 

and skill on thePHC progranmes which will require different knowledge 

in turn modify the nature,part of comnmunity health workers. This will 

methods and duration of training. 

of training should notA first consideration should bW that the means 
This is
alienate the CKi4 from the commnunity that she or he is to serve. 

to avoid than it might seem, both in practicalvery much more difficult 

and social terms. Requiring trainees to be away from their homes for
 

may married regarding
long periods exclude women, offend customs the 

prevent all from continuing their normal participation inunmarried and 

local activities. In particular if people are away from their homes
 

food when they return. They
during the planting season they will have no 


will have been converted from subsistence-faming villagers to wage

earning civil servants and a difference--a potential barrier to comnuni-

In the Sudan the minication and understanding--will have been created. 


So
 mum period of training recognized by the Government is nine months. 
their homes for this magic period which wasall CHWs are taken away from 

the time required to achieve any given level of competence.
not based on 


For the training to be effective it should have clear aims. Undoubt
too this increases theedly the greatest danger is to include much: 

likelihood of it becoming too theoretical, filling people with knowledge 

of doubtful value, not imparting sufficient practical skills, and incul

cating an attitude of superiority.
 

The range of skills to be taught should obviously match the aims of 

Again this is eesily said but much less easily achieved.
the programme. 

the community it is likelyIf the programme has reAlly been proposed by 

to have agriculture, water development and income-earning activities as 

higher priorities than health. In villagers' views of health, the con

cepts of the causes of disease and opportunities for prevention are often
 

Demands for "giving injections" or "buildvery different from our own. 

are comon. On the other hand if the programme hasing a hospital" 

really been conceived by the medical authorities, it is more likely to be
 

predominantly medically oriented--with of course due lip-service paid to 

prevention--even though there is little support for it from the 

comunity. 
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Another difficulty with training progrpmms arises from the nature and 
competence of the teachers. It is important realizeto that even an
appropriate curriculum, carefully thoucnt out, and expressed in terms
approved by the World Health Orginizatirn (WHO) and the World Bank, is no 
guarantee that it will be imple*ented. Health professionals are conserv
ative creatures i,-' are apt to reproduce the dull and irrelevant lectures 
they received t!ienselves 5, 10 or 20 years previously. We all like to 
stick to what 
we know best, and this is often curative and hospital
orientated and associated with classrooms and lectures. 
Excellent clini
cal staff with years of outpatient experience may, even after a teacher 
training course, find it difficult to teach the practical aspects of 
environmental health, let dlone commuunity development. 

Also, especially in large or national programmes supported by foreign
aid," we are likely to be in a hurry to meet deadlines imposed hy imple

mentation schedules. This le(ids to accepting too many trainees for one 
course, with the consequent added difficulty of providing sufficient 
practical experience. One midwife training programme requires that each
 
of the 20 trainees conducts 10 deliveries under supervision in the train-

Ing hospital where there are relatively few deliveries; and because 
teachers who can 
not, or will not, do home deliveries, the intended nine
month course often extends up to two years. By this time the trainees
 
have become accustomed to town life and are reluctant to return to the 
villages from which they come whose needs they werehave and supposed to 
meet.
 

At this stage we must consider very carefully the changes that occur
in trainees during their training, that were not part of the intended 
curriculum. One example will lead us into the next question of how to
maintain CHIW programmes. Attitud?s are morm likely to be influenced by
the behaviour of the teachers than by what they say. Many programmes are 
trying to develop volunteer unpaid CHWs. How many of their teachers are 
unpaid? How do we justify this discrimination? 

Support 

By and large, activities or projects that are limited in time and have
 
a clear end-point, such as building a building, training a student or

attending a conference., an
are much easier to achieve than establishing

on-going activity. For primary health care to get off the donor agency

project list and the conference circuit, and to be incorporatd into the 
way of life of rural communities equires steady support from within the
.
comunity as well as some from without. 

Support by the community itself is the most important reruirement and 
the most difficult to achieve. To develop it and to establish an on
going systtmn for its maintenance is the stuff of development, and takes
time. Rome was not created in a day, but we only have nineteen years
till the year 2CO'! 

Continuing commnity support only cumes with understanding--real
understanding by the comunity of what it is expected, or want, to 
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support. A lot of orundwork is required t get a community to organize 
itself, formulate it s needs and decide what it wants to support. If some 
of these, whether related to medicine or not, can be met, they will 
provide encouragement for further activities. Some sort of community 
organization is essential for development. This may be of a traditional 
type, or adinistrative, political or religious. Some sort of repre
sentative group or committee is required to formulate and channel ideas
 
and to monitor change. The more this is really part of the internal 
working of the community and not an imposition from outside, the greater 
its chance 3f survival and success. Yet this sort of organization, or 
committee, if it already exists, is seldom related to health. Should a 
whealth committeem be started? Or should an existing comittee be helped 
to add health to its responsibilities? If the existing organization only 
represents a section of the comiunity, or is bureaucratic or corrupt,
will another one be any better? There is again no universal answer. 
However, such considerations are very important and often outside the 
usual range of concern of health professionals. 

Internal support is mentioned iirst as it is often forgotten, but 
external support in the form of technical supervision, the management of 
supplies and hack-up services is also crucial.
 

Are communities going to pay for the service? If the, do, they are 
likely to concentrate on curative services. Wndt community wants to pay 
someone to come and advise them to dig latrines? Where the programme
needs multi-sectoral support, for example in health, agriculture and 
water development, this is more difficult to supply, especial1y from 
government sources whose experience in wintegrated etorts" is not very 
advanced. Only where support is provide'' on a regular basis, and commit
ments are fulfilled, can some quality of service be maintained. This is 
most often seen in smnall spontaneous programmes. It is much more diffi. 
cu'it in larger and national programmes. Cost is often the critical 
factor, though lack of commitment and administrative ineptitude are also 
important. Costs of supervisors' salaries, supplies--drugs, tools and 
paper--and transport are considerable. The slogan that prevention is 
cheaper than cure overlooks the fact that neglect is cheaper still! The 
real costs of primary health care progranmes are only fairly recently 
becoming appreciated.
 

Finally in considering support we must think about the focus of this 
support--the CHW himself or herself. 

Can communities--and we ourselves--really expect CHWs to contribute 
their services for nothing o, a continuing basis? This raises many pro
found questions, the answers to which will vary in different circum
stances--qvastions of full-time or part-time CHWs and their specializa
tions, size of the coimunity covered, charges for services and other 
co-operative activities in the comunity. Can we justify paying for 
services or drugs given by an unpaid partly-trained worker in rural 
areas, wnile providing free service from a paid worker in town?
 

In the Southern Sudan the PHCW is a paid government official, although
 
chosen with some community participation. A recent study of the cost of
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financing of the PHC Program showed that, of the initial 
investment cost,
77 percent came from extnrnal aid, 22 percent from government and 1.2percent from the comwnunity, through contributions of labour and localmaterials. 
 Of the running costs, government covers 25 percent, external
aid almost 75 percent, and the community only 0.3 percent, which is inthe form of cleaning a PHC unit or repairing a roof. 
 Of course, these
are aggregate figures and occasionally communities are much more active.
 

By contrast some CHks in Kenya are as yet unpaid. However some form
of recompense for CHWs is essential. 
 If backed up and regularly supplied
and supervised, job satisfaction will contribute. 
 A first-aid box,
weighing scales or a thermometer may boost morale and lower the emphasis
on a cash salary. Even some more obvious form of recognition such as a
badge or uniform, to be worn at least when visiting the referencedispensary or hospital would contrih'jte to prestige. Perhaps, but by no means certainly, some opportunity for further training and increased 
responsibility would, for some, maintain motivation.
 

Probably real 'otivation only comes when the CHW feels that his workis part of his commurlity's development; that what he is doing is for hiscommunity and so for himself. But in today's world how many of us have 
the privilege of that feeling? 

The appropriate method of support for PHC programmes remains perhapsone of the trickiest problems to solve. Just as 
in clinical medicine we
have learned the necessity of looking 
after the patient as well as

treating the disease, so in PHC 
we must support and develop the community
as well as supply orugs and dig latrines. As more governments, underpressure from WHO kind donors, move towards large scale or national PHC)rogralwnes there is a very real danger that local conmunity organizationand initiative, on which success ultimately depends, will be overwhelmed.
 

in the year 2000 people should not look back 3nd say "the 
PHC
 
programme was a success, but the conmmunity died."
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II. TRAINING OF PRIMARY 
HEALTH CARE WORKERS 



IMPLEMENTING PRIMARY HEALTH CARE WORKER
 
TRAINING IN TIMES OF ECONOMIC CONSTRAINT
 

Richard A. Smith
 

Seminar Speaker
 

The fragmentary approach in international health in general, and in

primary health care (PHC) in particular, has given rise to many scattered

health projects and vertical programs which lack long-term impact. Ifwe
 
are to make the most out of dr-reased resources, we should be looking for
 
ways to strengthen developing countries' abilities to be self-relianL and
 to replicate and expand good program ideas. 
 We should be cooperating in

PHC 	programs that 
are 	part of national solutions which permanently

strengthen PHC services, rather than projects which fade away because
 
they are isolated from past experiences and support 'tructures.
 

If both Third World countries and international institutions develop
PHC action strategies from the same premises 
ard clearly communicate to
 
each other, then their resulting action strategies, based on technical

and financial collaboration, would be easier. Collaboration could pro
duce more meaningful programs since everyone would be moving together in

the same direction rather than wandering in a search for targets of op
portunity.
 

Problems in PHC Development
 

Experiences in the 
countries where the University of Hawaii's MEDEX
 group has collaborated in PHC programs have disclosed issues 
in manpower

development and systems development which are common in PHC development.
They mirror experiences in the Third World of other operating programs,
identifying major problems that ;.c'.d to be addressed in developing action
 
strategies in PHC. These problems recur over and over again in PHC in
 
many countries:
 

1. 	Fragmented approach to health sector development ("Bits
 
and Pieces*)
 

2. 	Lack of broad-base support for a national program
 

3. 	Obsolete organizational structures for delivery of PHC
 
services
 

4. 	Inadequate management support for PHC services
 

5. 	Failure to develop a functioning PHC planning capability
 

6. 	Lack of overall PHC-oriented manpower plan
 

7. 	Ineffective and inefficient training
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8. 	Lack of on-the-Job continuing education
 

9. 	Failure to link national and regional PHC programs with
 
local comunity involvement
 

10. 	Cost
 

Some Principles for Application in Developing Country-Specific
 
Action Strategies for PHC
 

As a result of PHC efforts and experiences from all over the globe,
 
we can develop a generic set of principles that can be used to develop
 
alternative action strategies for developing countries. These experi
ences 
add to our knowledge for formulating appropriate action responses
 

to major problems and issues standing in the way of successful primary
 

health care programs in many countries. Regarding the development of
 
action strategies, these principles are appropriate for consideration
 
by international organizations and NGOs, as well as developing countries:
 

1. 	Develop country-specific PHC goals and objectives.
 

2. 	Obtain a national commitment.
 

3. 	Encourage development of a PHC planning capability.
 

Consolidation of resources prodvcing cost-effective and more efficient
 
PHC and related operations included in such plans should be related to
 

planning and training as well as to managemetit.
 

4. 	Use a systems approach to rationalize the organization of
 
the PHC delivery system.
 

5. 	Develop a tiered PHC manpower structure and a receptive
 
framework for new and revised manpower categories
 
developed.
 

Each manpower level should be involved in the training and supervision
 
for the levels peripheral to it. Experience has shown that having
 
middle-level health workers (MLHWs) train and supervise community health
 

workers (CHWs) is a most efficient way of minimizing the costs and prob
lems associated with creating tutor training institutions and supervising 
peripheral health workers. The greatest value of this type of manpower 
structure is that appropriate and competent healtl manpower becomes 
available from the operational center all the way out to the periphery. 

6. 	 Use effective and efficient training methods.
 

Collective experience dictates that manpower should be trained for
 
competence. After examining the strengths and weaknesses of the most
 
commonly applied educational processes, we have selected competency-based 
training as the most appropriate approach in most circumstances. The 
traditional, ad hoc, teaching approaches which use standard texts or 
even newly developed materials generally fall short of producing 
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competent health workers when the resources 
for training and training
 

time are limited.
 

7. 	Make continuing education a part of the strategy.
 

8. 	Use mid-level health workers as critical 
links between
 
the center and the periphery.
 

9. 	Analyze and strengthen PHC management support systems.
 

10. 	Use country-specific PHC strategy to plan resource
 
allocation.
 

Personnel 
and finances are among the country resources that need to

be inventc led. Subsequently, a separate inventory needs to be per
formed for external assistance, if necessary. Appropriate resources
 
are then sought and targeted for application. Resources needing 
con
sideration in a PHC action strategy include:
 

a. 	Money (for specific purposes?)
 

b. 	Training in planning, management and training
 
techniques
 

1) short-term/long-term
 

2) in-country/outside country
 

c. Technics, assistance in planning management analy
sis, h'.alth personnel training, management train
ing (short-term/long-term)
 

d. 	Technology in planning, management, training (that
 
can be used with/without outside help)
 

e. 	Facilities construction and improvement
 

f. 	Funds for in-country training stipends, transporta
tion, and training equipment. (Small amounts of
 
money that are used to fill small, but critical
 
program gaps.)
 

The action strategy that results from using principles such as thesenot 	 only promotes the appropriate allocation of available resources but
also prepares a coherent, comprehensive and rational basis for obtaining

external resources. Such an action strategy can lead to the kind of
quality primary health care program which has a good chance to be cost
effective, efficient and supported.
 

Conclusions
 

These principles can be used to coordinate a mixture of public, pri
vate and voluntary organizations within a country to strengthen and
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expand a nation's PHC program. Such a strategy provides a country with
 
a framework to direct and focus its own resources and those of technical
 
assistance agencies, international organizations, lending institutions
 
and private voluntary organizations. The savings, in resources for
 
training and the development of management support systems, is huge
 
when one considers redundancies, competition and the lack of coordinated
 
cost containment measures that now characterize isolated PHC efforts.
 
Further, some international institutions should welcome the opportunity
 
to finally move beyond broad PHC policy statements and "hit and miss,"
 
"quick fix" projects to their own actions strategies based on field
 
experiences. We are talking about action strategies that are compatible
 
with the actual needs of developing countries.
 

The PHC task is so huge that private sector resources (money, exper

tise and people) should be incorporated within the overall design of
 
national PHC programs. The bickering between public and private sectors,
 
as well as the divisive and resource dissipating effect of competition
 
within each of these sectors, should be harnessed into workable action
strategies for PHC,
 

A country should desie its PHC action strateo and priorities; direct
 

public and private institutions (local, natior I and internationa)t' 
work on components of that strategy, rather than react to requests ;Afn 
such institutions; and cease to promote and allow outside groups to pur
sue their own objectivesin isolation from each other. Then the neces
sary coalitions will be formed to assure the coordination among indepen
dent organizations. 

PHC action strategies can work if they are based upon sound, appro
priate principles and if available collective knowledge, experience and
 
technology is harnessed and brought to bear on a country's specific
 
problems. The mechanisms for bringing these ingredients together dre
 
available and need to be applied widely in this time of economic con
straint. Success in PHC thus does not have to depend upon serendipity.
 
It can be hastened by the sharing of knowledge, experiences, technology
 
and the goodwill of all of us working to improve the total well-being
 
of people.
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PRACTICAL ASPECTS OF PHC TRAINING
 
POLICIES AND PRIORITIES
 

Rita Thapa
 

Plenary Speaker
 

The primary health 
care (PHC) concept, in a nutshell, means a selfhelp mechanism at the people's level for improvement of their own health.
The practical implication of this program differs from country to country
as do their socio-economic profile and developnent needs. 
 For example,
primary health care an
in industrialized country like the U.S.A. 
means
mass-access to diagnostic, treatment and follow-up services rendered by
a medical system equipped with high technology, manpower and management.
Whereas for most developng countries primary health 
care means simple,
low cost 
and effective health technologies rendered by manpower ranging
from mothers to primary and basic health workers. The essential contents
of the primary health care package, as accepted by the Alma Ata Conference in 1978, 
includes promotion of food and nutrition, supply of safe
water, health education, basic sanitation, maternal-child health including femily planning, immunization and appropriate treatment of 
c.nnon
diseases and injuries. This reflects 
the basic needs of the world's
majority, who !ive in harsh conditions imposed by limited resource andmanagement capability. It is in this context that the prsi.ary hea'thcare worker is considered the possible and effective means of meeting
such primary needs of most people.
 

The primary health care worker, however, in no way should be treated as the cheap second-class formula designed for poor people's health.
thorough understanding and commitment to this is 
A
 

an essential ingredient
in thp evolving effective training policies and priorities. The training
policies and prio;-ities should ensure that the perfurmance of the primary
health care worker is effective, as well suitable to the local needs,
as 

apart from being less costly. For this, the primary health care worker
requires support from commuiity and organized sectors 
at each side. It
i: in this mutually suppcrtive interface between the community and
organized health system thit 
a primary health care 
worker can deliver
primary interventions effectively. 
 The experience of developing 
countries like China and Sri Lanka in being able to meet basic human needs of
most of its population testifies to 
this. The practical aspects of
training policies and priorities, therefore, need 
to be directly
addressed to the conditions prevailing at each 
interfacing side of the
primary health care worker: 
 i.e. the community on one side and the
organized health sys _m 
on the 6tier. The single most important test of
the pclicy is its multiplying effect, and thi! happens cnly when the
policie5 and priorities are compatible with the needs and resources prevailing lo the community 7,nd organized health sector. However, this is
often overloked and requires serious policy consideration.
 

The prevalent syndrome of poverty, ignorance and apath, poses serious
doubts 
regarding the capability of poor communities to organize a
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self-help mechanism for health. This is further aggravated by the con
flicting dcmands usually ari.ing from poor coordination among NinterN and
 
"intra" PHC-related sectors. The potential role of professionals in
 
augmenting this local capacity is constrained by their limited knowledge
 
regarding the needs, expectations and behavior of local communities.
 
These community factors obviously bear practical implications for a suc
cessful program. Therefore they require sensitive and appropriate treat
ment.
 

A strong policy commitment of the orgdnized health system is crucial
 
for successful application of primary health worker training policies.
 
However, in most cases we find that the policy commitment is limited to
 
(rily slogans and speeches. The practical implications of primary health
 

care are not yet fully understood and arpropriately linked to imple
menting iWfrastructure. As a result, we find that PHC is often viewed
 
as an independent, new health program competing with others, instead of
 
being t,-cated as a cohesive approach based on intersectoral development,
 
community participation and appropriate .o!Alth technologies. Correction
 
of this re, ires a systematic permeation of policy, all the way through
 
to the local health units where the action takes place.
 

During the past decedes, competing demands on the limited health
 
sector resources fromi curative and various categorical health programs,
 
each having its own separate administrative and service system, did not
 
leave enough resource for creating a basic health system. Training poli
cies and priorities cannot be effectively implemented in the absence of
 
a basic health service system which is reasonably equipped and innovative
 
in generating local interest and skills in identifying dnd solving their
 
own health problems. .his is a serious constraint faced by many develop
ing countries. Strengthening the basic health system -s complex due to
 
resource constraints, and requires greater coordination and financial
 
integration of various vertically operated programs. This is a difficult
 
but essential planning choice. However, evidence from various experi
mental projects suggest Utie success of this aprroach. The Narangwai
 

experience is one such stdy conclusion. In a recent evaluatio of
 
Nepal's national health program, integration of family p!arning,
 
mate-nal-child health, immunization, tuberculosis and leprosy control
 
services into a basic health service was found to be more cost-effective
 
than that of the vertical approach. However, regardless of numerous
 
positive findings, this approach still remains the most difficult and
 
sensitive choice yet to be made.
 

There remains a few soul-searching questions related to the practical
 

application of training policies and priorities:
 

1. Has the nolicy of primary health care training and its
 
implication been sufficiently vermeated through all
 
levels of the health system so as to motivate it to
 
undertake the extensive training requirements effec
tively? Does a medical officer working in a district
 
hospital or a malaria field supervisor view the primary
 
health care training with a similar degree of commitment
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and motivation a!, evidenced in international seminars?
 
If not, how can this be attained and how soon?
 

2. 	 Given the resource constraints, how effectively can the
 
limited and fragmented health sector resource be reor
ganized to build up a stronger comprehensive basic health
 
system capable of supporting the huge training activi
ties? For example, how motivated and capable are we to
 
orga-ize a cohesive central-training team by integrating

the scattered training resources existing at various
 
independent health projects?
 

3. 	 How can a mutually supportive mechanism be developed and
 
maintained among the organized health sector and the
 
local community to institutionalize the primary health
 
care training program?
 

4. 	 How can simple and effective methods be developed to help

local communities gather their own data, define priority

health needs and formulate training policies?
 

5. 	 How can the low morale and apathy of the community and
 
the low credibility of organized health sector be
 
improved to generate mutual participation in a primary
 
health care training program?
 

6. 	 How can we generate a local mechanism to finance the
 
primary health care worker training program? Are we
 
willing to delegate the authority of raising local
 
development revenues to the local community? How can
 
the local community mobilize resources to support the
 
activities of primary health czre workers?
 

l.What is the career ladder for primary health workers?
 
In spite of the best motivation and dedication, a primary

worker will need sone means to 
live and thus will aspire
 
to being a private practitioner at the local comrwnity or
 
being linked with the health manpower pyramid. A clear
 
policy on this is crucial to primary health care training
 
piograms.
 

8. 	 Lastly, the validity and relevance of training policies

and priorities need to be monitored continually through

primary and secondary operational research programs. One
 
such research effort would be to ask whether the primary

health care workers, with only a brief training, have
 
been able te perform the tasks for which they have been
 
trained.
 

In order to transform the slogan of "primary health care" into a com
mon experience, we should search for answers 
to these questions from the
 
local community. Coordinated international assistance would undoubtedly
 
help this movement.
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WHAT PRIMARY HEALTH WORKERS ARE 

Rajaratnam Abel 

Seminar Speaker 

),,alth programmes have always attempted to bring health services to 
the underserved populations. Various methods have been attempted such as
 
setting up of mobile health clinics and constructing rural health cen
tres. While each method was tried, it reached some people, but there
 
were still significant number of people who did not have access to
 
health services.
 

Based on the experience of the past few decades and with the current
 
understanding of the fail pres of the past programmes, the concept of pri
mary health care (PHC)l' finally emerged at Alma Ata. With all its 
deficiencies, the ideas of PHC still took on the imagination of he~lth
 
leaders of the developing countries, leading to quick and specific action
 
in their respective countries. To keep up the momentum of the enthusi
asm, the gaps in the understanding of PHC needed to be quickly fillcd up.
 
One such important area needing proper defining and better unde..tanding
 
was the PH worker. Working guidesL / and other appropri .e ed';cation]
 
materialsi/ becane increasingly available to inexperienced irkersl.
 
in the area of PHC. Many of t ese were based on progran'es delivering 
PHC in many parts of the world.P
 

This article looks at the experience of Rural Unit for Health and 
Social Affairs (RUHSA) of Christian Medical College and Hospital, 
Vellore, Tamilnadu, India. 

Planning the Programe
 

When the plans6 / were being made for RUHSA the concepts of PHC were 
being increasingly accepted by health planner's around the world. Though
 
ill-understood, PHC workers were chosen as the appropriate level of
 
workers to provide health services in the progranme area of RUHSA, having
 
a rural n- Jlation of approximately 100,000. The planning process within
 
RUHSA co,isted of three distinct steps:
 

1. Visiting similar programmes
 

Members of the staff likely to be involved in the PHC worker pro
gramme visited a number of programnes utilizinc PHC workers. The empha
sis during these visits was to identify the various methods of selection,
 
training and utilization of PHC workers. Emphasis was made on identify
ing the strengths and weaknesses of the various approaches.
 

2. Adaptation to local need
 

On return from these visits the participants made an oral report to 
the rest of the staff. Together those approaches that were applicable to
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the 	RUHSA programme were 
identified with appropriate changes. 
 At this
 

stage external consultants were also utilized.
 

3. 	The final plan
 

Having obtained the 
inputs from the staff and consultants a smaller
group of three staff members were entrusted with the task of drawing the
final plan. This consisted of 
listing the criteria for selection of PHC
workers, the curriculum and the training 
schedule. As decisions were
made reports were presented at the staff meetings to ensure feedback from
the staff and also to ensure staff development in understanding the role

of the PHC worker in the RUHSA programe.
 

Issues Considered During Pianning
 

While the steps outlined above look simple and straight forward, much
time was inspent identifying the 	 various issues involved with specificreference to its impact on the selection, training and implemnwntation. 

1. 	Preventive and curative balance
 

This 
was 	the most fundamental 
issue to be decided. 
 How much curative
work would the PHC woker do after the training programme? 
One 	consideration that inflLvenced 
our decision was a political decision stating that
the people of the state were entitled to care by fully qualified doctors.
In 	practice this meant 
that PHC workers were forbidden to do curative
 
health work.
 

Another consideration 
was the observation 
of 	some of the health
administrators of progranmes visited. 
 When PHC workers were trained in
curative work early 
in 	the training programe, these workers 
tended to
do 	more curative work, 
sometimes totally ignoring preventive work.
 

Based on these considerations it 
was 	decided that thL emphasis in the
job 	description will 
be 	mainly in preventive aspect with curative work
restricted to those that were commonly accepted like oral 
rehydration.
 

2. 	Sex and age
 

Since women and children formed the major target group in the health
field, women 
were considered as 
the ones 
who 	could deT iver the services
effectively. 
To ensure easy acceptance by the community a person who had
gone through the experiences of marriage, child birth 
and 	bringing up
children 
to 	school age was considered preferable. A mother with school
going children was thought 
to 	have more time for visiting.
 

3. 	Who should select
 

The World Health Organization (WHO) describes the PHC worker ps 
one
"selected by 
the .local community or with their 
a reement ..
staff accepted this principle, but the problem was 	 ?he

?n 	eliciting community
participatioi. that is representative of the whole population. 
 Various
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methods were used in the process ranging from systematic sample inter

views, discussions with informal leaders, selection by other PHC workers,
 
selection by the village advisory committees and in village general meet
ings. Attempts were made consciously to keep out staff decisions biases.
 

Whatever the method of selection, acceptance by leaders representing the
 

majority of people was necessary before formal selection for training.
 
In situations where there was a lack of community interest, selection was
 
delayed till there was some form of community participation.
 

4. Level of education
 

Based on the experience of other prograivnes it was decided that edu
caticn will not be a strict criteria for selection. Since the language
 
spoken was uniform, the local language was to be used in training. How
ever, to suit any illiterate workers appropriate records were to be
 
developed. One illiterate worker paid a small portion of her allowance
 
to a student to help her write the records even as the reports were
 
simplified.
 

5. Working hours
 

The job description planned for the PHC worker demanded only part
 

time work. The issue was however in deciding whether this would be a
 
volunteer or paid work. To be regular and responsible all work was to be
 
paid proportionate to the time spent in work. It was estimated that it
 
would require approximately two hours per day to cover the 200 families
 
alletted to each worker, visiting once in two weeks.
 

6. Who should pay
 

It had been originally planned that the PHC worker should be sup

ported by the community. The initial socio-economic surveyZ / had shown
 

that nearly 75 percent of the population was below the poverty line. If
 

such a community were to pay for a PHC worker the major contributions
 
would be from the 10-15 percent richer population. In such situations it
 
was assumed that the PHC worker may become obligated to the richer people
 
and neglect the poor who needed the services.
 

7. Other ccupations
 

Being only a part time work, and providing only a very small portion 
of income needed for sustenance, one of the recommended criteria was 
someone who had other sources of income. It was noted that over 80 per
cent of the selected workers had some means of income. 

Training
 

Having prepared a curriculum appropriate to the job description, plan

ning the training programme was the next major activity. Certain train
ing issues were considered at the planning stage.
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Place of training
 

It was decided quite early in the planning that the training would be
 
conducted 
in one of the villages. Difficulties of transportation

favoured a fairly central and easily accessible village. However, in
 
many of the appropriate villages there 
were hardly any buildings that
 
could accommodate the 20 trainees and the trainers. When the training

had to be conducted at the programme headquarters, also a village, it 
was
 
conducted under the shade of trees to give a rural setting. 
 The trainers
 
and trainees would sit on mats spread on the ground.
 

Duration of training
 

Health workers tend 
to forget 'he length of time taken to graduate

from medical or nursing schools. PHC worker also requires certain
 
duration of time to understand and retain the lessons 
taught in classes.

The process of repetition has to be continued over some time before they

could grasp the meaning of what they have learned. At this stage however
 
itmay be difficult to indicate the ideal 
duration of training.
 

Training schedule
 

The training schedule consisted of one week initial 
formal training.

During this time the trainees lived together as a group, cooking their
 
own food and having their food together. This brins about social
 
interactions which is useful in bringing these workers 
together.
 

Following the first week of formal training was onc month of super
vised in-service training. This consisted primarily of 
trying to

identify the population to be served, indicating 
the number in each
 
family, showing the under-five children and pregnant women separately.

This was followed by a second week of formal training This weck was
 
also uscd tu shoare the initial experiences of the workers. FoGIuwing the

second week of 
training the main traininq component was the weekly

in-service training by 
the staff of the mobile tean. In aedition, once
 
each month the wor.iers came 
together to discuss their exueriences,

problems and also leai, something new. There is probably no eod to such
 
training.
 

Training methods
 

Role playing was probably the most enjoyable learning methoc. In
 
addition, slides, films, puppet shows, and visual 
aids were used. Labo
ratory demon.tration of bacilli 
was very useful in explaining the cause
 
of diseases. 
 Clinical methods were also used when appropriate. These
 
included Kwarshiorkor, Bitot's spots of vitamin A deficiency, scabies and
 
fits associated with eclampsia.
 

The Future
 

Having selected 'nd trained 80 PHC workers, it is useful to observe
 
the lessons learned in this process. Is it the correct approach? What
 
are the problems involved?
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Change in attitudes
 

It is impossible to go through such a training process and fall to 
see changes in the attitudes of both the trainers and the trainees. The 
PHC workers begin to see disease and its causation in a different way. 
Once they are accepted as part of a health team they feel more confident 
in trying to change the attitudes of t.e people for whom they work. 

The trainer also has changes in attitudes, especially in accepting 
the PHC worker as one who could be a partner in the delivery of health 
service. Even more significant is the readiness to learn from the
 
experience of PHC workers and later use this in teaching others.
 

Further training and development
 

Having decided at the initial stages to emphasize preventive work, a 
time will come when the curative component will have to be emphasized. 
Only then will the PHC workers be able to meet the basic needs of the 
community. 

PHC workers can also become important agents of social change in the 
rural areas. Appropriate areas of social change neeus to be identified 
and suitably trained. Health *, only a part of overall development.
These workers could also be useful agents of developmental change. The 
development of home gardens, small rural industries, etc., could be 
channelled through these workers. Career development pathways should be 
identified and suitable workers should be encouraged.
 

Training of illiterate women
 

While illiterate women are taken for the initial training for work, it
 
is not necessary that these workers remain illiterate throughout their 
life. Appropriate adult literacy programmes could be planned to help 
them read and write at least in areas pertaining to their work.
 

Recognition of PHC workers
 

Methods oY recognizing the important contributions of PHC workers 
should be gradually developed. It is quite possible that local, regional
 
and even national confererces could be organized where PHC workers can 
come together and share their experiences. This would be a means of 
upgrading this category of workers, broadening their outlook, increasing 
their self worth and accomplicsh.iq better PHC work. 

Evaluation 

The working of the PHC wo.'kers of the RUHSA has not been formally 
evaluated. Certain indicators t-j measure their work has been initiated. 
These involve the periodic enumeration of the acceptors of the following 
health services: AMlC registration and follow up, complete immunization, 
family planning acceptance, and surveillance of specific diseases. 
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Conclusion
 

A beginning has just been made in the direction of providing PHC. A
lot more needs to be learned. In the meantime the experiences of those 
progranmes utilizing PHC workers needs to be pooled together for the
benefit of those starting new PHC programmes. However good a plan on PHC 
may be, success depends largely upon identifying and selecting the
 
correct PHC workers.
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MOROCCO FOOD AND 
NITRITION/HEALTH ECJCATION 

Carol Atelman
 

Seminar Speaker
 

In 1975, USAID approved a $450,000 grant to Catholic Relief Services 
(CRS) to introduce nl,'ritiin education into some 250 social education 
centers which had been distributing P.L. 480 Title II food commodities. 
These centers, under the management of the Ministry of Social Affairs 
(MSA), are located throughout Morocco and accommodate some 150,000
 
mothers and 300,000 pre-school children annually. To launch the new edu
cation component, a nutrition school at Marrakech was established. This
 
institute train-d a cadre of competent Moroccan women at the provinc'al 
and local levels. Some 500 women from villages with social education
 
centers were recruited to be trained as teachers. Many of these women
 
had been previously with the program, distributing food to mothers and 
weighinS children at the centers. But they worked as administrators and 
not as educators. Since they lacked training they were frequently 
uncomfortable in carrying out their limited cooking demonstrations. To 
back them up and provide a means of communicating with the teachers in 
their small and often isolated centers, a group of 30 mid-level super
visors was also trained. These were women with secondary education 
generally, selected through a widely publicized national contest and then
 
sent to the Tunisian National "utrition Institute for an intensive three
month training course in basic nutrition and health. Four Moroccans iwere
 
,elected, at the same time, for a three-year degree program in Tunisia so
 
that afterwards they could assume the teaching responsibilities at
 
Marrakech. With United States and Tunisian technical assistance a cur
riculum was developed whi,h combined practical lessons in nutrition, 
sanitation, personal hygiene and the treatment of childhood diseases. 

Two teachers at each center conduct the nutrition/health lessons, 
record the weights of children and distribute a food ration of some 3.75 
kilograms per recipient per month. Mothers attend once a month on the 
same day and receive a ration for themselves, the child enrolled in the 
program and for a younger sibling. This food provides roughly 40 percent
 
of energy and 70 percent of protein requirements. Since the ration sizes
 
are relatively large and distributed to three family members, the food
 
provides a substantial income supplement as well--up to 24 percent of the
 
per capita incomes of these poor families. The center teachers receive a
 
one-month refresher course each year at the Marrakech nutrition school, 

Centers in each province are visited monthly by their provincial 
supervisor. She records monthly weights and other program information 
and sends this to the central headquarters. She also answers questions 
and solves problems that the center teachers may encounter. The super
visory cadre receives in-service upgrading through ten-day seminars twice 
a year. They also attend the month-long refresher course at Marrakech 
with the teachers from their province. 
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In-depth evaluations conducted by the Ministry of Social Affairs,
 
Catholic Relief Services and USAID have shown that the program is
 
extremely well-organized and running smocthly. There has also been a 
measurable impact on the nutritional status of children in the program.
Since the grant terminated in December 1978, the program ,drinistrative 
costs have been assumed by the Ministry of Social Affairs, mothers'
 
monthly payments (50 cents) cover center operating costs and salaries of
 
the two teachers. The food continues to be funded by USAID.
 

The 	key factors underlying the operational success of this program
 

are:
 

1. 	 Tasks and responsibilities carefully identified
 

2. 	 Frequent field visits ar.1 support of center teachers
 

3. 	 Emphasis on training and upgrading of skills
 

4. 	 Encouragement of local initiative and adaptation from
 
both center teachers and mothers themselves
 

The shaping of this program to reet the conwunity's needs was achieved
 
through a combination of adaptation at the local level and strong central
 
guidance. While community leaders ( local Sheiks) were consulted about 
the program and assisted in the selection of the local center teachers,
 
there were no community health and development committees formed to
 
discuss priorities and needs. Needs assessment was carried out by the
 
CRS and MSA central leadership through nutrition/health surveys, field
 
observations and discussions with teachers and supervisors. Development
 
of the teaching curriculum and teachers' lesson plans was based on these
 
surveys and has been modified by new survey information.
 

An important aspect of the program is to elect center teachers from
 
the same villages where the centers are located. These are women of the
 
same socioeconomic and educational level as th program mothers. Teachers
 
are firmly rooted in the community and speak the same language as the
 
mothers; they are thus accessible and understindable to mothers. The
 
appropriateness of the teachers as educators *f poor mnthers has been
 
questioned by some in the Ministry of Health. Sm.-e doubt that their edu
cation level is sufficiently high to understand hea'th/nutritlon concepts
 
and then translate these to their clients exists. It was our evaluation
 
team's impression that the teachers do very well, primarily because
 
of the very detailed lesson plans and continual upgrading of skills.
 
However, we also observed situations where center teachers made 'ittle
 
use of the weighing process and growth chart as an educational tool.
 
Also some teachers did not engage mothers in discussion of even minor
 
illnesses, but referred them to the health center. The Ministry of
 
Social Affairs is aware of this problem and considering solutions.
 

Training of the teachers at Marrakech is adapted to their abilities.
 
One instructor at the school said that she divides her course material 
in
 
order to cover it in twice the time for teachers from the southern
 
provinces whose level 3f comprehension is lower than those from the
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northern provinces. The school is also introducing a new course in
 
principles and practices of communication to assist the center teachers.
 
The annual month of continuing education for the teachers contains muzch
 
recapitulation of material from earlier courses. 
 For the first week the
 
teachers themselves are assigned to teach this refresher material 
to
 
their peers; they are encouraled to use student-active, question and
 
answer methods of presentation. The school at Marrakech has a social
 
education center right in its own courtu rd. This affords a site and a 
regular schedule of mothers' classes for practical training in the after
noons to reinforce classroom teaching in the mornings.
 

At the centers themselves teachers encourage mothers to suggest dis
cussion topics and relate their own experiences. There is lively inter
action in a relaxed atmosphere between mothers and teachers. Rhetorical
 
questions and practical demonstrations are emphasized. The arrangement

of the room encourages this student participation with mothers usually

sitting in a circle. The project leadership style--instructors and
 
provincial supervisors listening to teachers' problems and ideas--creates
 
a positive model for the teachers' interaction with the mothers.
 

Whiile teachers do visit some homes of mothers, this represents only a
 
sm !l percentage of the 500 enrolled households at each center. Reaions
 
reported for visits varied. cnome teachers visited women who had nat 
showed up for one or two sessions. Others visited homes of newly en.. 
rolied mothers to catch them up on topics already known to the longer 
en;-olled mothers. Some reported visiting homes of mothers 
who had sick
 
c!.ildren referred to the dispensary.
 

Clearly defined central guidance is the important complement to the
 
encouragement of local variation and initiative seen in the MSA program.

Printed lesson plans, common teaching and weighing materials and for
matted supervisory and teachers' reports are some examples of these
 
management components.
 

In summary, the Morocco nutrition/health education and feeding program

is an example of a successful prcgram utilizivig primary health 
care
 
workers for nutrition screening, nutrition/health/hygiene education and
 
referral of sick children to health centers. The program differs from
 
some primary health care models in its more limited commnity-based

involvement and outreach to families, but is similar in its encouragement
 
of bottom-up communication and adaptation to regional and local neels and
 
initiatives.
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INVOLVING THE COMMUNITY: EXPERIENCES FROM THE FIELD
 

Phyllis Dobyns
 

Seminar Speaker
 

Is community participation a "custom more often honored in the breach
than in the practice"? 
 In the last five years many notable figures have

written on the need for primary health care, 
and more recently on the

need for comnunity-based approaches. 
 However, real and corncrete applica
tions of primary health care are few, and community-based applications
 
are even fewer,
 

The Save the Children Federation is deeply committed to a community
based, integrated programming methodology. This methodology is based
 
upon experience in working in more 
than 26 developing countries. The

approach is holistic, recognizing that health problems are interrelated
 
with the economic, political and cultural problems of society. 
Health is
 
seen as 
only one component of the overall development of the community,

improving the quality of life.
 

In implementing an integrated rural development plan, the initial

goals and objectives of the plan itself renain open-ended and flexible.
Planning is based on community felt needs, and not the needs as 
felt by

the outside technicians. The field coordinators for Save the Children
 
try to inspire, advise, motivate and demonstrate, but do not make deci
sions for the community. In general, they try to build from the grass
roots up, and not give from the agency down to the people. In reality,

of course, this is the only way enduring success can be achieved.
 

Any program directed towirds a community can work only with the essen
tial element 
of community awareness and community involvement in the

planning and implementation of the program. It must involve those who

live with the problems of disease and poverty and it must stimulate them
 
to make the decisions and take the responsibility for their own health
 
care and well-being.
 

Clearly, all of this sounds good in principle, but how does one make
it happen? How dces one bring about the requisite connunity awareness
 
and community involvement? As Save the Children discovered very early,

the answer to this question lies not in sophisticated organizational

structures and strategies, but upon a few individuals with exceptional

interpersonal skills. These are invariably people who recognize the

inherent knowledge and resources of the community, and who are able to 
facilitate comunity participation.
 

There are as many definitions of what constitutes community participa
tion as there are people working in the field. 
 For some, a short lecture
with a follow-up question and answer period is a community-based activity. Others believe that there has been community participation when abroad spectrum of the village members have availed themselves of the 
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project's services. With this perspective, a definition of community
 
participation may be satisfied if the program serves many people on an
 
out-patient basis. Save the Children differentiates between a comunity
oriented program, as illustrated by the lecture and clinic examples and a
 
program based on coIunity participation, where local people set the
 
program objectives, mobilize local resources and are actively involved in
 
the implementation of project activities that respond to local needs.
 

The success of any community participation effort depends largely on
 
the coImjnit., health worker's level of cocmitment and skill in using this
 
approach. T'e next critical question, then, is what steps can be taken
 
to develop community health workers' skills and commitment to an approach
 
that may appeir to conflict with th. community health workers' own
 
personal quest for prestige and status within the conmunity. To some
 
extent a community health worker can derive status by transmitting to
 
others the sense that he or she has superior knowledge and training. The
 
only 	 role model that they have had is of the technician or teacher who 
imparts knowledge from on high. Implicit in this behavior is the belief
 
that the "knowlege recipients" have nothing to contribute and that the
 
"knowledge imparters" must fill some void. The fallacy of this belief 
reaio ce 3f the mrst dangerous pitfalls. To educate in its true sense 
means not to our in, but to draw forth knowledge. However, being a 
provider, a kind of superior being, fsFtremendously seductive to anyone, 
and for some community health workers it is this desire for status that 
motivates them to remain on the job. It is important to take this 
conflict into account. 

Save 	the Children has found a number of specific strategies useful in
 
planning programs and training primary health care workers. 

1. 	Assist the community in assuming responsibility for defin
ing the community health workers' role and establishing selection 
criteria. This means that the community health worker is in 
effect hired by, and reporting to, the communit.y itself. 

2. 	Define the community health worker's job success in terns of 
community involvement. Thus, the exemplary community health 
worker is one who is working in a comunity where residents have 
launched their own health-related initiatives. Supervisory 
practices, particularly those related to evaluation, mu-!t be 
consistent with this emphasis. 

3. 	Build on existin9 health-care practices so that community members 
are not relegated to the role of mere beneficiaries. Community 
members traditionally have engaged in both preventive and cura
tive practices, many of them highly beneficial. The community 
'must be helped to appreciate the value of what they already know 
.40.
that they do not hold the community health worker in unneces
si,, and ill-advised awe.
 

4. 	 Ins')far as possible use community health worker teams. Members' 
abi)Ities to understand and communicate with different segments 
of the population can complement one another so that no portion 
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of the community is left out of health-related initiatives.
 
Often, teams composed of noth men and women are very practical.

Male community h,alL workers in many cultures are more likely to
 
be successful in involving a community in 
water and environmental
 
sanitation projects then wopmen. Female community health workers,
 
on the other hand, can generaliy establish rapport with mothers
 
and children more easily than males can.
 

5. ULe participatory approaches in thL- training of 
the health
 
wor'ers themselves. Such an approach is one in which the
 
trainees assess their own needs, engage in open-ended learning

activities, and evaluate their own progress in meeting the
 
learning objectives they have selected. In participatory set
tings, learners converse with one another and view other partici
pants as resources. The trainer is not an information imparter

but a facilitator, helpirg 
to set in motion a process whereby

the group can build on its own experiences to solve problems and
 
meet goals. Effective training also involves ample hands-on
 
experience. A technique or 
tool might be presented to the group
 
on a theoretical level, but it is not considered part 
of the
 
trainees' repertoire until they have had several opportunities to
 
experiment with 
it in the field and arrive at their own conclu
sions concerning its worth. Good participatory training also
 
places a strong emphasis on the development of new skills and new
 
attitudes. 
 Attitudes and skills must be developed hand in hand,
 
so that trainees will be motivated to use what they learn once
 
the initial training is over. Peer feedback and other group

dynamic techniques are 
important in building both commnitment to
 
and knowledge of community participation strategies. The net
 
result of this approach will be that the positive experience
 
of the health worker in his or her own training will be carried
 
over into his 
or her work in the field.
 

6. Use follow-up to build community health workers' 
self-confidence
 
and to reinforce those behaviors most conducive to enlarged

community participation. Some techniques for this kind of
 
follow-up generally performed by trainers include jointly facili
tated community sessions where the 
trainer and community health
 
workers work together to develop a community activity; organiza
tion of peer support groups where community health workers from
 
nearby ccnmunities share problems, accomplishments, and solu
tions; and joint goal setting activities and subsequent workshops

where skill needs identifed by community health workers ar
 
met.
 

All of these strategies focus on the human element of primary health
 
care. An element which still does not receive the attention it requires

and deserves. Facts and figures aside, primary health care 
is above all
 
intensive work with people in their communities. Ultimately, we must
 
realize that the goal of health for all people really means health
 
all people.
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SELECTION OF PRIMARY HEALTH CARE WORKERS
 
IN EAST AFRICA: A COMPARATIVE STUDY
 

Michael S. Gerber
 

Semiiar Speaker 

It has been estimated that only 20 to 25 percent of rural populations
in less developed countries have access to modern health care. 
 While 80
 
percent of the people in these countries live in rural rtgionT, 80 per
cent of the trained doctor and hospitals are located in urban centers. An
 
unfortunate reality of the 1980's 
is that the world's poor, who represent
 
a majority, are without access to the delivery of health care. 
 Needed
 
are alternative aoproaches to supplement limited existing 
resources.
 

One such alternative is the development of primary health care systems
 
and utilization of a key element within those systems--the primary health
 
care worker (PHCW) (often referred "o as community nealth worker (CHW),

village health worker (VHW). or health auxiliary). The Interna:ional
 
Medical & Resea'rch Foundation through its operational headquarters in
 
East Africa, the African Medical & Research Foundation (AMREF), i!.cur
rently undertaking two primary health care projects in collaboraticn with
 
Ministries of Health in Southe-n Sudan and Kenya.
 

The design and scope of these efforts are different enough to provide
 
some interesting contrasts. 
 This paper will briefly describe boLh
 
primary health care programs and highlight differences with specific

reference to selection and training of community healh workers. The
 
experiences of AMREF a,; a result of working with the Southern Sudan
 
Primary Health Program Kibwezi (Kenya) Rural
Cere and Health Scheme
 
has definite implications for selection and training in future community
 
health projects.
 

Southern Sudan Primary Health Care Program
 

AMREF's involvement in Southern Sudan dates back to 1972. 
 Upon termi
nation of the Sudanese r-i: '4ar the organization was requested to pro
duce a health assessm.nt which stressed the importance of village health
 
services and training auxiliary staff. In 1975, AMREF's Medical Director
 
joined a WHO team in preparing the National Health Program and a program
 
,or Primary Health Care in the Southern Region (PHCP,. During 1976,

AKREF was asked by the Ministry of Health to develop a detailed curricu
lum for training CHWs, plan a training 
program for teachers (tutors) of
 
Ch:4s, execute the training program for selected tutors, conduct refresher
 
courses, and assist in supervising and evaluating CHWs in the field. In
 
1978, AMREF received a grant from USAID for further help in implementing
 
the PHCP.
 

A major goal of the Southern Sudan PHCP is to eventually train at
 
least 800 CHWs 
who will then provide first level health delivery for a
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population of over 
four million. In an area comparable to the size of
Kenya. Southern Sudan has fewer than 60 trained physicians to serve these
more than four million people. As specifically stated in the country's
National Health Plan, tne PHCP 
is a comprehensive health delivery system
which (1) is community based and beyond
reaches 
 the health center and
dispensary; (2) is designed 
to have responsibility for the entire rural
and nomadic population; (3) lays 
stress on health services that are promotive and preventive rather than curative; (4) includes 
rural development activities 
and (5) relies on community participation and self
reliance in the development of 
a rural health care system.
 

Since 
Sudan's PHCP is national in scope, the selection criteria and
process for CHWs 
has been mandated by the Ministry of Health. 
 AMUEF is
providing technical assistance to 
help the Ministry in implementing its
 own program. The Government of Sudan proposed that CHWs he recruited and
supported by local 
comunities and paid by local government institutions.
To date, only local recruitment has occurred. 
 Because village comrnuni
ties cannot afford to support CHWs these workers are being paid by the
regional government and are considered civil 
servants. This status will
continue until communities 
are able to fulfill the remuneration responsibility. Current salary for 
a CHW is approximately U.S. S662 rer annum.
 

Selection of a CHW 
rests with three village groups: The Villaqe
Development Committee, 
the Sudan Socialist Union (SSU) and 
the Village
Council. The first two function in an 
advisory capacity at the villag,!
level, while the 
third is the lowest ranking official government body.
The Village Development Committee members 
are elected for one year. The
SSU is a political party whose members are elected for two 
years. The
Village Council members are elected to four year terms 
and are invested
with executive authority. Besides selection of 
CHWs, these comrittees
seek to integrate primary health vithcare other community development 
programs.
 

The minimum educatioial requirements for selection as a CHW sixis 
v )' of primary schooling. Since training 
is conducted in the English
language, an ability to 
both read and write in English is a necessity.

On completion of 
a fixed nine month training program, the CHW is posted
to the community which made the selection. 
Because of cultural consider
ations 
and high educational requirements, the approximately 
200 CHWs

trained to date in Southern Sudan have all been males.
 

Theoretically, in most primary health 
care programs, selection and
compensation of CHWs 
is made by the communities they serve. There has
been some deviation from this ideal 
 in the Southern Sudan. Although
selection is the responsibility of 
three elected village bodies, questions can be 
raised about how representative they 
are. Those questions

generally apply in programs where CHWs 
are selected by some type of
village committee. 
A lot more study is needed of the processes and group
dynamics involved 
in selection of CHWs by village institutions.
 

Compensation in Southern Sudan does not come from the communities, but
rather from the Regional Government, in effect making the CHW a civil
servant. The Government of Sudan's plan is 
to pay salaries with eventual
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responsibility for remuneration being assumed by lxal commu-ities. The 
rationale for initiai government compensation was that in o,'Iar to get a 
national PHCP going, Ministry of Health funding for Cifs w.s necessary. 
It was felt that given minimum resoerces, villages could not and still 
cannot maintain support. 

Strong arguments can be offered for local commitment and delaying pro
grams until a village support system is worked out by the villagers them
selves. There is little doubt that a greater burden of responsibility 
and accountability are placed on the CHW if compensation is derived from 
the group that did the selection. In Snuthern Sudan, a CHW works for the 
government and not the people being served. Salary levels set by the 
government for CHWs are quite high given village economies. It will be 
very difficult to make the trans-tion from civil servant to "village 
supported" CHW. Is it reasonable to eventually expect CHIs accepting 
salaries lower than what they now earn or accepting in-kind compensation 
in lieu of cash?
 

The educational requirements for CHWs in Southern .,udan deserve some
 
coment. Questions can be raised as to .ether six years of formal
 
schooling is not an artifically high level. There are o:her PHC programs
 
wher, , basic literacy is not a mandatory requisite. Whdt constraints do 
educational standards place upon village selection committees? What are 
the implications for training CHWs if no minimum requirements are estab
lished? There is no universally accepted set of criteria for determining 
future effective performance by CHWs. However, existing programs have 
demonstrated that they can, with proper training, oroduce functioning 
CHWs who have never had any fornal education. 

Kibwezi Rural Health Scheme
 

AJ'IEF is involved inone such program. It is assisting the Government
 
of Kenya, Ministry of Health in the development of an integrated and 
comprehensive rural health service system for the Makindu Division of 
Kenya. Kibwe!i's Health Center is serving as the base of operations. 
The health service will utilize health center staff as well as community
 
health workers of the village level to mket health care needs of a target
 
population approximating 100,000.
 

Kibwezi's Rural Health Scheme is aimed at creating a model for rural 
health care systems. Special emphasis is placed on community participa
tion and maximum health coverage within the resources available for this 
area. Felt health needs, as expressed by community members, have and 
will greatly influence project implementation.
 

The project's training element is being funded by a three-year USAID 
grant made in 1979. A year and a half prior to funding, AMREF's Health
 
Behavior and Education Department began working in the communities of 
Kibwezi and developed a relationship with village leaders and local 
development committees. Since there is no nationwide primary health care 
program in Kenya, AMREF had an opportunity to develop a program right 
from the start with input from and participation by villagers of the 
area.
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The major methods of implementation and design strategy employed by
AMREF for this project include: (1) baseline'surveys and special studies

carried out by the Health Behavior and EJu,:ation Department; (2) con
struction of a health center in Kibwezi to serve as the refer.,- andtechnical supervisory base facility; (3) refresher training for st,..r at
existing rural health stations in the division; (4) training some 120
CHWs, a new category of worker selected by the community and given a fewweeks basic training in close cooperation with the ponulation to be
served; 
(5) providing CHWs with the continuous post-'asic training

support and (6) development if varied teaching materials.
 

The baseline surveys were 
a major factir leading to evolution of a

selection process, training p-ogram, and remcneration system. To intro
duce the surveys, corm-mnity meetings (baraLis) 
were held throughout

Kibwezi. These barazas 
involved careful discu:sion of the meaning of

primary health care with stre ss on prevention. lh.,y provided valuable
 
learning experiences for all participants. AMREF understood that a bona

fide 
community health progrn necessitates listening to villagers 
and
 
discussing their health needs, their fears, their day-to-day problems and

the 
gaps in their knowledge. With continuing discussions, interesting

relationships emerged linking demands 
made by the community with their

willingness to not only participate but to initiate programs. The long

interviews 
frequently led to even longer discussions.
 

What emerged from field work by the 
Health Behavior and Education
 
Oepartment was a definite plan of action for selecting and training CHWs
beginning the last half of 1979. 
Criteria for selection of trainees was
 
discussed and agreed upon with representatives of the local communities.
 
Several meetings were arranged in the villages 
to explain the objectives

of the project and the role of community health workers.
 

Of four clusters included in the baseline survey, Kai sub-location was

selected as the first area for CHW training, mainly because of its active

self help groups. Kaungini and Syengoni were chosen within the sub-loca
tion. CHW trainees were selected by various self help groups with the
idea that each group would 
choose a male and female trainee. In the

first batch of 37, there were 18 males and 19 females.
 

The self-help groups preferred their trainees to be literate, 
if

possible. This was the case 
with the exception of two. (While desir
able, literacy was not mandatory.) Most had completed standard seven and 
the average age was 25. The main occupations were housewife and farmer.

The villagers' perception of CHWs was that of a respected, mature person,

having some credentials as a participant in community development activi
ties. At the same time, it was 
felt that the CHWs own life should be

fairly representative of his/her community. 
 It was thus expected that
 many CHWs would have domestic responsibilities in the fon of children
 
and gardens and these responsibilities would preclude any extended
 
absence from home for training.
 

Remuneration responsibility in Kibwezi rests with the commnities. 
It
 
was AMREF's position in consultation with the Ministry of Health 
that

villagers should 
provide support for their respective CHWs, either in
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cash or kind. Payment procedures are still being worked out and will 
take some time before there are clear cut policies. A significant prob
lem identified from initial evaluation studies has been with CHWs and 
communities' wishful thinking that APREF, despite repeated statements to 
the contrary, would produce salaries. At all preliminary barazas it was 
emphasized that this project was designed to be community-based and AMREF 
would not be payinq salaries. But that positic.n, was nuL really believed. 
If AMREF could "build" an impressive health cznter, surely funds could be 
found for CHWs who are the .:enter's outreach. 

Conclusion
 

With AMREF's major training i-ovolvement !n the Southern Sudan Primary 
Health Care Program dating back to 1978, and in the Kibwezi Rural Health 
Scheme to 1979, differences in the selection process have become evident. 
These differences, however, must be viewid within the overall context of 
both programs. In Sudan, AMREF was aske to provide technical assistance 
to the Ministry of Health with the purpose of assisting the Ministry 
carry out an already developed national prindry health care commitment. 
At Kibwezi, the situiation was more limited. There was no national pro
gram, the geographicai area and target populations were much smaller, and
 
AMREF was given the opportunity to create a prim .y health care delivery 
system with community participation from the beginning.
 

The intention here is not to do a comparative evaluation of the 
Southern Sudan and Kibwezi projects. The bottom line will eventually be 
what effect CHWs have on improving health in communities they serve, and 
it is much too early to determine that. However, with regard to the 
selection process (and training) certain lessons have been learned. 

Communities to be served should participate in development of primary 
health care programs at the earliest possible stage. As AMEF's Health 
Behavior and Education Department's efforts have shown, the idea of 
primary health care and prevention must be accepted in villages prior to
 
implementation of a program. Village leaders and local organizations can
 
play an important role in promoting the expected benefits. A community 
must see the value of primary health care. Sharing in program design, 
having input in CHW selection criteria, and in determining the training
 
component will increase a community's willingness for acceptance. 

Besides being included in the selection process, local communities 
must somehow be given the burden for CHW remuneration and accountability. 
If a CHW is supported by goverrnent, he/she is perceived as a civil 
servant. There is a greater sense of responsibility and willingness to 
utilize services when the villages directly support a CHW, in cash or in 
kind. In Sudan, a decision was made for the Ministry of Health to pay 
salaries in order to get a primary heal.h care program started. The 
feeling was that local communities could not afford support costs. The 
intention is to eventually shift payment obligations to villages. It is 
probably unrealistic to expect villages willingly absorbing an expense 
that government has been bc~ring. Given a lack of resources, the remun
eration question has no easy solution.
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Flexibility within a primary health care program is desirable. 
This,
extends to establishing selection criteria, a training time period ndmethodology. The greater the flexibility, the greater th? acceptance
participation by the comunity. In Sudan, 

of 
for example, fixed educational

and language requirements 
are one factor in excluding women's participa.

tion as CHWs. Lack of women CHWs tends to limit the utilization of services by women. In contrast, at Kibwezi some non-literates have beenchosen for training by their communities. Because training is shorterand more localized, the population from whicl, CHIds can be selected ismuch broader. Active participation by communities during the designstage can help insure a more flexible program.
 

32
 



EXPERIENCES IN RECRUITMENT OF PRIMARY HEALTH CARE
 

WORKERS IN VARIOUS CONTEXTS
 

Maria G. Mohseny
 

Seminar Speaker
 

Recruitment and selection of primary health care workers should be 
contemplated from the very initial stages of planning and launching of a
 
primary health care system. Certainly it must precede developing a
 
training program and formulation of basic policies of the program. In
 
recruiting primary health care workers, local communities should be
 
involved as much as possible. After being trained the primary health
 
care worker will be serving their communities and if local communities
 
have been involved in selection and recruitment, the trained PHCWs will
 
enjoy their communities' trust, approval and support.
 

Selection Criteria
 

1. Age
 

Younger workers are more often literate and willing to change, but
 
lack experience and respect from the community and are more likely to
 
leave their native villages to upgrade their careers. Older trainees are
 
slower to learn and often illiterate, yet they have experience and the
 
faith and trust of the villagers. The age-range ef 35 to 45 is very
 
suitable.
 

2. Sex
 

This has to be determined by health needs of the target population,
 
socio-cultural patterns and norms. For example, mate-nal and child
 
health services in many developing societies are expected to be offered
 
by female health workers. For other types of health services male health
 
practitioners are required.
 

3. Literacy
 

Literacy, if possible, is ideal; but should not be obtained at the
 
cost of other essential attributes, as it is very difficult to find
 
literate villagers, especially women. By devising simple pictoral forms
 
and a short course on reading and writing numbers this problem can be
 
remedied easily. As an alternative, some literate villagers may help in
 
filling out records for the PHCWs.
 

4. Residency
 

Difficult access to health services due to distance between the
 
services and villages and general preference among villagers to use local
 
community resources require that selection and recruitment priority go to
 
candidates to be trained for their own villages. This ensures maximum
 
utilization, acceptance and support of the community.
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5. Traditional health practitioners
 

Health practitioners 
are old and have set habits in dealing with
health problems. They are 
ofterp not willing to be trained. Yet tradi
tional health practitioners 
are accepted and trusted by the community in
which they live. Therefore, if properly trained, they can have significant i-p- =- L .:punity as useful change-agents and promoters of 
self-help.
 

Methods of Selection
 

Option I
 

PHCWs are selected by a team from the government ministry of public
health, as per predetermined selection criteria, with the possibility of
excludinq the community or selecting an unpopular or inappropriate
 
person.
 

Option [I
 

The community selects the PHCW trainee, with 
a possibility of provok
ing factional disputes in the community.
 

Option III
 

Selection of 
the PHCW trainee by a joint effort of the community and
ministry of health. 
 For this, the health officials set the criteria for

selection, explain the purpose and requirement thoroughly and explicitly
to the village council, committee, organization or whatever they arE
called, and the committee after explaining the purpose to the villagers,
nominate 3-4 eligible 
candidates. The MOH representatives with the
villaae committee together do a final screening and select 1 
or 2 persons
depending on the population to 
be covered and radius of catchment.
 

If a village committee or council does not exist, this is the suitable
time to help villagers to form a council. 
 This last option is ideal as
the nominee is
someone accepted and respected by villagers and also fits
the selection criteria. The council will support the trained PHCWs and

also supervise them. The nominees feel they have
that been given a
privilege by the village council, therefore they will 
feel motivated,

committed and responsible toward villagers 
in general and to the vill.,ge

council in particular.
 

Full-time vs. Part-time P;ICWs
 

This depends on several factors:
 

-- Nunber of population to be covered and radius of coverage. 

-- Number of PHCW5 in one particular area. 

-- Means of remuneration, for the PHCW. Government, community on an 
organized regular basis, or by clients on pay-for-the-service basis.
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--	 Work load in the PHCWs area. 

--	 Other means of supporting himself such as farming or shopkeeping. 

The advantage of working part-time is that the PHCW will continue his
 

other activities also, which keeps him involved in all aspects of the
 

co nunity life and problems. This prevents the PHCWs' growing apart from
 

daily normal village life, or identifying himself/herself more with the
 
organized health staff. This case does make supervision by the health
 
staff of the PHCW's practice more difficult.
 

Employment Status
 

If primary health care workers are government employees the advantages
 
are:
 

--	 more accountability to organized health services staff; and 

--	 easier supervision of their practices. 

However, the disadvantages often outweigh the advantages:
 

--	 remuneration of all PHCWs needed for services to 80% of rural popu
lation will be very costly for the government health sector budget 
of the developing countries; 

-- the community loses interest in supporting the PHCWs and look at 

them as government agents, not one of their own; 

--	 the primary health care ,orker when losing identity with his com

munity gets more ambitious and seeks to further his career and live 
in cities; 

--	 the program will not be self-sustaining and income-generating for 

the community in the long run. It will collapse as soon as eco

nomic constraints force the government to retract on direct remu
neration. 

Integration witV Other Health Activities
 

PHCWs must be supported by community and 2nd level health services
 

staff.
 

--	 Their referral cases should he given priority and good service to 

build up PHCW credibility. 

--	 Incentives should be provided for their health promotional 

activities.
 

-- They should be replenished with supplies on a regular basis. 

-- They should feel important and wanted both in the community and 

organized health services. 
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-- Their confidence should be built up and their skills expAnded

through organized continuing education and supervision systems.
 

-- Rapport and tea -spirit should be created between PHCWs, their 
trainers/supervisors and 2nd level health workers. 

--	 Tasks, reponsibilities, scope of work dnd commitments of all par
ties involved should be specified, e.g. MOH - community council and 
villagers, PHCWs, all should be aware of their responsibilities and 
expectations.
 

--	 PHCWs should be incorporated into broader framework of the orga
nized health care system.
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TRAINING OF TRAINERS IF PRIMARY HEALTH CARE WORKERS:
 
SMhENGTHENING NATIONAL TRAINING CAPABIL TTIES
 

Bruce Bennard 

Seminar Speaker 

In accordance with the major recommendations of the Alma Alta 
Conference, most countries in Africa and the Middle East are seeking to 
extend quality preventive health services to their rural populations.
 
Realization of this goal depends on many factors, one of which is the
 
development of relevant indigenous training systems that will produce
 
paramedical workers who are responsible for providing rural health
 
services.
 

The Program for International Training in Health (INTRAH), a five
year, international assistance program funded by the Population Office of 
USAID, provides technical resources to strengthen existing programs and
 
develop new primary health care worker (PHCW) training programs in Africa 
and the Middle East. After 18 months of operation, INTRAH is wc'.*ing in 
a wide range of geographical, cultural and health care settlngs, with 
active programs in Egypt, Morocco, Tunisia, Kenya, Rwanda, Swaziland,
 
Somalia and Mali. While INTRAH supports maternal and child health/fmily
 
planning (KCH/FP) training of all catgories of non-physician health
 
workers, the keystone of its strategy in most countries is the Training 
of Trainers (TOT). Recognizing that external technical assistance
 
programs cannot realistically expect to train directly the large number 
of health workers required for extended service delivery, INTRAH improves 
the skills and knowledge of indigenous trainers and strengthens the 
training programs within which they function to create a multiplier 
effect, with the potential for improving the training of large cadres of 
PHCWs.
 

At this time, INTRAH's impact upon MCH/FP service delivery in Africa 
and the Middle East cannot be determined. However, the initial response 
by host country health officials to INTRAH Training of Trainer efforts 
has been enthusiastic, and the program has been invited to extend its 
activities in many countries and to initiate work in others. 

INTRAH's approan to Training of Trainers is based upon a process 
of systematic program development that follows four discrete phases: 
I. Needs Assessment, II. Program Planning, I1. Training Implementation, 
and IV. Follow-up Evaluation. The phases are standard, but the emphasis 
INTRAH gives to collaborative planning with African and Middle East 
colleagues is perhaps unique. The program's intent is to insure that 
host country commitment to TOT programs will endure after INTRAH's direct 
assistance is withdrawn. A critical aspect of this emphasis is INTRAH's 
extension of technical assistance to nationals through each phase of the 
program development process. An examination of each of these phases
 
illustrates how INTRAH applies its approach and how this approach has 
shaped country programs.
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I. Training Needs Assessment
 

INTRAH conducts assessments that focus on priority training needs.
 
are oriented toward practice rather than research or policy, 
ane. are
 
structured to immnediately benefit the host country. 
 The needs assess
ments are collaborative, in-country endeavors, closely linked with the
 
training program development phase. They are utilized primarily as a
 
means of assisting nationals in clarifying established national training

objectives and determining how they can be successfully achieved.
 
INTRAH's appro.ach has led to at least two beneficial results in most
 
countries the Program has visited:
 

1. In the collaborative process of clarifying broad training goals,

nationals responsible for program development become familiar-
often, for the first time--with a procedure for identifying and
 
clarifying needs and goals, while INTRAH representatives bette
perceive the host country perspective on health training and ser
vice delivery. Discussions usually focus on the following areas:
 

--	 the purpose of t: aining 

--	 the potential of training for meeting broader health 
objectives 

country traini.,g program resources and capabilities
 

--	 training materials 

--	 the scope and scale of training 

-- the training participants, including their post-training 
function. 

Evidence from Mali, Somalia and Kenya,among other countries, sug
gests that country health officials have not rou'.inely given

attention to such areas, particularly in connection with training
 
needs identification
 

2. 	 INTRAH has introduced the idea of in-service TOT programs as a
 
viable way for countries to meet their need for developing well
trained PHCWs. By collaboratively exploring ways to apply

limited national and external training resources toward the
 
improvement of programs that are expected to increase the number
 
of health workers, host country officials and INTRAH representa
tives have come to perceive TOT as a realistic and effective
 
approach. This is especially true when TOT programs are designed
 
as refresher courses 
for existing trainers or for preparing

health service workers to become trainers. For example, INTRAH's
 
TOT program in Mali is assisting the Ministry of Health in creat
ing and preparing a national level, in-service training team
 
by providing 
technical assistance and training to instructors
 
from major pre-service PHC worker institutions in Bamako. A
 
similar development is taking place in Morocco with 
selected
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nursing perbonnel. Earlier this year, INTRAH began providing
 
training dssistance in Kenya to increase the capabilities of
 
the training staff of the National Family Welfare Centre (NFWC).
 
It is anticipated that the staff of the NFWC will become national
 
Trainers of Trainers. All three programs were based on an appro
propriate goal established jointly by INTRAH and the host nation
 
during the initial needs assessment visit.
 

I. Program Planning
 

INTRA:i's detaifed, in country planning of TOT programs with host
 
country professionals represents the greatest investment of the program's
 
resources to date. INTRAH views technical assistance in prcgram planning
 
as a means of intensive training for a relatively small group of profes
sionals who have important national level responsibilities for PAC worker
 
training. Typically, this planning is initiated by INTkAH representa
tives during one or more country visits after the initial needs assess
ment and before the implementation of training. Occaslorially, program
 
planning visits follow an initial training event, as in cases where
 
INTRAH agrees to meet a request for an immediate training activity, which
 
is then used as a basis for planning a longer training program.
 

The emphasis INTRAH places upon collaborative program planning appears
 
to be worthwhile. In Somalia, this effort has produced the "Family
 
Health Training Program," which involves the joint participation of
 
Benadir Hospital and the Departments of Training, MCH, Primary Health,
 
and Planning in the Ministry of Health. This program marks the first
 
time that these departments have worked together. Program Planning tech
nical assistance provided by INTRAH in Tunisia helped the National Office
 
fcr Population and Family Planning aevelop a long-term, manpower training
 
plan that extends beyond the actual scope of direct INTRAH involvement.
 
The commitment that Moroccan Ministry officials have made to extended
 
INTRAH involvement and, more importantly, to institutionalization of new
 
training mechanisms, is largely due to INTRAH's flexibility and willing
ness to collaborate in the process of training program planning with
 
these officials.
 

Nevertheless, INTRAH's strong emphasis on technical assistance in pro
gram planning has its short-term risks. It tends to delay initial train
ing activities and probably reduces the total number of health workers
 
directly trained by INTRAH. These are serious considerations for a pro
gram operating in a geographic region where the number of active trained
 
health workers falls far short of the number required. Certainly, the
 
importance given to program planning has slowed INTRAH's rate of train
ing. For example, in Tunisia, Egypt and Somalia, at least two program
 
visits were necessary before a single training activity occurred. In the
 
long run, however, INTRAH's strategy should improve the quality of
 
training by strengthening national training capabilities.
 

The following steps of collaborative program development clearly
 
reflect the considerable time investment required:
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1. 	 During needs assessment, actual program planning begins with a 
dialogue between IN1RAH representatives and host country offi
cials. One or more specific needs are clarified, a preliminary 
strtegy for addressing the need(s) is proposed, and determina
tion 	of the type and extent of assistance that INTRAH can offer 
is established.
 

2. 	 One or more follow-up visits are undertaken by INTRAH representa
tives to develop a comprehensive draft proposal with host country

professionals for short or long-term training efforts. 

3. 	 The proposal is reviewed by INTRAH's Program Planning Committee, 
whose members represent different technical areas of training
development. The Committee attempts to clarify and strengthen 
the proposal. The INTRAH representative who originally assisted 
in developing the proposal accepts or modifies the suggested
 
revisions, taking country conditions into consideration.
 

4. 	 The proposal is modified through correspondence or additional 
program planning visits. Eventually, a formal contract or memo
randum of understanding is signed. 

A successful Program Planning phase depends on the patience and inter
personal skills of the INTRAH representative. The representative must 
gain 	 credibility by negotiating openly, by being attentive and receptive 
to host country needs, and by assisting national counterparts in raising
and 	 answering analytical questions associated with program planning. 

Ill. Training Implementation
 

INTRAH's TOT programs usually consist of a series of workshops, two to
 
six weeks in length, which are conducted in Africa and the Middle East.
 
Workshop content varies considerably. In addition to training tech
niques, it includes curriculum revision, materials design and production, 
as well as health-related clinical skills. TOT programs begin with con
siderable external technical involvement, which gradually decreases until 
host country professionals provide most or all of the training. Whenever 
possible, nationals are used as co-trainers, leginning with the workshop

planning phase when content, materials development, format, and schedul
ing are considered. National co-trainers generally take increasing work
shop responsibility until INTRAH representatives are no longer required.

This process of training implementation is well underway in Mali, Kenya 
and Swaziland. National trainers in these countries are gaining first
hand, direct experience in the full range of responsibilities associated 
with implementing high-level, quality Training of Trainer workshops. 

IV. Follow-up Evaluation
 

During the needs assessment and program planning phases, INTRAH
 
stresses the importance of collaborative planning of evaluation and
 
follow-up. Since such programs are of value only if those trained are 
able to apply what they have learned in their work setting, careful eval
uation and follow-up is deemed necessary to determine the extent of this 
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application and assess whether or not the effects of training are being
 
diffused Evaluation provides INTRAH and host country officials with
 
information necessary to decide whether or not the TOT program requires
 
modification. Upon ac:eptance of the viability and practicality of the
 
above principles by al parties, provisions ar made during the planning
 
phase for evaluation and follow-up in any TOT program..
 

Typically, host country officials aro.rowaledge the importance of forma
tive evaluation as a means of improving program management, but they
 
require assistance in planninS and conducting specific evaluations and
 
follow-up activities. INTRAK his provided such technical assistance in
 
planning and implementation prior to ,r e3rly in the actual training
 
phase in Kenya, Swaziland, Tunisia, Morocco, Egypt and Somalia.
 

Long-term impact plans developed to date include field-based follow-up
 
of TOT trainees on a sampling basis. These INTRAH field studies will
 
rely upon on-site observation to chronicle what occurs at the training
 
site or workplace. Although the methodology will be systematic, it will
 
not depend on quantitative measures for results, and the criteria for
 
each study will be adapted to the particular circumstances at hand. Most
 
inMportantly, host country nationals will share considerable responsibil
ity for all follow-up activities. This situation keeps follow-up proce
dures consistent with host country resource capabilities and assumes that
 
trainees will be supported by their indigenous training system after
 
initial training has occurred. INTRAH's experience reveals that evalua
tion and follow-up are often neglected less from lack of interet than 
from a shortage of resources.
 

Summary 

To develop sustained national training capabilities for non-physician
 
MCH/FP service personnel in Africa and the Middle East, INTRAH emphasizes
 
a collaborative, systematic development strategy for long-term, quality
 
Training of Trainer programs. This strategy, which includes the provi
sion of technical assistance through each phase of the program develop
ment process, a'ready has borne positive results in various countries:
 
health officials are realizi-.g procedures for clarifying their needs and
 
objectives, national training teams are being considered as a viable
 
"-ans of reaching large numbers of health workers, institutions and
 
organizations with common interests and directives are interacting, and
 
new training mechanisms and plans are being put into effect. Finally,
 
INTRAH's training partners are actively assuming more responsibility for
 
training or are being prepared for responsibilities in other areas, such
 
as follow-up field studies. INTRAH w'il minimize the short-term training
 
risks inherent in its approach by building on internal potentials and
 
capabilities in Africa and the Middle East to produce a broader training
 
effect.
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ALTERNATIVE APPROACHES TO TRAINING OF TRAINERS
 

Sif Ericsson
 

Seminar Speaker
 

Imagine that you have just been put in charge of a program to train
 
village health workers in one of 
the West African countries. You are
 
working with two nurses from the Ministry of Health who have worked in
 
rural health centers, but who have never taught before in their 
lives.
 
They, not you, are supposed to train the village health workers, since
 
they know the language. You, of course, have had experience with train
ing before and also know something about how to develop training mate
rials, but perhaps not specifically for village health workers. Now what
 
do you do?
 

1. 	 You can decide that you have so many other things to worry about
 
that you will let the two trainers take care of the development

of the training prograim while you arrange othtr things. They are
 
probably quite competent. You will set them down with the World
 
Health Organization (WHO) manual for primary health care 
workers
 
(PHCWs) / and some other 
village health worker (VHW) programs
 
you have scrounged up. Then you can ]ive them help when they

ask for it and ,eview the program to make sure that all you want
 
to include is there. You will also arrange the setting in which
 
they are going to teach and supervise their teaching. You are
 
not really worried. They are good people and you know they can
 
do it. Everything will turn out fine.
 

2. Now if you have had some more experience and are not a born opti
mist, you will assume that the nurses do not really know how to
 
develop a training progi-am, but that they will probably teach it
 
all right. 
 So you will sit down on your own with the WHO manual
 
and the materials you have found and develop the course all by

yourself. You will of course show it to others to get 
some 
feedback, but it is basically your work. This will assure you
that at least the training course is all right. You cannot do 
much about the way it is taught, but the content will be all 
right.
 

3. 	 Well, if you are even more suspicious of the trainers that have
 
been assigned to you, you will send them for training in Europe
 
or the U.S. There are three-month courses which train trainers
 
of VHWs. These courses are pretty good. The trainers will learn
 
different approaches to training, different training techniques
 
and see materials they can use. Of course, there is no 
actual
 
field practice in 
a natural setting, and very little instructions
 
on how to adapt the teaching materials to their own course. And
 
some of the methods and materials they use may be difficult to
 
use in the health center where they are going to train VHWs. 
 But
 
they will learn how to train others, and since you can develop
 

42
 



the course you will be all set to achieve a good village health
 
worker training program. If it fails it is not because of the
 
trainers or the program--it is for other reasons.
 

What 	is needed is an approach which provides training materials that
 
can be adapted for local use and also gives field experience in develop
ing and implementing a village health worker program. This author
 
believes one such approach is more failure-proof than the others. (No
 
one can guarantee success, but there are certain steps you can take to
 
minimize the probabilities of failare.) This alternative has been devel
oped with the assistance of the Strengthening Health Delivery Systems
 
(SHDS)Y project at the WHO training center in Togo. It is also used
 
with certain modifications at the WHO training center in Nigeria.
 

In approachinq the development of the VHW training course and the
 
implementation of this program the following problems were raised:
 

1. 	 There are no training materials available for training VHWs whiWh
 
adequately outline in a simple form a course that can be given

h -cole with little or no experience in designing training 
courses. 

2. 	 There is a certain oasic content that will have to be taught to
 
the VHW. However, in most cases the content which we wish to
 
teach the VHW is much more than we can teach in one sh,,rt 'ou'se.
 
Thus, we have to select. This selection will vary frtwn country
 
to country, from region to region, from department to department.
 

3. 	 The training methods that can be used are different from those
 
used to train other health care workers. VHWs may be literate,
 
but they have little if any experience with formal education.
 
Thus, we have to use methods which are generally referred to as
 
non-formal educational methods. /
 

4. 	 People who are going to develop and implement VHW program have to
 
be trained. They will need training in how to develop training
 
programs, select instructional materials, administer training
 
programs, teach the course and later on, how to supervise and
 
evaluate.
 

These problems were addressed in a step-wise approach:
 

1. 	 A VHW training course was developed based on objectives and with
 
session plans which outlined the activities which would be used
 
to teach the objectives and which defined the approach and con
tent of these activities. It had to be designed so that it could
 
be used as a base for VHW training in any of the Af'ican coun
tries sending students to the WHO training centers in Togo and
 
Nigeria.
 

2. 	 A three-month Training of Trainers (TOT) course was instituted at
 
the centers. The course specifically aims to train people to use
 
the developed VHW course to train village health workers.
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3. 	To further ensure success 
with the primary health care projects

using VHWs in ths SHDS countries, additional support is provided

to graduates of 
he TOT courses with the planning, implementation

and evaluation of in-country VHW training programs.
 

We have at this point developed the VHW trairing course.!/ given three
TOT courses in Togo and two 
inNigeria and also provided follow-up assis
tance to graduates of these ccurses 
in two countries, Mauritania and the
Gambia. 
 The course in Nigeriz differs significantly fron the Togo
course, mainly because Nigeria has
the center access to a field site
within commuting distance of the center. 
 At the center in Nigeria they

also 	have a differcnt mixture of teaching methods and 
the TOT course

objectives differ slightly from the ones 
in the Togo course.
 

The teaching methods used at 
the Togo center include mainly a pattern
of individual 
readings of assigned materials, group activities, clarifi
cation of readings, case studies, field trips 
and practical work. No
lectures are scheduled, but sometimes, for example in the second TOT
 
course, panel discussions and short information talks 
are used to give
the participants an idea of various aspects of primary health care. 
 The

students are also given the course objectives and a course program keyed

to the objectives at the beginning of the course.
 

The first TOT course in Togo was divided into only three sections: (1)
planning and implementing a VHW program (130 hours), 
(2) field teaching
practice (195 hours), and (3)management (52 hours). However, the second
 
course was arranged in six modules. The reason for the -hange was mainly
that it more directly defined the area each facilitator would be respon
sible for. Each facilitator was assigned or
one two modules; in the
first course no one had been specifically in charge of a section. It
also made it easier for the students to follow the design of the course.
 

The six modules are as follows:
 

1. 	Organization of personal and group work. 
 (18 hours)
 

The first TOT course as well as other courses at the :enter have

shown that the students are not very well prepared to take the

responsibilities for own
their studies in individual and group

work. Thus, 
in this course segment the students were shown how
 
to use the library, practiced making synopsis of assigned read
ings, worked 
in groups with problems designed to improve group
dynamics, etc. They were also given some case studies designed

to give them some knowledge about how to brild and work in
 
efficient teams.
 

2. 	Planning a project to correspond to the community needs.
 
(36 hours)
 

It was shown in the first course that the students did not have a

clear picture of what primary health 
care 	entailed. They also
needed to know how to plan 
a primary health care project and how
to obtain 
resources to implement it. The activities in this
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section included panel discussions, a field trip to identify

health problems in a village, and group work developing a plan 
for a primary health care project.
 

3. Planning and implementation of a health training program.

(90 hours) 

This module was based on the problems identified during the work
 
in Module Two and the plan for a primary health care project the
 
students had developed. The students identified the tasks for
 
the VHW, wrote objectives, designed activities to teach the
 
objectives, studied instructional methods and AV-materials, and
 
prepared an evaluation plan and examples of test instruments. 
They were not asked tU) prepare their own course, but the activi
ties gave them sufficient background for evaluating available
 
instructional materials and selecting what they needed.
 

4. Using and adapting the VHW course. (90 hours)
 

In this module the VHW course was studied and the students used 
the objectives in the course to select session plans for teaching 
the VHW to deal with the problems they had identified in the 
village. It was also possible for them to write their own 
session plans for teaching a few topics they could not find in 
the VHW course. These session plans were patterned on the ones 
in the course and used activities that were similar to the course 
activities. This module was introduced since it was felt that it 
would be easier for the student to select and use rather than to 
develop his own session plans from the problems and objectives he 
had written. This turned out to be true. 

5. Teaching VHWs in the field. (90 hours)
 

Togo does not have a primary health care policy including VHWs. 
Thus it has been difficult for the WHO regional center in Togo to
 
find a site on which they can provide experience in training
 
VHWs. However, there are church-sponsored programs for training
 
villagers in primary health care and one such program was used in
 
all the courses given at the center. The second course arrange
ments did not vary much from the first, although based on the 
previous experiences it was organized in more detail, the stu
dents were better able to idjust their session plans to the
 
previous knowledge of the VHW and in general the training went
 
much smoother.
 

6. Management of a training program. (36 hours)
 

This module was shorted but practically unclhanged from the pre
vious course. The students learned to do PERT and GANTT charts 
and something about how to administer and ,uii d Lraining program.
They also were required to write a report on what they had 
learned in the course and how they were going to use this know
ledge in their own country. In the second course, the evaluation
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aspect was reorganized and some additional 
materials added to
 
stress the role of impact evaluation in a training program.
 

The regional 
courses at the WHO training centers still suffer from
 
some of the problems inherent courses
in not given in the trainee's own
 
country. Practice in training 
VHWs is provided, but due to language

difficulties this experience 
is not as valuable as it would be if this

training was provided 
in the home country. There is not sufficient time
 
to train the trainer in the management of a primary health care program.

However, with the follow-up assistanlce proviJed by the SHDS project 
to

the 20 participating countries the graduites of tne TOT 
course can
receive the support they need and additional training in plhnning, implementation and evaluation of a primary health 
care progren in their own
 
country.
 

During the follow-up activities in Mauritania and the Gambia, the
main tasks have been to provide assistance with thie development of a
 
supervision methodology and a continued evaluation program for the primary health care project. The development of tne course in Mauritania,

for example, based on a survey 
of prom.inert problems in Mauritanian

villages, took 
about two weeks. In a month's time the graduates from
the Togo course and two consultants from the WHO training center trained
 
an additional six trainers to give the court°. 
 According to our informa
tion, the first VHW training course went 
 ery well. Of course. we
 
cannot really tell the results until the VHWs have worked in the villages

for a while. But the initial experiences from our approach are very

encouraging.
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ALTERNATE APPROACHES TO TRAINING OF TRAINERS
 

Ezbon Jen
 

Seminar Speaker
 

Since independence, the Government of Tanzania has been fully com
mitted to the development of the country's most precious resource--its
 
people. Ninety percent of its population live in rural areas. The
 
government has placed a refreshing emphasis on rural development, which
 
includes the delivery of health services.
 

After considering various models of health delivery in termis of cost
 
and manpower, it was decided to concentrate on preventive services
 
(detection, treatment and health education) with emphasis placed on
 
maternal and child health. This fits in very well with the Tanzanian
 
philosophy that "children are the future of the nation." Children and
 
mothers between 15-45 make up 66 percent of the population.
 

Loma Linda University School of Health was contracted by USAID in a
 
bilateral agreement with the Tanzanian government to assist indeveloping
 
the comprehensive maternal child (MCH) services. A very important fea
ture of this program is the training of a new type of worker--the MCH
 
Aide. The role of the MCH Aide will be to deliver health services to
 
mothers and their children. Her services will bring new hope and health
 
to the mothers and children in the villages of Tanzania. In all cases
 
the MCH Aide is to work under the administrative supervision of a medical
 
doctor, medical assistant or rural medical aide and in cooperation with
 
other health workers such as health auxiliaries, nurse midwives, local
 
traditional birth attendants, village medical helpers, and village
 
healers of various types.
 

One of the objectives of the MCH Aide Training Program was to staff 
every MCH clinic in each rural health dispensary and health center by 
1980. This would mean that approximately 2,000 MCH Aides would be 
trained. In addition to assisting in the development of the curriculum, 
Loma Linda University's School of Health was involved with developing 18 
maternal and child health training centers in the various regions of the 
country.
 

One of the most challenging aspects of the educational curriculum 
included two phases of training. Each MCH Aide spent 12 months of didac
tic training in a classroom laboratory setting. An additional six months
 
of practical field experience took place at a health center or rural
 
dispensary. Completion of the training procedures took 18 months. This
 
may sound rather straight-forward. The challenge, however, was to
 
incorporate methodologies that would help these MCH Aides achieve compe
tencies in spite of the broad diversity of the students and teacher's
 
background. Students may range in age from 18-40, with no more than
 
eight years of formal education. Some are mothers with several children.
 
In certain schools the students are mainly from the villages, others are
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urban. Teachers may be recent 
nursing school graduates or experienced
practitioners. 
 Some may love teaching, others assigned the task.
are

Motivationa: levels for excellence, based on 
competency training, vary.

Teaching skills also differ.
 

In light of 
shops 

this, alternate approaches to train trainers using workin teaching skills and content areas were found effective as wellas necessary. Although regularly scheduled, they never seemed to takeplace often enough. Upgrading teachers also 
proved beneficial, but
facilities and personnel were 
limited. In addition, this necessitated
being out of circulation for at least nine months or more.
 
Frequently the search for possible solutions 
is in the direction of
the highly complex and expensive. The search can also be in the simple
and elementary areas. 
 After consideri-,g various formats 
to enhan'e the
learning environment, a very simple educational tool was suggested. 
However, it hiad 
to be pre-tested for acceptance and effectiveness. It was
not meant to be the only teaching tool, 
but one of many which the teachers as well as students had access to--one which would complement thelectures and demonstrat ons. Computer assisted instuction and videosystems were ruled out for the obvious reasons of cost and complexity.Motion pictures and slides could not be depended upon. The preceding four
items had one connon factor--electricity. Most of the schools relied upon
diesel generators for power and we felt that we 
could not justify the
cost nor the dependence upon a special conmodity in developing countries.
In addition, when it comes to higher technology and hardware, the learner


ismore involved with the medium than the content.
 
The flip chart became the educational tool chosen as 
an alternate way
of training trainers: simple to produce, simDle to use and 
inexpensive.
Key topics were first chosen by the curriculum comnittee for this type of
treatment. The essential segments of the 
total curriculum were to be
emphasized in this particular form.
 

Even though learne- objectives were 
listed in the curriculum, it was
reasoned that comprehensive lesson plans would not be uniformly developed
by the 40 different teachers of the varieus schools. 
 Some teachers would
have more time, talent and motivation to develop the lessons than others.
The lessons were developed, key points listed and reinforced with photographs, drawings or 
graphs on th charts. Even the ill-prepared or
unmotivated teacher would be able to 
interpret highlights by reading the
materials from the flip charts. 
 The lettering on the charts was developed so that 
it ceild be read from the back of the room. 
 The students
would also have access to 
the charts to review as 
often as needed.
 
The disclosure of 
information was developed in consultation
Tanzanians so with
that the thought process would be logical to them. These
charts also allowed the various 
teachers to put their personality and
creativity into 
using the chart. 
 For example, teachers realizing the
importance of participation and demonstration could get 
their students
involved by having them read chart concepts or manipulating a real
kerosene refrigerator when appropriate with the lesson plans. 
 A teacher
could also have one 
student read instructions from the chart while
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another student (with the class members looking on) followed the instruc
tion on the real model. Reference from the pictures on the charts is
 
understood.
 

These charts were developed in the context of Krathwohl's three learn
ing domains. Some of the topics contained in these flip charts were
 
Children's Growth Card, Kerosene Refrigerator Maintenance, Child Spacing
 
Motivation, Labor Examination Techniques, Child Screening Techniques, and
 
Infant Nutrition Methods. Labor Examination was not taught from the
 
charts only; the charts served as an introduction giving most of the
 
iinportant information. This was to be followed by instruction on an
 
actual poLient.
 

The charts measured 20" x 26", which is the largest size the printing
 
press at the Ministry of Health could print. We wanted the Ministry to 
have the capability to reproduce these charts as additional needs would 
necessitate. 

These flipcharts were first introduced at the second annual teacher's
 
workshop. They were all instructed on the usage and capabilities, as
 
well as limits. Ample time was given for practice and questions. Recep
tion of the charts was enthusiastic for both the trainers as well as the
 
students.
 

Other types of educational tools were also stressed, particularly
 
those in the "folk media" category. During the yearly workshops, teach
ers were aiven special instruction on story telling, puppets and songs.

They developed puppet scripts, health stories and wrote songs which they
 
could use in their teaching. We should never underestimate the accep
tance of "local" education methods. The utilization of "Incal" educa
tional tools can be a very enjoyable experience for both teacher and
 
student, and later for MCH Aides and their patients.
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THE ACCOUNTABILITY OF COMMUNITY HEALTH WORKERS--TO WHOM AND FOR WHAT 

David Werner
 

Seminar Speaker
 

Health by the People--Is it a Dream that Failed?
 

Two or three years ago, "Primary Care through Community Participation"
 
was internationally "in." 
 But today many experts and technocrats, even

within the World Health Organization (MWO), are beginning to look at the

community participation approach as an ideal that has been tried and
failed. True, most large government progams designed to feature conu
nity health workers and community participation have had disappointing

results. The failure, however, has resulted more 
from obstacles at the
 
central level than at the community level.
 

Unwilling 
to let qo of their control, health ministries, profes
sionals, and experts 
have not given self-managed participation by the
 
people a fair chance. 
 In spite of all the rhetoric about decision-making

by the community, what community health workers are taught and permitted

to do depends far 
more on the wishes of central authorities and foreign
experts (like most of us hi're) than on what the local people want.
 

In theory, community participation means that the poor majority 
in

neighborhoods and 
villages take a leading role in major decisions and

activities affecting mosttheir health and their lives. In fact, for
health authorities--whether of 
left or right wing governments--"partici
pation" has come to mean "getting people in communities to do what we 
decide."
 

-WbY NOT JOINHOW CAN WE GET THEMo CAN TOGETH -. ENT 
TO DO WHAT WE WANT?) O A TRUCKA,RND 

%qE G E T A ATRC NFAIR PRICE .~COmmuNITV GRAIN TTRANSPORTt iFOR TOu V 
WH4Y TRUHouR-5LVES' 

NOT-THRO G OuR M %EARFKETS' 

GRAIT 

PARrICIPATION*'
 
CAN GET INTERNATIONAL
 

F-2 JwAM WILL 

THIE LAND- IF WE 

~STICK. W ER SAY' ICW 

5006ET 
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Harmony or Conflict of Interest as a Basis for Health Planning?
 

To 	listen to most health planners talk about community programs, one
 
would think that citizens from every social level were in agreement to
 
work together for the good of all. Health authorities are portrayed as
 
striving to cover the rural area adequately in spite of their limited
 
bLdgets. Community big-shots and local officials are expected to collab
orte whole-heartedly in helping resolve the needs of the poor. Selec
tio. of a health worker by the community is supposed to be democratic
 
just !dcause a general ,neeting is called. In short, programs are designed
 
as if tri c. ii,position of leadership and control had the best interests
 
of all at heart.
 

Presuming this kind of "h;rmony of interest" within the community and
 
within the nation, the village health worker is blissfuly seen as a
 
"link between the health system and the local community." He is instruc

ted to "obey the system and se,'ve the people" (usually in that order).
 
Since no major conflict of interest is acknowledged, the health worker is
 
expected to give his allegiance to both those on the top and those on the
 
bottom, without being torn to pieces.
 

In the real world, however, conflicts of interest between the rich
 
and the poor, the powerful and the powerless, exist at every level-
between nations, within nations, and within communities. Any health
 
worker who is deeply concerned for the well-being of the people, sooner
 
or later comes up against some of these conflicts. He or she may run up
 
against ...
 

--	 rigidly fixed requirements or 'norms' that do not coincide with the 
wishes or needs of the local people, 

-- predictable failure of the central program to come through with 
supplies or promises, 

-- supervisors who show more concern for rules and regulations than 
for innovation and search for better ways, 

-- corruption or irresponsibility on the part of local or national 
officials, 

--	 underlying problems of land tenure, exploitation, and violation of 
laws and rights, all of which greatly affect people's health, yet 
which the authorities pretend not to see--or contribute to, 

-- endless paperwork, filling out of forms, and stifling bureaucracy 
that waste the health worker's time and drain his energy, and 

--	 a paternalistic approach to public services that increases depend
ency on central institutions rather than helping people grow more 
self-reliant. 

Training programs rarely prepare health workers to analyze or deal
 
with three fundamental conflicts of interest. On the contrary, too often
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they teach health workers 
to play the standard game, pretending that the
rulers are generous and that such conflict does not 
exist. In effect,

this trains health workers 
to turn their backs on some of the biggest

needs of their people. It can cripple both the integrity and the potential of the health worker. 
 Rather than being a courageous defender of
the people's health, the 
health worker dissolves into a typical civil
 
servant--a 
cog in the impersonal centralized machinery geared to pacify

and regulate the poor.
 

Then we complain that 
our health workers lack initiative, work for

the money only, lose interest, or become corrupt. In fact, they have
simply joined the club! It is not surprising that large centrally
controlled attempts at 
community participation give disappointing

results. To work well, governments and health ministries would have to
become fundamentally decentralized--to redistribute their control, to
 
serve rather than to regulate the poor. In most countries, this will
require far reaching social change that is only likely to come 
from the
 
bottom up.
 

Health workers, to gain social integrity, need to be a part of this
 process of structural change. Even well-intending government programs

have difficulty preparing 
health workers to play a dynamic people
centered role because 
of the top-down nature of training, command, and
accountability. 
 So for health workers whose chief accountability is to

those whose needs are greatest, we must look elsewhere.
 

An Alternative: Commnity-based Health Workers Accountable
 
Primarily to the Poor
 

In spite of the failure of most large, centralized programs to achieve
 
any more than token community participation, in many countries there
 are outstanding examples of 
effective community involvement in health.
This is especially true in small non-government efforts 
that have gradu
ally taken form within communities in response to people's needs. In
such community-based programs, a new kind of health 
worker has begun
to play a leading role. 
 There is a striking similarity in the social,

political and role these
leadership of 
 health workers in community
supportive programs 
in many parts of the world--India, the Philippifies:

Mexico, Nicaragua, Honduras, El Salvador, 
Guatemala and Bangladesh.
 

These new health workers have in common an intense commitment to the 
poor. 
 They strongly identify with and feel accountable to those ingreatest need. Their goal 
is health for all--but health that is founded
 
on understanding, equality, fair distribution of land, wealth and power,

and political justice.
 

Whereas the educational focus of centralized programs is usually 
on
changing the attitudes and behavior of the poor, the focus of communitybased programs is to help people change the situation that surrounds 
them. 
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XAM 	 WE ARE 
GOIWG TO GOING TO
 
CHANGE CHANGE
 

One of the most exciting aspects of this new world-wide community
based movement, decentralized and uncoordinated as it is, is that it
 
goes far beyond any rigid religious or political doctrine. Contrary to
 
accusations, most of those involved ere not aligned with militant 
com
munist organizations. In fact, most of the leaders in these community
based movements recognize the dangers to ordinary people in any large, 
rigid, centralized system--communist or capitalist. They have a greater
 
faith in small groups of working people than in large centril governent
 
of any kind. Rather than accepting any established dogma, they are ask
ing questions that still have no arswers. Even though they may have 
strong opinions of their own, they welcome criticism and encourage others
 
to observe for themselves and to draw their own conclusions. They
 
believe in helping the powerless and oppressed gain strength by a,.quiring
 
greater understanding of the factors that shape their health and their
 
lives.
 

Around this practical human philosophy, a whole new approach to the
 
training, role, and accountability of community health workers has grad
ually grown up. Ideas and methods are being shared and further developed
 
through a series of informal networks around the world.
 

A few features of this people-centered approach are as follows:
 

1. 	Planning of both activities and training does not follow a prede
fined 'blueprint'. Plans are intentionally not "replicable," 
even in the same area from one time to the next. Instead, plan
ning and programming go on continually as a part of a learning 
processs. Participants at every level (instructors, students and
 
members of the community) are invited to help shape, change and
 
criticize the plans. This helps the program avoid becoming static
 
or stale. It evolves continually to better meet people's needs.
 

2. Instructors and students see and treat each other as equals.
 
They respect each other's knowledge and experience (whatever the 
educational level) and learn from each other. This approach 
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helps health workers, in turn, relate to people in their communi
ties as equals. They are better able to help people gain confi
dence in themselves, in their own experience, and in their
 
ability to change their situation.
 

3. 	 Uniforms, diplomas, big techniical words and other symbols that 
tend to separate the health worker from the people or to mystify 
health care, are consciously avoided. Instead, the health worker 
is encouraged to share his knowledge and training freely, making
 
fellow health workers of as many people as he or she can.
 

4. 	 Rathe, than giving special nraise and privilege to quicker stu
dents, while leaving slower students behind, those who learn more 
quickly are encouraged to held slower students catch uo. Thus 
health workers learn that appropriate education does not favor 
the strong at the expense of the weak. 

5. 	 Development of educational skills, community organization, and
 
understaning of "what makes people tick" are given high priority
 
du-ina trainino. On the principle that health activities should
 
rta-t with the vishes of the people, many community-based pro
grams also provide health workers with a strorg grounding in
 
cu'-ative ,edic'ie. This gives the health worker the credibility

he -eeds with the people in arder to win their enthusiasm for 
preventive and social.-hange activities.
 

6. 	 Learnino is hvsed, rot on memorizing facts, but on deve'oping
 
problem-solving skills through actual practice. Learning takes
 
ol acte through ob.ervin:}, thinking, and doing. The center of 
learhno is not the classroorm. but the community. Classroci 
study, when it happens, involvs many role plays and other ways 
of hrignng learning to life. Lectures are replaced by group 
discussions, story telling, songs, drama, and similar forms of 
!ea-ninq based on 'ocal traditions.
 

7. 	 Teaching aeds are simple, lcw cost, and imaginative. Students
 
often take Dart in making or even inventir., them. Rather than
 
demon*ritirg ideas, the best teaching aids help students think 
th'nor through ard liscover an!,wers for themselves. 

R. 	 Health is considered a state cf wholeness and well-being in which
 
personrs are able to work tonether effectively to meet their needs
 
in a self-reliant, responsible way. A precondition for a fully
 
healthy person is a clear understanding of himself or herself in
 
relatinn to other people and to the factors that iof1,Jence their
 
well-bhenq. This. activities that help to develop critical
 
awareness have become a key Part of health worker t-aining, as 
well 	 as of the he0th workPr's. community work._/ 

Care needs to be taker that he.lth workers are not only selected 
fairly by the whole :ommunity, but that they are representative of and 
symoathetic to its poorer memter.. In this way, both the select~or and 
traininq of health workers, as well as the human commitment o the 
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program. leaders, helps define their accountability. This new kind of

people-centered health worker is primarily accountable to his 
or her own
 
people--the poor and :uffering in the immediate community.
 

This all sounds very nicc, you may say. 
But what about accountability

to government and the ministries 
of health? Clearly, community-based

programs and health workers do not exist in a vacuum. 
 At some point,

they rust relate to, work together with, and (if possible without too

much compromise) 
receive support from existing government services.
 

Obviously, 
in one way or another, community health workers must be
accountable to the existing system. 
 However, their commitment is not to
 
conform to the system, but to work toward changing it--to help decentralize our top-heavy institutions and make them more 
fully accountable to
 
the people in a direct, flexible, and personal way. So comnunity-based

health workers are first accountable to the poor, and only secondly to

the ministry of health and other central agencies.
 

COM--E vovj.i/ 
YOUR PARTIC IPATION,VNOT YOUR '0
 

OPINIONS.' 0 C, Pr A0 O& 

They are also accountable to something far bigger. 
 To paraphrase John

Donne, no community--or even country--is an island unto itself. 
 Today

the health of people ina village or neighborhood is,in part, determined

by factors that lie far beyond the immediate comunnty or even nation.
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As we all know, the powers-that-be have grown so great, so greedy and so
 
dangerous that they threaten the survival not only of the poor, but of
 
all life on this planet.
 

In today's world, health workers need to help people become critically

and actively aware of the situation that surrounds them--in their vil
lages, their countries, and their world. 
 For the first time in history,

humankind is one. The new village health worker, in 
a sense, needs to be
 
accountable to the whole of humanity. 
On a small and dangerous Earth, it
 
is the only realistic way. Together we either change or perish.
 

No one today needs to point out that the world is in a state of

crisis. But one positive thing about crises is that they set the stage

for major change.
 

Crucial, humanizing changes have happened 
before in recent history.

Only 200 years ago, slavery was widely accepted. It was questioned only

by a few unpopular "radicals." Then came the crisis of protest and 
emancipation. As a result, in most of the world today, direct ownership
of one person by another is no longer acceptable or legal. Human con
sciousness, to some extent, evoived. 

Similarly, through another more recent period of 
international crisis,
 
poor nations are for the 
most part no longer owned outright by rich
 
nations. Colonialism is no longer celebrated as a virtue.
 

So it must be with the present, health-destroying neo-slavery that so

cruelly holds the weak and poor under the parasitic yoke of the powerful
 
--whether in village, nation or world.
 

The seeds of change are already taking root. There are signs, in many

small groups and personal ways, that humankind is on the edge of a criti
cal awakening. As the working people and poor become more aware of their

rights, the repression by those in power grows 
more severe. But cruel
 
repression only awakens people more quickly to the call for change. 
And
 
little by little, Lhuoe un Lhe bottom are awakening.
 

Small, independent, comnunity-based health programis 
in many parts of

the world are playing a key part in this process. This is not a response

to doctrine of 
any kind, but merely a result of honest analysis of the
 
underlying social causes of poor health.
 

In fact, in many comnmunity-based programs around 
the world, health

workers are beginning to analyze the microcosm in which they live in

relation to the macrocosm that surrounds them. This has led them to feel
 
a more global accountability. They are 
beginning to feel a brotherhood
 
with the poor and suffering people in every corner of the Earth, and to

share with health workers elsewhert. a conmnitment to working toward a
 
fairer, more personal, more loving world community.
 

The kind of health worker just described, and similar workers in other
 
fields of human endeavor, do exist. And in spite of 
the attempts by

large government programs to absorb 
or destroy us, our numbers and our
 
unity is growing.
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NOTES
 

!/Many of the methods, aids and ideas referred to are further devel
oped in a forthcoming book, Helping Health Workers Learn, by David Werner
 
and Bill Bower, in print by late 181
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THE SCOPE AND QUALITY OF PRIMARY HEALTH CARE SERVICES
 

Lincoln Chen
 

Seminar Speaker
 

Introduction
 

One of the major thrusts of the modern health care movement has
 
been to link modern health knowledge and technologies with people and

communities. i ile straightforward as a concept, this linkage process

involve, whole se". of social issues, such as 
how 	to promote self-reli
ance, de-professionalization of service providers, and the transfer of
 
control of knowledge and technology from service providers to the people

themselves. It should be ecognized 
at the outset that the allopathic

system of medicine which forms the basis of modern health care is only

one school of medicine- Based 
on western concepts of well-being,

allopathic sciences ara often 
introduced into traditional societies with
 
other systems of health and medicine. Western concepts of iealth are
 
usually more biologically focused, whereas traditional systems often

include not only biological aspects but also a concern with social,

emotional and spiritual well-being.
 

In addition to this tension b':Lween biological and social well-being,

the 	introduction of modern healti 
technology into previously inaccessible
 
populations is associated with at 
least three fundamental issues:
 

1. 	the approach of linking te)chnology with people;
 

2. thc prioritization of specific health activities within
 
integrated programs; and
 

3. 	tne role and function of the primary health care field
 
worker.
 

Linking Technology with People
 

All health care programs basically involve technology and people.

Technology refers to how a specific goal is accomplished. Technologies

have characteristics: 
 some operate through biologic mechanisms, like a
 
vaccine, while others 
are primarily social or behavioral, such as

hygienic or dietary behavior. People and communities who apply such
 
technologies for their 
benefit also disp!ay different characteristics.
 
People are not only individuals, but are organized according to relation
ships, such as family, communitics, ntions. Customarily, approaches to
 
health care programs are biased alung one %ftwo directions. The techno
cratic, approach, which usually predominauls, focuses on disease and

technology. Examples of such approaches arz immunizaton programs in
 
which programs are organized accordij to the iointification of a speci
fic disease and the development, production, distribution, preservation,

and delivery of a specific technology, in this cas2 a vaccine. Other
 
examples of such technocratic approaches are oral rehydration systems,
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family planning, and malaria eradication. These examples are all prob
lem-specific and their mode of operation is to apply the most suitable
 
technologies by organizing people to achieve such goals.
 

Another approach is a people-biased approach. People are not only
 
organized according to a set of formal and informal relationships, such
 
as family and community, but they also have unique history, culture,
 
identity and needs. Such needs are customarily holistic, in the sense
 
that biological well-being constitutes only one limited dimension of the
 
total needs and desires of people. A people-biased approach usually
 
involves mobilizing people, particularly in groups, to undertake actions
 
that are beneficial to the entire group. Such actions include socio
economic and behavioral change, but also involve the control and utiliza
tion of effective technologies.
 

Obviously, neither the technocratic nor the people's approach is
 
wholly sufficient unto itself. One of the challenges of primary health
 
care is to harmonize this basic dichotomy between these two approaches,
 
for neither alone are sufficient.
 

Prioritization of Health Activities
 

Primary health care involves many activities. Among those customarily
 
considered essential components of primary health care are: basic
 
immunizations, (BCG, OPT, tetanus, measles, polio); oral rehydration
 
therapy for diarrhea; water, sanitation and environmental programs;

health education; nutrition ;-tivities including maternal nutrition,
 
breast feeding, and infant feeding practices; family planning (pills,
 
condoms, intrauterine devices, surgical methods); and first aid for
 
simple emergencies. In addition to thest medicul activities, primary

health care is also supposed to participate in improving the role and
 
status of women, generating income, mobilizing the participation of the
 
community, and undertaking other socio-economic activities.
 

This list of activities is extremely ambitious given the current
 
state of health infrastructure in most developing countries. Further,
 
the polarized debate concerning vertical (disease-specific) versus
 
holistic (integrated) approaches is one of the most counterproductive
 
controversies in the international health field. Clearly, there exists a
 
fundamental tension between the scope of proposed activities and the
 
quality and effectiveness under which specific components are undertaken.
 
One approach to this dilemma is to place certain minimum criteria upon
 
which initial vertical activities must adhere to ensure opportunity for
 
growth in an integrated direction. As initial activities extend and
 
reach i'nder-served populations, their performance improves and fosters
 
rapport and confidence betweer service providers and the community, other 
task may be added. One example of this approach was conducted in 
Matlab, a field station of the International Centre for Diarrheal Disease 
Research, Bangladesh. There, a field-based program distributing non
clinical contraceptives was initiated in 1975. When this program failed 
to generate satisfactory results, the program was completely overhauled 
in 1977 into a village-based maternal-child health/family planning
(MCH-FP) program, beginning first, however, with the provision of 
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a wide range of clinical and non-clinical methods oF Lontraception.

As this program matured, other were
services gradually introduced in
 sequence. These additional services included first tetanus 
immunization,
thei health and nutrition education, and more recently oral rehydration

for diarrhea. Other basic 
immunizations are 
now being considered. The
key to this program's success 
has been the capacity of the program to
change and 
be responsive to the evolution of its interaction with the
 
community.
 

The Primary Health Care Worker
 

At the interface between technology and people and at the forefront of

the quality of specific services within 
integrated programs is the
primary health care worker. 
 These workers operate at this interface

between new and traditional technology, modern and traditional knowledge,

governmental bureaucratic organization and informal conmunity structures,

and the daily people-to-people interactions makes up the heart of
that 

any social program. There are 
three issues worthy of underscoring with
regard to these workers. First, irrespective of the duration of formal

training, a "sequentiation" of 
activities should facilitate worker
performance. In other words, pre-service training may and should include
integrated concepts of biology and 
disease. In terms of the practical

aspects of service delivery, however, 
it may be preferable to begin
services with one activity at a time. 
 As each activity is successively
mastered, the 
time demands and requirements for the activity is reduced
and new training and activities may be introduced without over-stretching

the worker's time or undermining the worker's confidence.
 

A second concept worthy 
of highlighting is the interdependence of
training and supervision. These are customarily considered as 
two
functions, pre-service training and 
in-service supervision. In actual

fact, training and supervision are really the 
same function, with the
goal of supporting and improving 
the performance of 
village workers.
What better training than to have continuing, supportive and 
construc
tive supervision and what better supervision than 'co have continuous,
in-service training. In Bangladesh, we 
found that weekly meetings with

workers 
to discuss common problems and solutions operated as an effective
 
combined training-supervisory mechanism.
 

A third aspect of these workers is their important social change role.
Field workers not only deliver services, but also operate as 
role models

within 
their community. In Bangladesh, for example, the impact of the
Matlab program must necessarily include the social 
revolution created by
nearly 100 young married women working 
in a traditional, male-dominated
 
society. The social change introduced by these female wage earners, the
first in their community, may be greater in long-range impact than the
specific health activities undertaken by the workers.
 

Conclusion
 

The theme of this paper 
is the scope and quality of primary health
 
care services. 
 In terms of scope, a "sequentiation" approach under many
circumstances may be more appropriate and effective than a fully holistic
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integrated approach at the outset. This is particularly relevant to
 
societies where the health infrastructure is weak or non-existent. In
 
terms of quality, caution should be exercised in the application of this
 
concept. "Quality" has been customarily employed to "medicalize" and
 
"professionalize" health care. "Quality" is a multi-dimensional term.
 
One dimension worthy of underscoring is the quality of concern and
 
comnitment, for it is the quality of this human value which ultimately
 
determines the success of any health care program.
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IRTEGRATING TRADITIONAL AND MODERN HEALTH CARE:
 
PROBLEMS AND PROSPECTS
 

Dennis Carlson
 

Seminar Speaker
 

kstounding 
changes have occurred in official government policies
toward traditional medicine in recent years. 
 Ten years ago, few people
would have predicted that national and international bodies would publicly declare the necessity and desirability of incorporating traditional
healers, practices and medicines into 
local and country-wide health care
systems. These changes have taken place by 1980: (1) more 
than 20
developing countries have established national institutes, service programs o" organizations to study, 
use and promote the use of traditional

medical elements in their national framework; (2) the World Health Organization has formally organized 
a unit in Geneva devoted to traditional
medicini!; 
and (3) the 1978 Alma-Ata Conference on Primary Care included
traditional health practice as part of 
its strategy of "Health of All by
the Year 2000."!! Bilateral agencies such 
as USAID have developed
official positio,,s in their development guidelines which cll for using
trad~tional medicine 
as part of the structured system2/ Significant
progress has made
been in many countries in forming a framework for
traditional medicine to 
be included as of
a part the recognized health
services. Serious obstacles continue to exist, however, and prevent
steady progress 
in putting these concepts into operation. The problems
occur at 
several levels, from technical or procedural questions 
to conflicts at the 
core of value and belief systems. We will briefly review
the progress and point out some of the most basic 
unresolved issues.
 

Collaboration with traditional 
midwives, or birth attendants, (TBAs)
has moved most rapidly and effectively./ This may be partially
explained by the practical, empirical 
nature of TBA activities and the
relatively small economic or ideological threat they pose. Progress is
slower in dealing with 
other traditional technicians such as "bonesetters" and circumcision experts. Recent scientific studies of herbal
substances 
in developing countries have produced significant results in
isolating active principles in plants, but even here, there are hindering
problems. The question of "ownership" of secret knowledge is unresolved;

the traditional herbalist 
wants to control his or her knowledge and
trade, while modern indigenous entrepreneurs compete for financial 
advantage, and multinational companies also try to protect their interests.
A set of more difficult questions arises with the consideration of therapeutic processes where there are multiple interactions involving chemical
substances, reliqious 
rituals, and other psychological and cultural
elements. A single active pharmaceutical agent may not explain the
effect of treatment by a traditional 
healer; probably several dynamics
are working simultaneously. Despite these unresolved problems, it
seems
likely that technical practitioners within traditional cultures, like
traditional midwives, and herbal medicines will continue to gain respect

and usefulness.
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The category of traditional practitioners variously described as
 
spiritual healers, spirit mediums, medicine men and women, shamans, or
 
"witch doctors" 
is the most difficult to approach. A few highly success
ful collaborative efforts have been carried out (in Ibadan, Nigeria, by
 
Professor T.A. Lambo, and the Navajo singers program in the southwest
 
United States).l/ But there is usually an enormous chasm between modern
 
and traditional healers in the areas of concern involving psychological,
 
cultural and religious therapeutic issues and processes. It seems that
 
if the problem is not primarily physical, chemical or biological, there
 
is little chance for a successful joint enterprise between modern and
 
traditional practitioners.
 

In order to understand more clearly why this is a problem area, it is 
helpful to trace t b innings of the profound shift which began to 
include traditional medicine in the formal system. First, there are 
strong political, cultural, and economic forces at work. Pressure for 
equity and access to health services continues to rise in developing 
countries. More effective use of traditional practitioners might relieve 
some of those demands. There is the opportunity to contribute to 
national pride, which can be enhanced by using indigenous practitioners, 
patterns, and materials. The possibility of decreasiU the financial
 
burden of purchasing expensive pharmaceutical supplies from abroad is
 
attractive; foreign exchange could be conserved and possibly increased,
 
if medicinals from indigenous plants could be substituted successfully.
 

Conditions for these surprising changes have been developing for the
 
past twenty or thirty years. Behavioral scientists and, particularly,
 
medical antihropologists, laid the groundwork with careful research 91
 
health and disease in many traditional and transitional communities._
 
The theoretical framework for community health work has grown steadily,
 
with particular emphasis on using the dynamics of a society which already
 
are functioning..y Transcultural psychiatrists have b4!gun to build a
 
theoretical framework useful for modern practitioniars.Li A spreading
 
awareness and appreciation of oriental or eastern thought and practice
 
regarding health and disease has helped many westerners to see the weak
nesses and limitations of modern mscientific" medicine. People in many
 
settings are now more willing to try alternative ways to relieve pain and
 
treat disease, such as acupuncture, learned from the Chinese.8 /
 

Despite pressure to collaborate from scholarly preparations, profes
sional pilot projects, functional needs, political demands, economic
 
pressures, and changes in cosmopolitan culture, the traditional and mod
ern medical sectors remain nearly as far apart as ever, especially in tI)
 
areas of disease and health care which deal with psychological, social,
 
and spiritual processes. The distance between the various health workers
 
appears to be fundamentally caused by basic differences in the world
 
views, or cosmologies, of the persons concerned. For instvice, in rural
 
primary health care, there are at least three groups of people who hold
 
beliefs which are in some important ways in disagreement with each other.
 
These might be categorized as (1) traditional, animistic healers, (2)
 
modern, scientific, secular practitioners and (3) modern, scientific,
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religious practitioners. These three categories are not clearly differ
entiated, for many persons hold a combination of views; it is helpful,
 
however, to understand something of these varying orientations.
 

The traditional animistic practitioner represents a view shared by the
 
majority of the world's population, which believes that the universe is
 
closely interrelated, that material and spiritual realities are essen
tially unitary, and that good and evil spirits exist and operate 
in
 
nature and in the affairs of human beings. 
 The healer is usually con
cerned not only with individuals but with the well-being of the family

and community. TI:e living are also involved with the spirits of ances
tors. The ecosystem of the surrounding area, reflected in climate and
 
fertility of soil, humans, 
and domestic animals, is considered impor
tant.!/ Other destructive spiritual dgelILs nldy- d1SO be operating by
casting spells and bringing harm to people and are forces to be addressed
 
and neutralized. The modern scientific, secular practitioner, usually a
 
government employee, 
prefers to believe that phenomena which can be
 
observed physically, measured, counted, or experimentally controlled are
 
real; all others are largely the figments of the imagination, "supersti
tion," and something to be disregarded. The activities of the tradi
tional spiritual healers are considered, at best, to be a method of
 
manipulating the psychological environment in a harmless 
or, perhaps,

useful 
way. But basically, the premises on which traditional healers
 
work are believed to be false, and most of their functioning is a waste
 
of effort.
 

Modern scientifically trained health practitioners with 
religious

orientations are often found working 
in mission organizations in rural
 
areas and frequently have significant influence. Not only are expatriot

missionary physicians and nurses included in this category; their indi
genous students and trainees often have leadership roles in the church
 
as well as the medical organizations. Trained in an environment of
 
modern science and western religion concomitantly, they often hold the
 
view that what the traditional healers are doing is "hocus pocus,"

"superstition," and mostly detrimental 
to the physical and psychological

well-being of the patient. In addition, the scientific religious prac
titioner also believes that somehow evil often results 
from interaction
 
with "witch doctors," who are in nature satanic, actively working for
 
the Devil. The religiously based modern practitioners thus often make
 
two kinds of assumptions about traditional healers: 
(1) that their
 
practices are based entirely on fallacy, error, or falsehood, and (2)

that they are morally and spiritually destructive. A person making such
 
assumptions will not try to communicate, much less collaborate with 
a
 
traditional healer. Birth attendants, 
bone-setters, and herbalists
 
possibly would be more in the modern realm, but
acceptable traditional
 
healers who deal mainly in spiritual and psychological dimensions are
 
seldom viewed as potential colleagues by modern practitioners of either
 
secular or sacred world view. The problem is compounded by the antip
'.Zhv often felt toward old life styles and beliefs by those who are in
 
rapid culture chanqe and who 
are trying to leave behind old patterns of
 
living.
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Where, then, are the grounds for optimism for anything except a rela

tively superficial cooperation between those who deal with physical
 

disease on a chemical or mechanical basis? People in varying sectors of
 

public and private life increasingly recognize that most important as

pects of health and illness are profoundly connected with values, atti

tudes, priorities, beliefs and life styles.L0 / Thus modern medical work

ers are seriously missing a most important dimension of healing if they
 

do not work effectively with those who influence the beliefs and behavior
 

of traditional communities, particularly the "spiritual healers."
 

Are there ways that those in the modern sector can promote collabora

tion and participation? In fact, traditional spiritual healers are often
 

more willing to include elements from modern practice than the other way
 

aroud.L / This may be partly due to the desire to share influence,
 

recognition, and other forms of power with those in the new society. The
 
congenial to including
traditional cultural world view is itself more 


modern elements, because it is inherently open, unitary, and seeks to
 

make connections between all material and spiritual realities. By com

parison, both scientific n-d religious "belief systems" are more fixed,
 

restrictive, and non-inclusive, in operational terms. This is probably
 

most true for Protestant Christian belief and behavior, although there
 

are significant exceptions to this generalization.
 

The first phase of cooperative effort probably is in the expansion of
 

systematic studies of the practice and theory of health and disease held
 

by all the groups involved--traditional and modern, secular and sacred.
 

Medical anthropologists and sociologists and historians of religion will
 

be helpful in this study, as will be transcultural psychiatric writings
 

and those of misologists. 2 / What will almost surely be realized is
 

that there are many "good" healers present in most societies, chosen and
 
their ongoing
trusted because of their honest, benevolent reputation and 


effort to resolve conflict, promote reconciliation, and restore harmony
 

between family and clan members, amijg the living and the dead, and in
 

the human and natural environments.i ' It will be helpful to review and
 

analyze the beliefs and practices within the "modern" groups. Those of
 
the prophets,
Judaeo-Christian persuasion may discover that the world of 


Jesus, and his disciples was deeply animistic in nature and that the
 

Spirit of God, spirits, angels, demons, and other spiritual forces were
 

very active in the minds of scriptural writers. There are other similar

ities between Judaeo-Christian development and contemporary traditional
 

communities. Modern secular practitioners might discover that many medi
are much more aware of the limitations of
cal scientists and theorists 


no longer
science now than they were fifty years ago, and that they 


believe that many of the ultimate answers to disease can be found within
 

the realm of science. This kind of realization should help them to
 

recognize the importance, validity, and value of some phases of tradi
tional health care.
 

When open-minded studies are more actively pursued, there are numerous
 

areas where practitioners with different world views can begin to collab

orate effectively. Modern health workers can recognize that traditional
 

healers are usually highly respected community leaders who should be
 

consulted about health activities in the Community. A closer, ongoing
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collaboration may also result: 
some traditional practitioners have been
 
willing to administer long-term medications for tuberculosis and other
 
long-term diseases. Healers are sometimes part of the community health
 
committee in village-based programs, and birth attendants are 
sometimes
 
willing to be trained as generalist community health workers. It would be

helpful if modern secular and religious health practitioners were to lis
ten honestly and learn from traditional spiritual healers. The optimal
pattern would be a shared learning relationship, with all participants
truly learning from one another. A new synthesis, or more precisely, syn
cresis--combining of beliefs--might then emerge. 
Folk beliefs and scier
tific facts could be combined in a campaign to protect drinking water,

for example, by citing benefits of improved water for drinking, cooking,

and beer-making. Many other possibilities exist in the areas of theory

and the belief where the interrelationships of nutrition, agriculture,

climate, water, and disease are becoming increasingly obvious. Although

factual and conceptual knowledge is important, it is probably essential
 
that different types of practitioners and their students learn by experi
ence 
with each other, spending time communicating, working, and playing

together. The changes emerging may well promote a better quality of life

for all and a closer understanding of similarities as well 
as differences
 
among neighbors.
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SOME THOUGHTS ON THE USE OF NON-FORMAL EDUCATION
 
IN THE REAL WORLD
 

Susan Emrich
 

Seminar Speaker
 

In recent years there has 
been a great deal of interest in the use

of non-formal techniques of education for training of health and development workers. The term 
is often ill-defined and misunderstood, but in
practice it usually means the use of 
techniques that encourage active
 
participation of the members of a group in learning through a process of
identification of a real problem, examination of the problem as 
a group

and discovery of possible actions the group can take to solve the problem. The "something" being learned is frequently a piece of information
 
or a technical skill, but the non-formal method of problem solving is
 
learned at the same time.
 

Non-formal education used as a technique to teach more or less techni
cal skills has its applications, but in practice it walks an unsteady
line between its origins in philosophies of education as liberation or

political consciousness rfrsing, and conventional schooling. 
 The outcome

of the use 
of these techniques depends greatly on the composition of the
 group, the orientation of the group leader, 
and the surrounding social
political climate.
 

The use of non-formal techniques, when they work at all, quickly
breaks down the formal teacher-student relationship and establishes 
a

relationship of equality and mutual responsibility for learning. This
 
seems to be an obvious and desirable step, but in the context of politi
cal or racial 
repression it is literally explosive. The simple fact of
treating oppressed people with respect, listening, and providing a place

where they can work together isa much stronger message than whatever the
topic of the class was supposed to be. This is especially true of groups

with no schooling.
 

Groups of unschooled peasants make very little separation between

perceiving the solution to a problem and the action 
to implement the
solution. 
 They may be slow to become convinced, but they are very quick
to move on to concrete action, and that is where they come into conflict

with the constraints of the prevailing socia)-political system. More

sophisticated groups, on 
the other hand, can work through a non-formal

exercise very smoothly and come to all the right conclusions, but they
are much less likely to carry their conclusions into action, and so are
less likely to come into conflict with the harder realities of their
 
situation.
 

The group leader who uses non-formal techniques may find that thetechniques lead him into territory he hadn't planned to explore or toconclusions that weren't part of his private curriculum. This style of
learning is
a group process that may be very difficult for the leader to
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control. The following are a few examples among many from personal
 
experience.
 

An Indian health promoter was trying out a new teaching aid with a 
group of Indian women. The material was a set of pictures a -itPrenatal 
care. She showed the first picture to the group. It was a Jull enouyi
picture of a white coated male doctor, talking to a pregnant Indian 
woman. The promoter asked what the group saw in the picture. The 
replies came hesitantly at firit, then in an angry flood: "He's scolding 
her", "He says she came too late", "He's telling her she has to go to his 
pri~ate clinic and pay lot of money", "He doesn't want to touch her", 
"She is sid anu wants to go home", "She can't understand his Spanish." 

At this point the promoter hac a choice between talking about the
 
reality or continuing the fiction of talking about prenatal care which in
 
practice is inaccessible to most people because of inadequate facilities,
 
corruption and racist attitudes.
 

Another time I was teaching nutrition to a group of health promoters

in a part of the country that is notorious for low wages. There were
 
some very poor-looking people in the group including a young man whose
 
skin and hair showed signs of vitamin deficiencies. I used a market game
 
to teach price comparisons and the nutritio al value of foods. Each
 
person "buys" the foods he thinks best with the amount of money that he
 
normally has to spend i, 3 day for food. The foods can be real 
or
 
pictures but they must be common, local and not expensive. The group

evaluates each person's buying to decide how well they did with the money
 
they had. The game went w-) with a lot of good natured joking and a
 
minimum of technical informazion from me. When we got to the young man
 
he said that he could not buy any of those common foods and in fact had
 
not bought them for years. He was earning $.60 per day for plantation
 
labor and had no other resources. His first two children had died of
 
kwashiorkor and the third was born small and soon died. He said that his
 
wife had stopped menstruating even though she wasn't pregnant and he
 
wanted to know what nutritional advice I could give him for her. I had
 
to say that there was no nutritional advice I could give him but that he
 
and his wife should get away from that plantation and look for somet.iing
 
else before they starved to death. Then another young man said the only

real answer is to change the system that creates such poverty. I said 
yes but that was outside the limits of what I could allow the group to 
discuss in an open public meeting. The class broke up after that: most 
i;, learned a little nutrition arid all felt hitter and frustrated at the 
young promoter's situation, and at my refusal to talk about it which they 
saw as hypocrisy. 

In both of these examoles the intrinsic power of the educational
 
method combined with the reality of the people had overwhelmed the in
tended contents or subject mater. Non-formal education cannot be easily
 
separated out into techniuues for training on the one hand, and political
 
awarenesc on the other. This is probably true of education in general

but the )articular power of nen-formal education is that it is a collec
tive p;ocess which promotes cohesion and cooperation within a group.
 
The group as a whole discovers their problems, reaches conclusions and
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desires actions, which have a greater 
or lesser political impact. The
 
same number 
of people reachig the same conclusions one at a time in
isolation, if that 
were pissible, would not have the impact or visibility

of a group, and would not be able to carry their conclusions into action.
Because of the things the
that group is able to accomplish they become

visible and may become targets for pol;tical repression.
 

Successful health education 
is especially 
likely to lead to visible
action. One of the goals of health education i, to get people to give up
their magical view of disease causation for an understanding of cause and
effect, and the use of non-formal group techniques is quite effective i,
this respect. However, the 
fart that most of the people have a magical

view of disease is one of the corner-stones of the social-political systeM as a whole. If through successful health education people come 
to
 
accept a cause and effect explanation of disease they will 
start to feel
the need for actions that the system is in no way willing to alow, andfor services that the system can't or won't provide. 
 In fact the magical
view cf disease causation can be seen as an adaptation of the culture toa situation of extreme helplessness maintained over a long periodtime. It tray be the only way for the people to 

of 
avoid frustrating anddangerous conflict with the system. 
 When a health worker is effective at
helping people 
to discover cause and effect relationships and abandon


their magical 
view of disease he himself becomes identified as a leader
 
and becomes highly visible.
 

The health or development promoter often uses 
techniques that he has
been 
taught to use n the relative safety of an officially approved

course, given by government workers 
or foreign volunteers. In this setting he is protected by the 
status of an institution which has 
at least

tacit support of the 3uthorities; and by the composition of the group
which will most 
likely be made up of schooled people who are used
to playing with ideas and will not be inclined to take direct action of
 any sort. When he uses the same techniques with the illiterate peasants
of the village all of these conditions change and he may be put ina 
very

vulnerable position.
 

When non-formal techniques are used as 
a political tool, the group
leader presumably knows where he is going and how to protect himself, but
when they 
are used for other ends, the leader is often quite naive about
the implications of what he is doing. 
 If the attitude of the promoter is
at 
times naive, the attitude of the agencies is more than naive: it is
irresponsible. Both government and private agencies set 
up and finance
 programs to 
train promoters with very narrow, 3hort-term goals in mind.
Training in non-formal education isa 
means to the end of having X number

of latrines installed within 
Y number of months, or some percentage

increase or decrease inmalnutrition.
 

But the use of non-formal education and the formation of cohesive,
active groups in the community will not just go away once 
the latrines
 are built. People who learn 
how to analyze what is wrong with their
water system are quite likely to move on next to what is wrong with their
political system. And agency may have prepared people very
while the 

well 
to deal with the water system, they probably did nothing to prepare
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them to oeal with the political system. The agencies and the people who
 
work for them should be willing to admit that their project, whatever it
 
is, exists within an historical context and will inevitably influence
 
that history. In the context of social-political change, there simply
 
are no neutral actiovis. They should also realize that the people they
 
train will become active participants in historical processes and need
 
preparation for political understanding and action at least as much as
 
they need preparation in technical matters. To fail to do this is
 
irresponsible and in really bad times comes to resemble a form of human
 
sacrifice.
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NON-FORMAL EDUCATION FOR PRIMARY HEALTH CARE WORKERS
 

David Hilton
 

Seminar Speaker
 

Rampant disease, burgeoning populations andt scarcity of training
 
resources preclude the realistic expectation that traJitional approaches
 
to health care can achieve the goal of "Health for All by the Year 2000.0
 

With populations doubling every twenty to thirty years, even those
 
Third-World countries with rapidly developing techrologies cannot educate
 
health professionals rapidly enough to achieve accepted ideal 
ratios.
 

Fortunately, the most common 
health problems, even though potentially

serious and life threatening, do not require highly skilled manpower to
 
control. A strate)gy most likely to succeed, therefore, could invoive the
 
people in bringiog health to themselves through both prevention and

inervention at tUe community level. 
 The task is to provide persons in
 
etery community tsith the necessary knowledge and the motivation to put it
 
to 1se. Since- literacy is not immediately available to the majority of
 
the worid's people, non-tormal methods of teaching are mandatory.
 

The Lardin Gabas Rural Health Project in a remote rural area of north
eastern Nigeria has been implementing such a scheme for the past six
 
years with encouraging results. Connunities are assisted to organize a
 
health committee and to choose two persons from among themselves to be
 
part-time health promoters for the comnunity. Three month's training is
 
provided by the project, primarily in the use of story-telling to effect
 
change in the health practices of the community.
 

Story-telling has been an effective means of education for centuries.
 
Pre-literate peoples traditionally learn aurally and often are only con
fused or distracted by pictures. A:dio-visual materials are often eatV9
 
by ants or spoiled by rain in deve~oping countries. William 8, zlag.'

points out several reasons for the effectiveness of parables in teachinq.
 

1. A story makes 
truth come alive. Most people think in pictures

and abstract ideas are much easier grasped through stories which
 
make them concrete. Truth made into 
a parable becomes under
standable.
 

2. 	A story commands attention while a health lecture, even with
 
flip charts, often creates boredom. The surest way to interest
 
people is to tell them a story. People who are interested will
 
listen and learn.
 

3. A story about familiar surroundings begins with the things
that people understand and moves a person on from there to new 
understandings.
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4. 	 Truth that a person discovers for himself becomes his own. A
 
parable allows a person to discover the truth for himself. While
 
a lecture is often forgotten or ignored, internalized truth is
 
the motivating force needed for a change in practices.
 

Telling a story avoids confronting a person with his inadequacies,
 
instead providing a role model who successfully solves a mutual problem.
 

In Lardin Gabas there is abundant evidence of the effectiveness of
 
health education utilizing story-telling. The three most common causes
 
of death are malaria, diarrheal dehydration and malnutrition (all in
 
children), accounting for most of the nearly 50 percent child-mortality
 
rate. It is not uncommon now, however, to hear a health pr.moter say,
 
"There hasn't been a child die '- the village in the last year." To 
individuals and groups, he or she has been telling the story of Madam
 
Pokta,21 a can and bottle seller in the market, and her son who is
 
frequently sick with fever and finally dies in spite of traditional and
 
commercial remedies. Then she learns from a friendly health worker from
 
a nearby village that preventing mosquito bites and taking a monthly dose
 
of pyramethamine will help the rest of the children avoid such fevers.
 
The story ends with a happy, healthy family. In communities where this
 
and other stories about malaria are being told a high percentage of the
 
children attend tne monthly antimalarial clinics and malaria is rare.
 

Diarrheal dehydration is now seldom seen in the health posts and
 
dispensaries where the stories have been told of mothers who 'nix up their
 
own sugar/salt solution at home when a child develops diarrhea. In
 
Lardin Gabas it has become known as the "miracle medicine."
 

Signs of kw3shiorkor are fast disappearing from the same communities
 
after the telling of stories about families whose children grow strong
 
and healthy nn a gruel of peanuts and guinea corn started at four months
 
of age. And so in these villages without doctors and hospitals the
 
mothers are solving the three most serious health problems themselves.
 

One health promoter declared jubilantly tkat thirty-five persons in
 
his village had dug their own wells in his first e.ar of teachirg with a
 
story Uhout a village where, like his own, people bathed in the polluted
 
stream and suffered from the symptoms of shistosomiasis. The story
 
related how villagers' health improved dramatically after wells and
 
latrifies were put into use, so the listeners reasoned, "61hy not us?"
 

In another community, health workers were washing and bandaging
 
tropical ulcers for forty school children daily during the early weeks
 
after opening their health post. Then they began telling the story of
 
a family whose children had this problem until they started washing
 
daily with soap and water. Incredibly, the number of children with
 
tropical ulcers diminished rapidly until only a few remained.
 

t.onatal tetanus claims a large number of babies in Lardin Gabas due
 
to the custom of cutting the umbilical cord with a corn stalk and apply
ing soil to stop the bleeding. Antenatal clinic attenders hear the story
 
of a woman who had lost two babies with the symptoms of tetanus but
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successfully avoided later when
this with ones the midwife learned to

wash her hands, use a clean cloth on the floor, and take care of the

umbil'cal cord with a razor blade and piece of string previously boiled.
 

Family planning also hs a prominent role in the health teaching in
 
Lardin Gabas. A story about a father and son planting corn while dis
cussing the value of spacing to make 
the plants grow tall and strong is
 
followed by a discussion of how this can also apply to humans.
 

Students from cultures close to the oral 
tradition are extremely adept

at creating interesting stories and at dramatizing them in interesting
 
ways. The stories are always followed by questions to the listeners
 
about the ideas embodied. They are used as entertainment at community

gatherings, weddings and school ceremonies, as well as told to parties

attending the clinics.
 

The essentials of 
a health teaching story are the teaching objectives

and a scenario to fit the local culture. 
 Teaching life-cycles and
 
anatomy at the community level is ofte) counterproductive. Health knowl
edge included need only be the minimum necessary to effect the health
improving change in behavior.
 

Teaching of village health workers is done 
mostly by teaching the
 
stories, which are practiced by the students on each other ant; 
on groups
 
near the school. It is known that students will teach the way that they
 
are taught, so lectures are avoided as much as possible.
 

The students also write songs about the stories and make up rirdles to
 
go with them. Spontaneous dancing often breaks out during the classroom
 
singing.
 

Students are also taught to use simple medicines to treat or prevent

the common easily recognized 
symptoms such as fever and diarrhea, ar:1
 
also how to operate maternal and child health clinics.
 

Since 1974, over 250 health promoters have been trained by the Lardin
 
.abas program which was designed and operated by the Church of the
 
BrethreI Mission. Sixty-six percent remain active in health care, many

with local government agencies but most in the communities that sent them
 
for training. Sixty-four remote villages have health teaching and simple

intervention where none 
existed before. In 1979 over 18,000 child
 
welfare clinic visits and over 4,000 antenatal clinic visits were atten
ded by the health promoters who screened for illness and high risk, gave

simple prophylactic medications and, of course, provided health edicati
 
by stories, drama and song.
 

This primary health care scheme-3/ would not become self.,upporting
 
at the training level. However, with a relatively small continuous input

for the training, governments and voluntary agencies could 
see a l--e
 
return in health improvement through its implementition.
 

It is said that there once was a village nestled among the hills.
 
When residents travelled from the town, robbers often 
came down from the
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hills to steal their goods and leave them wounded. The elders appointed
 
a first-aid corps to bandage the wounds and bring in the injured. After
 
many years the people began to say "iy not do something about the rob
bers?" So a posse rounded them up and jailed them and peace and happi
ness once again returned to the village.
 

And so it is happening in Lardin Gabas.
 

NOTES
 

I/Barclay, W., The Gospel of Matthew.
 

!/Hilton, D., Health Teaching for West Africa, Wheaton, PAP Interna
tional, (1979).
 

I/For a complete description see CONTACT 41, Geneva. Christian Medical
 
Commission, (1979).
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CURRICULUM DESIGN FOR PRIMARY 
HEALTH CARE: A RELEVANT APPROACH
 

N.R.E. Fendall 

Seminar Speaker
 

The critical issues in preparing primary healti care workers (PHCWs)

are selection, 
curriculum content and supervision. Although much has
been written about both 
selection and supervision, not all of it
informed, it is in the realm of curriculum formation that the greatest

weakness exhibits itself.
 

Definition
 

Primary health 
care (PHC) may be variously interpreted-- witness the
 
term selective primary health care, which is
a faintly disguised euphemism for specific disease programmes. The Declaration of Alma Atl/
described primary health 
care as a mixture of concepts and functions
embracing the philosophy of rendering to the needs of the family in its
home or village environment. 
The whole concept includes all those healtih
 
care activities to be rendered 
to 
a family outside of the hospitali/
The primary goal 
is to achieve a total outreach. It must be appreciated


Sun'derstood that primary health care 
can be, ano is, delivered at
differing levels of intensity and complexity dependent upon the resources
available--mainly financial and educational. In addition, there are
priorities within 
primary health care, for example the communicable

diseases, and these 4ill of necessity be approached on a time-basis. But
the goal must alway, be to achieve the totality of activities, to fulfill
the characteristics and to aim for complete accessability between community and services. Lastly, primary health 
care has to be planned and
organized within the overall content of total health care. 
 It is not an
adjunct to hospital care. Irdaed hospital 
care and referral care in general must be regarded as supportive to primary health care. 
 Hence the
importance of the referral 
system, team-work and informed supervision.3 2
 

Educational Objectives
 

Until 
quite recently, most programmes of nursing and medical training
were based on the apprenticeship system. The emphasis was on the practi
cal and vocational aspects of healing 
and caring for the sick, with
practice being bolstered by theory. In this 
century we have generally
reversed 
that process, with theory and academic learning given prime
importance and supported with subsequent learning of practical 
skills.
Yet the objective has been constant for professional cadres: to expose

students to the whole 
gamut of knowledge and skills which constitute
 
medicine, nursing and other health professiins.
 

With primary health care workers, however, the objective is distinctly

different. It conforms much more 
to classroom goals of school, where
there is
a pre-set and limited objective. With auxiliaries, teaching has
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to be precise, limited to a specified area of work, a pre-determined 
standard of competency and pre-selected tools, drugs and facilities. 
Teaching must reflect realistic service requirements and settings. The 
vitel question should be not how much ca.. be included in the curriculum, 
but how much can be safely omitted. The overall objective must be to 
make the primary health care worker adept and competent at performing 
precise functions within the relevant circumstances and constraints of a 
particular community. No more, no less. We must be careful not to in
tellectualise education and traininq for primary health care to the point 
where it is irrelevant to the job to be done. Educational and service 
objectives must be in harmony. Althouqh much has been written about the 
"brain drain" of professional health personnel, the problem can be 
identified specifically as mal-distribution, mal-utilzaLioii dnd ,,ai
education for primary health care. Thus a secondary objective is to per
mit, through the appropriate training and provision of auxiliary health 
workers, the proper utilization of scarce professional talents. A ter
tiary objective is tc reduce the burden of over-work, expand existing 
progrrnes and mount new ones by supplementing skilled labour with semi
skilled (but appropriate) labour! The end results are trained hands and 
disciplined minds for the application of the known and routine, the tried 
and true: not the latest or must expensive innovation.
 

Basic and Post-Basic Education
 

As for the professional health personnel, there is a clear distinction
 
between the aims of basic and post-basic education. Basic training re
quires a set of functions in a supervised situation: namely, the screen
ing of patients and problems, the coping with selected designated minor
 
ills and problems, the referring of major ills and problems, and the ren
dering of first-aid. In all circumstances, a qualified individual should
 
be assured of immediate, periodic and regular supervision.
 

The objective of post-basic training is not only the improvement of
 
knowledge and skills or of "specialization," but more importantly, the
 
ability to cope with emergencies--medical, obstetric, pediatric and
 
surgical--under specific circumstances. The PHCW is not new in the
 
business of alleviating sickness and promoting health, but in the prac
tical business of saving life in the absence of more skilled personnel.
 

Concepts in Training
 

Thus we arrive at these fundanental concepts in training for primary
 
health care:
 

1. 	 Training to minimal input, compatible with safety, not a maximal
 
input.
 

2. 	 Training to the realities of a given situation.
 

3. 	 Training to necessity.
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4. 	Training to priorities.
 

5. 	Training not only what to do under supervision, but what to do
 
when professional help and advice is not available.
 

6. 	Training to the safe, the accepted, the feasible, the effective
 
and reliable (SAFER).
 

7. 	Training to simplicity but not inadequacy.
 

Method of Education
 

In essence, whereas the professional needs to be relieved of the

routine and concentrate on the complex, the PHCW needs to consolidate
 
learning and skills as 
applied to the simpler ills and problems:
 

1. 	Repetitive practice to consolidate 'good habits' and reliability
 
is essential.
 

2. 	A heavy emphasis should be given to demonstration of skills to
 
small groups and individual students.
 

3. 	A high proportion of time must be alloted to practicing under im
mediate supervision: and later in consolidating those skills with
 
repetitive practice.
 

4. In order to consolidate theory and practice at this level, the
 
"sandwich" approach of alternating theory and practice should be
 
adopted.
 

5. 	Approximately two-thirds practice and one-third theory is an ac
ceptable guide-line.
 

6. 	Demonstration and practice must be undertaken in
a simulated work
 
environment. The work situation is simulated in all respects
 
except for the:
 

a. 	selection of appropriate teaching material
 

b. 	time element (for demonstration and practice)
 

c. 	provision of a plentitude of informed instructors and demon
strators.
 

7. The technique of the school classroom rather thdn the university

lecture: didactic, pragmatic, concise, slow and repetitive be
 
adapted.
 

8. 	Emphasis on the spoken word, and in the vernacular.
 

9. 	The supply of mimeographed notes to produce at the end of the
 
course a "field manual."
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10. 	 Re-iteration of the information.
 

11. 	 Supervised field activities. Field practice should not be re

garded as a form of cheap labour for service requirements.
 

12. 	 Demonstration schemes should reflect reality.
 

13. 	 Exams should not be an impediment to learning but test operational
 

competency.
 

Content of the Curriculum
 

The content of the curriculum is often dictated by tradition: a modi

fication of what went on before without a consideration being given
 

changed objectives, changed policies ind changed circumstances. Also
to 

by those who have least competency.
the curriculum content often is set 


It should be borne in mind that the imposition of a curriculum designed
 

for teachers, but not with or by teachers, is the most certain method of
 

ensurinq disqruntled and isilru-sioned teachers.
 

If a systematic approach to the development of a relevant curriculum
 

is desired, then it is essential to recognize a multiplicity of inter

ests: the health admini-rator, the policy maker, the principals and
 

teachers, the c'°vrunity and the professions. Their pedagogic skills, PHC
 

skills, management skills and research skills are needed. However, the
 

very least considerations are given to those with perhaps the most exper

ience of actuai needs--the PHCWs themselves.
 

The worst approach is to develop an abridged curriculum stenmming from
 

that of the original professional specifications. This ensures a "cram"
 

cotkrse for a second-rate, inappropriate health worker. A logical ap

proach stemming from a systematic analysis of the elements involved
 

offers the surest means. The elements requiring analysis are the com

mnity, the disease pattern, the work-load, the facilities, the resources
 

d-icnstraints.
 

Conclusions
 

The most common causes of failure of PHCWs in their subsequent per

formance may be ascribed to poor selection of students, poor field analy

sis (both quantitative and qualitative aspects), inappropriate training 
atprogrammes and ineffective supervision. These failures cannot be laid 


the feet of the auxiliary, but are the responsibility of those who de

signed and initiated the programmne. Until a logical and analytical
 

approach is adopted to each of these critical aspects, there will be a
 

degree of irrelevance between service and educational objectives and
 

programmes.
 

care 	requires team-work for its successful
Finally, primary health 

application. Team-wrk can be inculcated during studentship by providing
 

common teaching for shared tasks. Shared teaching might also produce
 

shared curriculum design.
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A TRAINING PROGRAM
 
FOR TRADTIONAL BIRTH ATTENDANTS IN NICARAGUA
 

James Heiby
 

Seminar Speaker
 

Introduction
 

In many ways, the training requirements of the primary health care
 

(PHC) worker are more severe than those of a health professional. Cost
 

the initial training period be relaconsiderations often require that 

tively brief. The trainees are unlikely to be academically sophisticated
 

and their teachers are unlikely to have much relevant experience. Never

theless, the newly-trained health worker will be expected to immediately
 

begin providing high-quality, well-organized services that produce real
 

health benefits. The margin for error or even inefficiency in this
 

process is small.
 

the Ministry of Health (MOH) of Nicaragua car-
Between 1976 and 1979, 

ried out a program that trained 768 traditional birth attendants, or par

teras, to provide a limited range of health services in their largely
 

rural communities. The program was designed to establish a rural health
 
At the beginning of
infrastructure rapidly and at a relatively low cost. 


the program, a team of four nurses was assigned to develop and teach the
 

partera training course. Separate policy decisions limited the training
 

course to five days and determined that the parteras would be equipped
 

with simple obstetrical equipment, oral rehydration salts, oral contra

ceptives, condoms, the antihelminthic mebendazole, multivitamins with
 

The task of the training team was further complicated
iron, and aspirin. 

by the fact that the vast majority of parteras were illiterate.
 

The training team conducted 47 training courses before the program was
 
unrest. Thus, many important
eventually disrupted by general political 


aspects of the p-ogram are poorly documented. The program itself was
 
a separate research staff. This furservice-oriented and did not have 


ther limits program documentation, but this experience does illustrate a
 

number of issues in the training and support of the PHL worker.
 

Development of Training Objectives
 

Under circumstances such as these, the objectives of the training
 

course should be expressed in terms of the desired role of the partera in
 
a certain
her community. The goal of training is not tc simply provide 


number of lectures on the appropriate subjects, but to convey discrete
 
This implies that the developskills and knowledge in the alloted time. 


ment of the curriculum should be .'sed on three principles:
 

It should clear
1. An operational definition of competence: be 

in the program exactly what the parteras should
to everyone involved 


know and what skills they should have at the end of the course.
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This requires a detailed, written description of the partera's role that
 
is specific, concrete, and exhaustive.
 

2. Systematic evaluation of each set of skills and areas 
of knowledge, and provision for unsatisfactory results: Certainly the traditiona!.classroom practice of 
asking questions about the subject hand
at
is an indispensible technique. But it is not sufficient that the partera
simply give the correct answer to 
a specific question. To be functional,

the partera requires 
a level of skill that permits independent action.
Evaluation should mimic 
field conditions as much as possible. For
example, the ability of 
a partera to provide oral contraceptives cannot
be 
evaluated solely by asking specific questions regarding contraindica
tions and the procedure for taking 
the pills. A complete operational
definition of competence would include describing a plan for introducing

family planning services the community, explaining alternat
to 

methods, screening for 

ie
 
contraindications, explaining how the
to take
pills properly and 
possible side effects, explaining the steps 
to be
taken if pills are forgotten and follow-up 
and referral procedures.


Evaluation of training should 
reflect this requirement for the indepen
den' application of a relatively compleA set of skills.
 

The inability of an individual trainee to carry out 
a givei set of
skills is of more than academic interest. The training course should
make provision for unsatisfactory results by allowing for further training where needed. Further, evaluation during tile course of formal
training can only establish the abilities 
of the trainees; it does not
guarantee that the parteras will actually apply their skills fully in the
field. Direct evaluation by field superivisors is in many ways the

ultimate basis for judging 
the training course and, if necessary, modi
fying it.
 

3. Establishment of 
traininq priorities: If evaluation of the
traininq course indicates that a given content 
cannot be adequately

conveyed in the time available, it would seem prudent 
to eliminate
 
some topics. Setting priorities for which 
areas ceuld be eliminated and
which should be retained inevitably involves subjective judgement.
Program managers accorded highest priority training
to the parteras in
the proper use of the drugs and equipment provided by the 
program.
Knowledge which had no 
specific function and educational activities that
required conplex behavioral changes received lower priority in 
tie
 
planning process.
 

The Initial Training Courses
 

These are rather conventioral training principles, but as 
illustrated

by the taining course that was initially developed for the program, they

are by no means universally applied.
 

Development of the curriculum was not 
preceded by an operational definition of competence for the individual partera. 
 A list of partera responsibilities was developed but 
this was limited to general statements
such as 
"use clean and safe techniques" or "prescribe medicines according
to the indications provided." 
 The formal curriculum was comprised of
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general topics that did not define discrete skills in detail. ihe oral
 

rehydration section, for example, was described in three brief phrases:
 

1) technique for mixing, 2) method for giving the solution to the child 
e-id 3) what to do with excess solution. Thus the desired ro'e of the 
trained partera was not explicitly defined, either in the curriculum or
 

elsewhere.
 

The instructors used this cury culum in the first two training cour

ses, and in practice, attempts a! evaluation were minimal. Evaluation
 

was limited to occasional student ,,uestioning covering only some of the
 

areas covered, and in these interchanges were dominated by a small number
 

of the more aggressive students. Even this degree of evaluation failed
 

to duplicate field conditions and, with rave exceptions, the students
 

required coaching from the instructors to give complete responses.
 

ofTne curriculum contained more than 300 discrete skills and areas 

knowledge, and the five-day period was adequate to present each topic 
only cnce. Much of Lcp co:tent was of dubious value, particularly in 

view of the fact that some pdrteras were evidently poorly prepared to use 

drugs and equipment whose misuse was potentially serious. Limited class 

time was devoted to teaching the scientific name of different intestinal 
only briefly ,enparasites while the treatment of this condition was 


tioned. Illiterate parteras wpre extensively instructed in the comple

tion of a birth registration form, while there was inadequate time for
 

practice in the preparation of an appropriate oral rehydration solution.
 

There were also lectures on proper infant clothing, the physiology of
 

fertilization, the disposal of the placenta, and other topics of ques

tionable priority.
 

The Revised Training Course
 

Limited as it was, the partera evaluations carried out during the
 

first two courses provided the basis for a complete restructuring of the
 
talented students had demonstrate. serious
curriculum. Even the most 


in the areas where they had been questioned. The revised
deficiencies 

apply the principles of competencycujrriculum represents an attempt to 


based training. The revision was carried out by the training team them

selves, with minimal outside assistance. This experience is of interest
 

for both the areas in which it succeede and those whers it fell short.
 

The new curriculum spec'fied in detail the skills and knowledge de

sire.1 of each partera. Everything the students were expected to learn was
 

described in concrete terms, in writing. Day-to-day classroom activities
 
exfollowed the curriculum closely, departing from it only to provide 


amples or restatements of the same content. This does not, of course,
 

the content is ideal, but it does permit analysis and
guarantee that 

criticism of the curriculum 
without extensive classroom observation.
 

The revised curriculum also specified student evaluations. The in

structors systematically preser*ed these questions to each student until
 

the parteras could respond correctly without coaching, and provided ver

bal reinforcement for su'cessful attempts. To duplicate field condi

tions, the instructors used role-playing 'essions that included the use
 

of the drugs and equipment provided by the program.
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The content of the ne* curriculum represented a reduction of more than
 
50% compared to the original. 
 Because the entire content was written,

rambling, extemporaneous discussions were largely eliminated. Primarily
 
as a result of these two factors, it proved possible to repeat each 
sec
tion several times, despite the 
time dedicated to evaluation. Neither
 
tie instructors nor the students objected to this pattern.
 

Remaining Shortcomings and Research Needs
 

Whils there was broad agreement among observers that the revised
 
training course resulted in a substantial improvement in partera compe
ten(e, serious shortcomings remain. The results of the student evalua
tions were not recorded. 
 There is then room for doubt that every partera

demonstrated minimal competence in each skill. 
 An even greater source of
 
concern derives from the programs extremely weak system for field super
vision. Few of the parteras were visited in the field even 
once, and
 
even these limited visits did not systematically evaluate the partera's

actual performance. 
Even apart from its critical role in supporting high

quality cervices and coverage of the target population, supervision pro
vides the final basis for modifying and refining the training course
 
itself. No 
evaluation in the classroom establishes the success of a
 
formal training course, much less 
a five-day course applying an unfamil
iar technology to inexperienced health workers. There are, to be sure,
 
formidable logistical z-d practical obstacles 
to carrying out a rigorous

evaluation of the performance of isolated rural health workers. 
 The

failure of the 
partera program to realize such an evaluation was, how
ever, more qualitative and therefore more disturbing. The form of
 
competency-based training was conveyed, but not the concept, and for
 
this, the partera program suggests no easy solutions.
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THE FAILURE OF PREVENTION IN
 
PRIMARY HEALTH CARE EFFORTS
 

Joyce V. Lyons*
 

Seminar Speaker
 

Even today very little emphasis has been placed on the importance of 
preventive and promotive care in many countries. This is true even 
though two trends have recently emerged that have increased the awareness 
about the importance of preventive and promotive health services. First, 
tne international health community has accepted primary health :are as a 
desired qoal of any health syten. 5econdly, non-physician practitioners 
are gaining acceptance by both physicians and community members. 

Despite the increasing awareness of the inadequacies of a predomi
nantly rurative approach to health serivces, the shift in financial and
 
human resources required to correct the current imbalance in services is
 
slow to develop. The dominance of curative care persists even though
 
community needs remain urwnet and evidence show that curative care only
 
prcvides temporary relief for many of the problems which have their
 
origins in preventable conditions.
 

Barriers to prevention exist in many aspects of the health delivery
 
system. In the deveiopment of manpower, the training is often inappro
priate. In the area of finance, resources are skewed towards support of
 
centralized curative services. And finally, there is little emphasis on
 
sharing and integrating the resources of the Ministry of health to sup
port preventive and promotive activities. These barriers influence the
 
extent to which health workers can provide primary health care services.
 
When primary health care workers (PHCWs) are not properly trained and
 
supported, their efforts to meet community needs are often inadequate,
 
inappropriate or insufficient.
 

It has to be reaized that the many elements of the health delivery
 
system are interdependent, and changes in health delivery will only occur
 
when the health services are systematically and appropriately mobilized.
 
Prevention then becomes the responsibility of every level and component
 
of the system.
 

Manpower development takes place when manpower requirements are de
fined through a process of 1) comparing the perceived health needs to the
 
existing personnel resources, 2) projecting the present and future rE
quirements, 3) defining the health team configuration most likely to
 
facilitate service, and finally 4) developing workers to provide the
 
necessary service.
 

* Co-authors are Dr. Hugh Holder, Thomas G. Coles and Sunil Mehra. 
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Many countries have chosen to train non-physician health workers to
 
provide primary health cwre. Often, in an attempt to maximize the utili
zation of these workers, the preventive, promotive and curative responsi
bilities are given to one category uf multipurpose worker.
 

Training of these middle-level health workers (MLHWs) addresses many
 
problems, but a major problem remains. Although mandated to provide com
prehensive health care at th;* primary level, MLHWs often spend a dispro
portionate amount of time providing treatment for common recurrent health
 
problems. Most of these health problems are caused by environmental con
ditions or personal health habits that can be altered by preventiv,? mea
sures such as sharing ideas about health and improving sanitation and 
water supplies. In assessing the effectiveness of MLHWs, three questions
 
arise for further consideration:
 

1. 	 Does the worker have ample opportunity to proviee preventive,
 
promotive and curative services?
 

2. 	 Does the worker have the desire to engage in preventive and
 
promotive activities?
 

3. 	 Does the worker have the ability to provide preventive and pro
motive services?
 

Background
 

In 1977, the government of Guyana decided to train a new category of
 
MLHW 	called "MEDEX." MEDEX were to help expand health services to rural
 
populations and maximize the utilization of manpower. They were expected
 
to provide primary health care services integrating promotive, preventive
 
and curative care. The responsibility of the training, supervision and
 
continuing education of MEDEX was given to the MEDEX Training Center in
 
Georgetown, Guyana. Following competency-based training guidelines, the
 
MEDEX Training Center developed training materials and methods. The
 
Center is committed to provide relevant preservice and inservice training
 
(continuing education) to the MEDEX. To do so, the performance of MEDEX
 
who 	have graduated is routinely assessed and monitored hy supervisors.
 

In 1979 an analysis of deployed MEDEX records revealed that approxi
mate'y 30-40 percent of the cases treated by MEDEX could have been
 
avoided by improved environmental conditions or personal health prac
tices. Both the MEDEX records and supervisory reports indicated that,
 
although clinic patients received adequate advice about the impact of
 
good health habits on reducing the incidence of their current health
 
problem, there was little involvement by the MEDEX in preventive and pro
motive ;ctivites outside of the clinic.
 

The chief m?dical officer attempted to change the situation by direct
ing the MEDEX to close their clinics one day per week to wurk in the com
munity to identify health risks and assist community members to change
 
risk factors. subsequent evaluation found the MEDEX performance
 
unchanged.
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Based upon the analysis of field experiences the training center staff
 
prepared 
a continuing education program for the graduates, as well as a

revised approach for teaching community health to incoming preservice

students.
 

During training the student is required to:
 

1. 	 Obtain information about the health status 
and practices of the
 
people in a selected community.
 

2. 	 Identify those social and environmental conditions which, if
 
changed, would imprcve the health of people 
in the community.
 

Specifically, the revised program would enable the trainee to:
 

1. 
 Recognize what disease patterns provide indications of community

health status, i.e., diarrhea, hepatitis, communicable disease.
 

2. 	 !dentify environmental factors which will effect the maintenance
 

of a pure water supply.
 

3. 	 Des:ribe effective and means
safe of human waste disposal.
 

4. 	 Describe methods for pest control, e.g., 
flies, mosquitoes,
 
rats.
 

5. 	 Describe the nutritional needs of children and pregnant women.
 

6. 	 Explain the normal growth and development process for children.
 

7. 	 Describe the soLial and medical 
factors which determine the
 
potential for a child to be at 
risk 	of becoming ill.
 

8. 
 Describe the benefits of immunization.
 

9. 	 Conduct household interviews to obtain information about fam
ily health state.
 

10. 	 Map a selected section o: the community and display the following

water 
sources, human wafte disposal facilities, rubbish disposal

facilities, potential breeding areas for insect an
4 rodent pests.
 

11. 	 Assess 
the 	quality of water supply, human waste disposal facil
ities, rubbish disposal methous, and pest control efforts. 

STUDY
 

This study was conducted in Guyana in 1980-81 as part of a more de
tailed investigation about using student performance 
evaluations to
 
assist in program d.cision-making. The objectives of this analysis were:
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1. 	 To assess the effects of revised teaching materials and methods
 
o the learning achievement or preservice students.
 

2. 	 7o compare the effectiveness of inservice and preservice training
 
approaches by measuring student achievement.
 

Student achievement was measured using pre and post tests of knowl
edge, as well as a simulated interview and recording procedure to iden
tify student skills in applying their knowledge about family and commu
nity health risk factors.
 

Results
 

The preservice subjects obtained significantly higher scores on both
 
the cognitive post-test and the simulated interview procedure. The in
terview scores of the two groups were also compared in each of the nine
 
categories that are contained in the total interview; i.e., mothers'
 
health, children's health. At this level of analysis there were no sig
nificant differences between the preservice and inservice group perfor
mance in the following categories: children's health, family health,
 
nutrition, and insect control.
 

Discussion
 

The ultimate success of this program to increase MEDEX participation
 
in community-based preventive and promotive activities will be evaluated
 
after continued monitoring of their job performance. The preliminary

results of the study suggest that the new preservice approach should be
 
continued for the next class. After further field evaluation, the pro
gram staff will have enouah information to consider the merits of chang
ing the preservice trai" ing curriculum structure. One option is to
 
shorten the preservice training time and allow the development of commu
nity-based skills during a continuing education experience. This ap
proach would tend to fuse the medex to his community and have the added
 
benefit of being less expensive for the training institution.
 

Summary
 

Convenrions that tend to maintain an orientation to clinical medicine
 
as the major service of PHC workers need to be addressed before the
 
worker can perceive the sccpe of his role in the coffinunity. Training is
 
one avenue for achieving ths change in role perception. By redesigning

training systems and developing creative approaches to learning activi
ties, the preventive and promtive role can be emphasized. Such training

efforts, although not sufficient in themselves are necessary components 
in the development of PHC systems.
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ADAPTATION AND USE OF FIELD-TESTED PROTOTYPE MATERIALS FOR
 
PRIMARY HEALTH CARE DEVELOPMENT
 

Eugene R. Boostrom
 

Seminar Speaker
 

The lead editorial in the May 1981 American Journal of Public Health,
entitled "Health by All for the Year 2000,0 by Dr. Jean Pierre Habicht, 
offers four general principles to guide us in designing and implementing 
primary health care (PHC) programs: 

1. 	Primary health care must be appropriate to local
 
conditions.
 

2. 	Cotnmitments to the obje-tives of PHC must be compatible
 
among donor agencies, technical aid personnel, and health
 
authorities at the relevant levels.
 

3. 	Health and other objectives must be translated into
 
activities with measurable goals.
 

4. 	A PHC system is an organism in which each part must
 
perform its allotted tasks in coordination with the
 
other parts.
 

These four principles are certainly consistent with the experiences of
 
the Health Manpower Development Staff (HMDS), University of Hawaii, in 
collaborating in the development of PHC programs in several countries. 
They are also consistent with the experiences of many other people in 
international health.
 

The final paragraph of the above cited editorial, however, seems tu 
offer a challenge to groups such as the Health Manpower Development
Staff, which are engaged in the development of prototype materials for 
PHC: 

A review of these four principles indicates what can and
 
what cannot be usefully extrapolated from one situation
 
to another: scientific knowledge about biological effi
cacy and the process involved in designing a primary
 
health care program can be; the precise structure and
 
mix of interventions cannot. This insight explains why
 
many successful programs are described according to their
 
objectives and process and why publication of exact pro
cedures is dangerous, because they are too easily adopted
 
unadapted.l/

(EmphasTis lidded.)
 

The HMDS, University of Hawaii, agrees with the existence of that danger,

but believes it can be dealt with.
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The 	adaptation and use of prototype materials can increase 
benefits
 
from limited resources. Prototype materials are standardized, field
tested materials specifically designed for ready adaptation to help meet
 
needs in manpower and systems development for PHC. Some of the advan
tages of adapting and using prototypes are that they can:
 

1. 	Reduce the lead time and costs required to establish, expand and
 
strengthen effective national PHC proqrams.
 

2. 	Assure that all major areas (e.g, job design and task analysis, 
training, system planning, minageent support) are considered, and
 
that approoriate technologies are considered in each.
 

3. 	Facilitate effective and systematic use of past experiences in
 
PHC.
 

4. 	Maximize effectiveness of technical cooperation for PHC.
 

5. 	Facilitate effective use of technical cooperation among developing
 
countries.
 

6. 	Enhance commitment to and identification with PHC among partici
pants in the adaption process.
 

"Adoption without adaptation" occurs because it is often too easy to
 
"adopt" and too hard to "adapt." One solution is to provide good mate
rials which are easy to adapt, plus a specific structured approach for
 
adapting them to local (national) conditions. The conditions or context
 
to which prototype materials must be adapted include: 
 the health prob
lems of a given country or area; the resources available from various 
sources to prevent or combat those problems and to preserve and promote
health; and host-country decisions regarding how, where, when and by whom 
various health services will be provided within the unique cultural and
 
environmental characteristics of the country,
 

The University of Hawaii group has developed, ud, tested and refined
 
prototype materials through collaboration in PHC development in five
 
countries: Micronesia, Thailand, Guyana, Pakistan, and Lesotho. Ini
tially, emphasis was placed on the training of mid-level health workers,
 
(MIHWs), using a competency-based approach proven successful in the
 
United States. Experiences in severil countries showed that the proto
type materials, the modular format in which they were presented, (se

Diagrams I and 2), and the adiotation process and related material were
 
readily accepted, adapted and used. Further, health officials find that
 
the graduates of the resulting treining programs accept and perform

competently the tasks assigned to 
them in the PHC system. Formative
 
evaluations carried out during the trdining and comparisons of 
pre- and
 
post-training test performances indicate 
that relevant knowledge and
 
skills improve during training. Ministry of Health officials have
 
expressed satisfaction with the readiness with which the prototype

materials could be adapted to their own particular situations and
 
problems.
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The HMDS has found that when LHWs train community health workers
 
(CHWs) whom they subsequently supervise, lasting ties are developed
 
which facilitate effective PHC at the community and family levels.
 

In recent years, it has become increasingly evident in developing

countries that MLHWs and the CHWs who work with them require strong
 
support and continuing positive sipervision. For the CHWs, most of this
 
can be orovided by MLHWs after appropriate training. MLHWs can be
 
trained to do this and to make effective use of support systems provided

by the Ministry of Health or other employing institutions. Prototype

MLHW training materials include modules intended to help prepare the MLHW
 
to train and support CHWs; portions of these materials are also speci
fically designed to be used in the actual training of CHWs. Other
 
modules help prepare the MLtHWs to carry out other "management" tasks and
 
to make adequate and effective use of the support systems available to
 
them.
 

To the materials mentioned above, others are being added to facilitate
 
the processes through which Ministries of Health and other organizations
 
can strengthen their institutional and management capability for PHC 
operations and support. Some of the PHC prototype materials and guide
lines for their use are still being developed. All are still being 
modified in 
light of on-going feedback from the field. The entire
 
package of materials and guidelines is to be finished and ready for
 
distribution early in 1983. An information volume to be distributed by

HMOS in October 1981 explains HMOS approaches and materials and provides

examples of both prototype and country-adapted material.
 

Much emphasis is placed on the adaptition process, since even the
 
best training materials and training progr&ns cannot be fully effective
 
if they are not well adapted to local requirements and conditions by

local health professionals. In the area of MIHW and CHW training, for
 
example, the beginning point of materials adaptation is the "curriculum
 
adaptation workshop." This is a two to six-week session in which health
 
workers and officials from various levels of the health care system first
 
work to finalize draft job descriptions and task lists for the MLHWs and
 
CHWs. They then begin the development of a training program for each
 
category of worker and revise (and sometimes devise) training and evalua
tion materials to assure that the trainees will become competent 
to
 
perform all of the tasks listed 
for their job under the conditions which
 
will actually prevail in the field.
 

At the completion of the curriculum adaptation workshop, the roles
 
of both MLHWs and CHWs have been defined to the extent of analyzing
 
job descriptions into tasks and duties, and in turn, 
into the skills and
 
knowledge required. This forms the basis for the detailed adaptation of
 
the individual modules. Plans for the completion of the student text
 
adaptation have been made, and implementation of that process has begun.

The adaptation of the student texts continues in small working groups for
 
a number of months after the workshop. After implementation of the
 
training 
program, feedback from training and from field operations is
 
used .o update and revise the materials.
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Other workshops are closely related to the process of adapting train
ing materials and approaches. These include workshops which form part

of the processes of organizational and management systems development.

The workshops are arranged to feed into one another, leading participants

stepwise in development of infrastructure and support systems to help

meet the needs of the communities and of health workers 
in preparation of
 
competency-based materials 
for 	training PHC workers. Following analyses

of organization and support 
systems, planning and management workshops

produce specific action plans to improve systems. Some participants from
 
these workshops also participate in the curriculum adaptation workshop.

The tutor training workshop is held after completion of the adaptation of
 
student texts and before commencement of MLHW training, to prepare tutors
 
to use competency-based training methodology. 
The instructors' materials
 
are adapted during this workshop. Prior to the CHW section of the MLHW
 
training, a preceptor deployment workshop prepares tutors to train MIHWs
 
to train CHWs, as well as preparing the tutors to manage the community

phase of training. District-level planning and management workshops feed
 
operations information into this workshop. After graduation of the first
 
class, continuing education workshops are hcld to help tutors, 
super
visors and graduate MLHWs to plan a continuing education program closely

linked to ongoing supervision.
 

One 	typical sequence of workshops is as follows:
 

UAT IO1AL 
LEVEL CJRRICULUM CONT INUINS

PLANNING AND-. ADAPTATION TUTOR TRAINING PRE-DEPLOYMENT 
MANAGEMENT WORKSHOD(S) WORKSHOP(S) WORKSHOP(S) EDUCATIONWORKSHOPWORKSHOP(S)WORKSHOP
 

IAREA 	 LEVEL
 
.........
...... 
............ 
 ... 	MANAGEMENT 

WORKSHOP(S) 

Prototype workshop manuals are 
adapted and used to guide advisors and
 
host government counterpart officials 
in planning and conducting work
shops. These manuals provide materials which assist in the process. The
 
prototype Curriculum Adaptation Workshop Manual, 
for 	example, includes:
 
examples of drug and 
supply lists; a checklist of typical administrative
 
and logistical requirements; a description of aspects of the health
 
services delivery system which are in the system of
implicit prototype

materials for training MLHWs and CHWs; descriptive and explanatory

information on competency-based training and non-formal education; 
task
 
analysis tables for each MLHW training module; 
and 	other workshop aids.

Prior to a woi-kshop, the manuals are adapted 
for 	use in the country.

They are used flexibly, choosing from the varielty of materials available
 
those which are most appropriate for the 	 country and for the workshop 
participants.
 

The materials develonci by HMDS facilitate idaptation of approaches
and adaptation of the materials themselves. Prototype training materi
als, for example, are designed to facilitate adaptation by their:
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--Inclusiveness in relation to common health problems facing PHC
 
workers;
 

--Selectivity and emphasis in relation to high priority problems
 
and feasible approaches to resolving or reducing them;
 

--Quality, both interms of content and pedagogically;
 

--Appropriate (but flexible) sequencing of content and of learning
 
activities (both within and across modules); and
 

--Controlled language and reading levels (including considerations
 
of the problems of training and supporting illiterate CHWs).
 

Other materials also aid adaptation by facilitating, provoking or clari
fying decisions regarding various aspects of the PHC system. Such
 
materials include the task tables, other materials in the modules and
 
instructor's manuals, and, with emphasis on those decisions, materials
 
for systems analysis and development.
 

In summary, HMOS considers that prototype materials offer significant
 
advantages in developing and strengthening PHC systems, and that they
 
can help fulfill Dr. Habicht's four principles:
 

1. 	They can be designed for adaptation to local conditions.
 

2. 	Their adaptation provokes early analysis and consideration of
 
manpower and support issues which test the compatibility of the
 
objectives of the various parties involved.
 

3. 	They facilitate the move from policy statements to setting 
specific measurable goals. 

4. 	They help in planning and establishing coordination of the tasks 
to be carri2d out by various workers, by promoting early deci
sions on task assignments at the peripheral levels and on design
 
and operation of support and training systems.
 

As HMDS completes the development and testing of its guidelines and
 
prototype materials, itfaces the challenge of making them as independent
 
as possible of the use of "outside" technical advisors, and of promoting
 
and facilitating technical cooperation among developing countries where
 
"outside" help isneeded.
 

NOTES
 

I/American Journal of Public Health, May 1981, Vol. 71, No. 5, pp.
 
459-461.
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DIAGRAM 1
 

COMPONENTS OF PROTOTYPE MODULES
 

MODULES (OR STUDENT) TEXT
 

- STUDENT GUIDES
 

- WRITTEN NARRATIVES
 

- TEXT VISUALS
 

- REVIEW QUESTIONS
 

- PROTOCOLS
 

- EVALUATION FORMS
 

INSTRUCTOR'S MANUAL
 

- TASK ANALYSIS TABLES
 
- TRAINING SCHEDULES (ALSO FOUND IN MODULE TEXT)
 
- TEACHING PLANS
 
- PRE-, POST-TEST, AND REVIEW QUESTIONS ITEMS
 

AND ANSWERS
 
- AUDIOVISUAL MATERIALS (SUCH AS SLIDES WITH
 
NARRATIVES)
 

EVALUATION MATERIALS
 

- PRE- AND POST-TEST
 

- PERFORMANCE CHECKLIST
 

ADAPTATION AIDS
 

- DRUG AND EQUIPMENT LISTS
 

- ALTERNATIVE AUDIOVISUAL MATERIALS
 
- ARTICLES/REFERENCES SUPPORTING CONTENT OF MODULE
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DIAGRAM 2
 

MODULE COMPONENTS
 
AND
 

RELATIONSHIPS
 

________MATERIALSINSTRUCTORS'
 

MATERIALS
Description of problems Learning 
Skils iption s .Activities

Skills descriptions Classroom - Lesson plans 
Diagnostic protocols Clinic - Audio-visual 
Patient care protocols 1 Conrmm guides 

Adaptation aids 
\ Task 

Analysis A 
Skills Answers 

checklist to tsts . 

Review Evaluation 
questions ~-guides 

Pre and post tests
 
Performance evaluation
 

EVALUATION MATERIALS
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ADAPTATION AND USE OF STANDARDIZED LEARNING MATERIAL
 

Daniel Flahault
 

Seminar Speaker
 

Introduction
 

The structure of the World Health Organization (WHO) with 
its decentralized organization (Headquarters, six 
Regional Offices, and offices
 
at country level) has led WHO to produce learning material 
at various
levels, including Headquarters level. In view 
of the fact that 156
Member States belong to WHO, the material produced at headquarters level
cannot 
meet the needs of individual countries; consequently the learning
material prepared has to 
be adapted at regional and country levels. We
could thus 
consider that the material prepared at headquarters is standardized. 
Various manuals and guides, such as The Primary Health Worker,
are prepared for specific categories of health personnel 
and materil-aT-is
also prepared for medical assistants, nurses, MDs and technical personnel. There 
are also guides prepared fcr all personnel, such as The Edu
cational Handbook for Health Personnel. Learning modules have also been
prepared; some 
can be found in the above-mentioned learning material 
and
thousands of 
modules have been prepared all over the world 
by various
institutions. 
The same applies to self-le3rning material as well as to

audio-visual materials such 
as slides, films, drawings, taoes and transparencies, not to mention laboratory equipment or practical equipment
such as dummies. Flowcharts will be ,,pecifically mentioned here 
since
they seem 
to offer avenues for further development and possibilities.
 

If one considers that adaptation is the process by which a given
learning 
material is modified to suit specific conditions and needs,

these conditions are those which relate t) the environment and influence
life in the country: (1) the geographical 
and eczonomic conditions which
influence the disease pattern; (2) the 
cultural background, as it is
important to into
take account the local habits, practices and taboos;

(3) the religious influences which may, for instance, prevent the utilization of certain foods; and (4) the resources available both in terms 
of
financial 
means and manpower available for training, supervision, and
referral. The 
needs relate to the people, both the health workers and
the population who oenefit from their services. 
 The level of development
determines the level 
of the health worker and the 
learning material has
to be adapted to them. 
 The needs of the population, once carefully
assessed, have 
to be listed in order of priority so that the problems
tackled correspond to those which need to be considered first.
 

Adaptation and Use of 
a Guide for Primary Health Workers (PHWs)
 

Take as 
an example one of the WHO publications: The Primary Health
Worker: 
 working guide, guidelines for training, guidelines for adaptation, Ahich 
was prepared as standardized learning material 
intended
 
or adaptation at cuuntry level. 
 This publication was prepared at
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headquarters level by a team of 	physicians, nurses and sanitary engi
their careers working at country-level
neers, who had all spent part of 


in the field. It was considered that the PHW's duties depend on the
 
"problems" met, or areas of concern faced, which vary from country to
 

country; consequently it was impossible to draw up a list of problems
 

which would be valid throughout the world. It was assumed, however,
 

that some problems and concerns were common to all countries. This
 
this guide to select
assumption led the WHO working group which prepared 


the problems ifcluded in it ,i the basis of a few criteria:
 

--frequency of disease;
 
--demaid from the public;
 
--dcnger to the individual;
 
--danger to the community;
 
--technical feasibility of action for a PHW; and
 

--economic cnisequences of the "problem."
 

From the problems selerted, the functions of the PHW were outlined,
 

covering both curative and preventive health care as well as community
 

development activities.
 

were con

sidered to be the most common, therefore the most likely to be found in
 

any given rural community. The problems were grouped under seven main
 

he.dings:
 

The guide cow-rd 34 problems, or areas of concern, which 


--ccimvon diseases;
 
--maternal care;
 
--child health and nutrition;
 
--accidents;
 
--village and home sanitation;
 
--other common problems; and
 
--community development.
 

From the very beginning, the reader is repeatedly reminded that the
 

guide is intended fir adaptation to conditions in different countries or
 
its users and should not be
communities in order to suit the needs of 


used as such at 
local-level without modification.
 

A typical example of adaptation of this guide took place in Sudan in
 

the following qay.
 

convened a group o' 28 medical assistants,
The Government of Sudan 

under the chairmanship of the Director for Training of Health Personnel
 

(from the Ministry of Health), for two weeks to review eact chapter of
 

the WHO guide, taking into account the priorities set by the Primary
 

Health Care Committee, established at miristerial level. About 25 chap

ters were were added, but
retained from the WHO guide, and new chapters 


rhanges were made in all chapters of the initial WHO model. Chanqes were
 

made no" only to the text but also to the drawings. The review graup was
 

assisted by WHO staff from both Headquarter; and the Regional Office.
 

They split up into working qraups, each one of which dealt with seve, or
 

eight problems, and reviewed, rewrote and amended the problems according
 

to their own perceptions.
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The annexes to the guide relating to drugs, techniques, and equipment
 
were also adapted to comply with the policies set up by the National
 
Primary Health Care Committee and particularly with the list of essential
 
drugs agreed upon by the Ministry of Health for utilization by Community

Health Workers at level. the time
peripheral At same a translation
 
committee was given the responsioility of translating the new English

version 
into Arabic. The Ministry of Health then published the Sudanese
 
guide in a bilingual Arabic/English edition.
 

Subsequently this guide was the care
used by primary health wcrkers
 
and their trainers working 
in the Sudanese Health Services, particularly

in tne South of Sudan. An evaluation of the use of The Primary Health
 
Worker manual 
in Sudan was carried out by the national authorities which 
served as a basis for the preparation of a revised edition. At the same 
time a new edition of the first Wtiu edition was prepared and published in
 
1980.
 

Adaptation and Use of Other Learninj Material
 

Other learning material prepared for other categories of health

workers, such as The Educational Handbook for Health Personnel 
 or On
 
Being in Charge--a guide for middle-level management in primary healitF
 
care do not lend themselves to adaptation in the same way. The princi
ples of teaching/learning methodology, as 
well as of management,

the same all around the world and only minor adapcations, such as ex
amples better suited to local conditions, may become necessary. Other
wise a simple translation into local languages may suffice.
 

Concerning audio-visual materials such as slides and films, the films

prepared for French-speaking countries by tne National Film Board of 
Canada are an example. The National Film Board produced 31 educational

films of an average of 30 minutes each for niddle-level personnel in
 
Africa. These films were produced with the involvement of governments

and iational and international experts. In Africa, climatic, geographi
cal a J cultural conditions vary quite a lot from the savana to the
 
forest areas, from the dry to the humid zones 
and from the Moslem,

Christian and "animist" populations. The films were made depicting

examples in various 
parts of Africa. This does not represent a real
 
adaptation to local conditions tut gives examples of the prevailipg

conaitions. Adaptation is still necessary to serve local 
purposes. This
 
adaptation could be carried out by teachers and through the text acc-m
panying the films explaining the conditions in which the films were mace.
 

Adaptation and Use of Flowcharts
 

In recent years, training/learning material has increasingly been
 
using the algorithm, or flowchart, approach. 
 WHO used it for the first
 
edition of 
its manual The Primary Health Worker, where decision-diagrams
 
were presented together with the text 
prepared for each problem. In the
 
subsequent editions, these diagra&-. were deleted because the village

health worker with a limited educational background might have found them
 
a bit frightening. 
 It is not sure that the decision taken then was the
 
right one, because although the diagrams could have appeared strange to
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the village health workers at first, they may have accepted them at a
 
later stage after careful explanations by tneir teachers.
 

The first attempt to use flow-charts was made in Tanzania and the
 
method desc-ibed in a paper entitled "An Approach to Rapid Problem
 
Solvina in Clinical Medicine," published in 1975 in the British Medical
 
Journal. It is problem-oriented, based upon history-taking a d Ihysical
 
examination add should enable a diagnosis to be reacned within three
 
minutes by PHWs and with a high degree of accuracy. Fifty-two flow
charts were apsiqned to include 34 symptoms and 18 physical signs cover
'no 150 diseases and health problems in Tanzania. Evaluation studies
 
showed a 94 percent agreeient with the doctor's diagnosis on the 2,030
 
cccasions the charts were used. This method showed an acceptable level
 
of accuracy and repeatability.
 

But these fiow-charts were designed for Tanzania and could not be 
used as such in other countries. A research project was launchea in 
1976-78 to identify conditions and problems which could be considered as 
universally prevdlent. The end result of this project was a set of 64 
flow-charts designed for use by intermediate level health personnel in 
primary care situations in any developing country. Several evaluation 
projects of these flow-charts were undertaken, particularly in Guinea 
Bissau and in Kenya with the African Medical and Research Foundation 
(AMRF). The results showed an acceptable overall agreement between 
flow-chart diagnosis and consultant diagnosis. In the Guinea Bissau 
evaluation, out of 1618 patients seen, the flow-charts gave a serious 
wtonq diagnosis in only 1.4 percent cases. In Kenya the evaluation 
showed that the flow-charts provided a higher level of diagnostic accu
racy than conventional disease-oriented methods. 

The flo" trts were then accepted and translated
ia into French, Portu
guese and Spanish, and a "manual for teaching and evaluating diagnostic
 
flowcharts" was prepared and published in several languages by WHO in
 
1178.
 

The methodology was developed further to identify and analyze the
 
complex management decisions which midwives have to face when dealin
 
with 15 obstetric emergencies in a health centre. They were evaluated
 
in the Sudan in 1979 as part of the Sudan-WHO interregional teacher
 
training programme and it was found that the stuJents showed a hignly
 
significant improvement in diagnosis and management. Adaptations of
 
these flow-charts are presently qu;ng on in other countries in Africa and
 
South America.
 

The 64 flow-charts mentioned above, to be used in any developing
 
country, did not include mental health problems. To alleviate this
 
shortcoming, WHO supported a three-year feasibility research project for
 
extending mental health care. Evaluations were then conducted in
 
Lesotho, India, Colombia and Egypt, showing again that the set of flow
charts provided intermediate-level health workers with a high level of
 
diagnostic accuracy when compared with a consultant psychiatrist. A
 
manual to teach trainers is presently under preparation.
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All of these publications have been directed towards the senior-level
 
auxiliary with a reasonably high standard of basic education. The
 
programe is now developing alona three lines:
 

1. 	Flow-chart-type materials are being produced for 
use by the vil
lage health worker, enabling him to correctly manage cases in the
 
absence of direct supervision. The programme also includes the
 
development of instrumen:s to help him solve village health
 
problems which affect the community as well as the individual.
 

2. 	Materials are being developed for use by traditional birth atten
dants, combined with a system for improving their literacy. This
 
project is planned to be conducted jointly with UNESCO.
 

3. 	Whereas the preceeding prcgramme elements represent the transfor
mation of original sets of flowcharts for higher level auxiliaries
 
to lower educati)nal level, the whole process of identification of
 
different types of illness by the flowchart process 
can 	permit a
 
more accurate collection of data at the peripheral level. A
 
project is plannel for making use of this process 
in order to
 
improve morbidity and mortality statistics at the periphery.

This project is further expanded through a project jointly 
con
ducted with CERN on the use of microcomputers at district level to
 
assure a morp rational deployment of staff and supplies and 
to
 
assist in the early recognition of epidemic conditions.
 

NOTES
 

I/Essex, B.J., "Technologies to Aid Decision-Making in PHC," WHO,
 
(1981).
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THE COST AND FINANCING OF PHCW
 
TRAINING SC.EMES: SOME INITIAL THOUGH4TS
 

Peter S. Heller
 

Seminar Speaker 

To evaluate the cost of training of a primary health care worker 
(PHCW), a policynmaker must Initially decide on the role that the PHCW 
is expected tu play in the community and in the preventive and curative 
health care systems. If the PHCW is to simply provide first-aid, the 
training requirements, and the costs entailed are likely to be very
 
different, and presumably much more limited, than if the PHCW is expected
 
to be the first point in the medical referral process, providing inltial 
diagnosis, prescribing drugs and possibly referring a patient to ; health 
crnter or hospital outpatient clinic. Is the PHCW also expected to be a 
jource of guidance to families on preventive health actions? Again, this 
increases the length and depth of training required, and thus the asso
ciated costs. Is the PHCW expected to operate in a vacuum or will there 
be a regular procedure whereby his village or urban block Is visited by a 
more experienced health worker or physician? If there is ongoing super
vision of the PHCW, one might be able to design a less comprehensive 
training program initially, since there will be some opportunity for 
"learning by doing and guidance" as the PHCW works with and observes the
 
physician.
 

The nature of the supervisory process and the number of opportunities 
for the PHCW to obtain some feedback on his or her performance will also 
dictate the frequency of the need for "refresher courses" or further 
training. 3ne must presume that the type of person likely to be a PHCW, 
particularly in the rural areas, is someone of limited education--no more 
than a secondary level. One must also assume that there are limits to 
the amount of information which can be tdught such a person, retained and
 
effectively applied in the field, particularly if there is to be only 
limited ongoing supervision. Thi; :;--st that the requirements for
 
training will rot end after an initial 10 or 20-week course, but that
 
there will be a need for some subsequent training, both in strengthening 
previous skil'is and learning new ones.
 

A criticil dynamic factor shaping the magnitude of training is the 
need for tt.e PHCW to be successful. This may seem obvious, but in most 
countries ',hey are indeed new creatures on the health care scei.e. They 
neither possess the longstanding training via ancestry and apprenticeship 
of the traditional practitioner nor the credentials of the modern sector 
physician. To gain acceptance within the comnunity, they will have to 
seem as an acceptable and relevant alternative to the traditional practi
tioner or to a trip to a health clinic. Proximity is not a sufficient 
attraction. This implies that the community will have to perceive that 
the PHCW has received sufficient training in the skills he or she is ex
pected to deliver, and this also will be a factor dictating the character 
and cost of the training received. 
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The aboee considerations determine the 
leigth of the training process

for any individual PHCW, imply iomething about what 
types of skills must
be imparted during the training preze., end suggest the frequency and

duration of periodic refresher cour',.es. Three other factors will criti
cally affect the expenditure reau-rements associated the training
with 

component of such a program. 
 Fir,t, a critical policy issue is the de
sired density of 
such PHCW staff within the community. This determines
 
the magnitucY of the total enrollment that will be necessary to provide

the requisite number 
3f PHCW for the country. Should there be one PHCW
 
for every 100 families? 500 families? 
 1000 families?
 

Sec-nd, 
some estimate must be made of the anticipated wastage rate of
PHCWs, both in 
a short and medium term sense. Not all PHCWs will complete

the training program. One must similarly anticipate that many PHCWs will

either stop their "practice" or 
aspire to further higher training in the

medical system. This will necessitate new streams of enrollment into the

PHCW system. 
 Third, the cost of training will be critically affected by

the type of training program designed. One can imagine the courses being
provided in a well-constructed building a modern with
near hospital,

small laboratory facilities; one can also imagine 
their provision in a
small rural classroom with a limited number of 
medical teaching staff.
 
While not fully substitutable, one can envision the temptation of 
the

profession to costly and
mimic perhaps inappropriate standards of
 
traininq.
 

In suimmary, the t.ial recurrent expenditure on training will depend on:
 

I. the number of new enrollees;
 

2. the number of enrollees in "refresher" courses;
 

3. the length of the initial and refesher courses, respectively;
 

4. the technological standard of training; and
 

5. the "wastage" rate of enrollees.
 

Given the uncertainty about 
the decision parameters discussed above,

the newness of the PHCW concept the
and lack of experience with their

functioning, it is difficult 
to estimate the expenditure requirements in

absolute terms. One can hypothesize that one is not dealing with a par
ticularly expensive form of training, relative 
to t;a cost of training
most other medical personrel for which the government hab responsibility.

It will presumably require tUe organization of a training center 
with

dormitories in some centralized location, with 
some access to a rural
oriented primary care facility (or urban-uriented if one i considering

urban PHCW).
 

How would such an operation be financed? There are several obvious
 
alternatives: (1) directly financed out of thc 
gcvernment budget, (2)
financed by the PHCW participants themselves, (3) financing by the 
com
munities from which 
the PHCWs are ccining and (4) external firancing,

either from private or foreign governmental sources. In the few -ountries
 
where this has been tried, the first alternative appears as the chosen
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approach. In the Chinese case during the Cultural Revolution, medical
 
staff were efectively diverted and sent out to the rural area to train
 
the so-called barefoot doctor cadres. Subsequent to that, the provinces
 
or counties provided the resources for training.
 

In most countries, there is considerable competition for recurrent
 
resources aiong ministries and within the health ministry itself. Yet
 
the cost of this type of training program is not likely to be very signi
ficant compared to the overall budget of a Health Ministry. For example,
 
in Kenya, the total cost of health training is only approximately 6.5
 
percent of the total Health Ministry budget, and if one focuses solely on
 
the cos' of paramedical training, the share of the budget is likely to be
 
'ar lower. If the introduction of a PHCW is viewed as an important ele
ment in the elaboration of the health system of a country, the budgetary
 
financing of the training prnqran should not be that excessive a problem.
 
External financing for such training is also likely in terms of the ini
tial capital costs and the increased willingness of donors to finance
 
start-up recurrent costs.
 

A more critical issue is how the services of the PHCW will be financed
 
on an on-going, recurrent basis. Will this be an additional layer of the
 
health system to be financed out of the Health Ministry budget? Will the
 
PHCWs be volunteer workers? Will they be able to charge a fee for ser
vices? Will they be financed by the individual cownunities, as is the
 
experience in China? These are perhaps the more important questions.
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FINANCING THE TRAINING AND DEPLOYMENT OF
 
PRIMARY HEALTH CARE WORKERS
 
IN DEVELOPING COUNTRIES
 

Alan L. Sorkin 

Seminar Speaker 

There has been little systematic research regdrding the methods by
which primary health care is financed, particularly in regard to therural areas of developing countries. The Syncrises volumes on the rela
tionship between health and socio-ecomc development provide some
statistical information of varying quality, but are rather incomplete 
sources of data.
 

The primary source of funds for financing the training and deployment
of primary health care workers in developing countries is general tax revenues which are allocated by either the state or central government.
For example, in Thailand an important primary health care worker is the
auxiliary midwife. A priority of the Maternal and Child Health (MCH)Division of the Thai Ministry of Public Health has been the training of
midwives. 
 In the recent past there were five midwifery schools in Thailand, three of which were attached to KCH centers. The objective of the

schools is to produce enough skilled midwives so that there will be one
midwife for every 4,000 villagers in the rural areas. Production levels
have averaged only 400 midwives per year. These schools provide tuition,
board and lodging free of charge. The young women, selected from villages throughodmt the country, are required, upon graduation, to serve in 
a village of their home province. This policy has apparently been suc
cessful in keeping the trained midwives in the rural areas.1/
 

A second source of funding for the training and utilization of primary

health care workers is external financing. A USAID project in Senegalwas fairly typical of this kind of activity. The $480,000 project
created a cadre of village health workers and a network of village healthposts where basic health services (first-aid, environmental sanitation,
sinole health and nutrition education, and preparation for vaccination
 
campaigns) were provided and vital statistics were 
collected. The villaqe health worker's primary role was to make periodic visits to each
household, refer cases to the health clinic and carry out health 
educatio0. 2/
 

While external assistance can 
serve as an important add'tional source

of financing primary health tore, there are two problems which must be
considered. First, when the extern.-l assistance is terjinated, theresponsibility for v'nancing the con:inuation of the activity becomes theresponsibility of t . government of the country which was the aid recini
ent. If the country's priorities have changed from the time exterlal
assistance was provided, the project may be discontinued. Secondly, if 
new facilities are constructed with external assistance, the additional

operating expenditures must ultimately 1e borne by the central governrent
and should be included in subsequent health plans. 
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Some financing of primary health care worker training is undertaken by
missionary or charitable organizations. These organizations occasionally

defray a portion of the costs by charging recipients some fraction of the 
cost for services rendered. In addition, some missionary organizations
receive subsidies from government sources. 

For example, Baptist missionaries have been active in the Vanga area
 
of Zaire for 70 years, operating a mission hospital, which emphasized the
 
provision of curative care. In 1961 the mission beqan to extend its ac
tivities to outreach health programs. A preventive medicine progra, be
gan in 1967 with the establishment of formal ties between the local vil
lage authorities and the medical service of the Vanga hospital. The 
programs emphasized health education and sanitation programs. A grant

from OXFAM in 1970 led to the establishment of a Department of Public 
Health at the Hospital and resulted in the inauguration of an extensive 
integrated health outreach program. The focus has primarily been on the
 
Tive key areas of rural sanitation, maternal/infant care, tuberculosis 
control, nutrition improvement, and desired births.
 

Four mobile teams provide the vital link between the approximately 300
 
villages (of about 500 persons each) that the public health outreach pro
gram serves and the hospital. Each team is headed by an auxiliary nurse
 
who has completed the three-year training program at Vanga's own nursing
school. In addition, there are four health auxiliaries, each of whom has
completed two years of secondary school and attended a four-month 
trairing course in the hospital's Department of Public Health to learn
the techniques essential to practicing medicine as a member of the Iobile 
team. 3/ 

There appears to have been little discussion in the literature of 
innovative examples of financing primary health care worker training by

the conmunity itself. Moveover, it is also likely that many rural areas 
have come to depend on governmental or charitable sources of primary

health care financing and therefore lack the appropriate incentive to 
mobilize conwunity resources for this activity.
 

Financing Primary Health Care at the Community Level: The Case of China 

In rural China the basic primary health care service unit is the 
health station which is staffed by one or more barefoot doctors. The
health station services the production briqade, a community of 1000-3000 
persons. The health station is totally financed by the brigade through a
 
combination of health insurance funds and minimal charges to patients for
 
specific services rendered. 4 / The barefoot doctor is assisted by one or 
more "sanitation workers,"-ho have been trained by the barefoot doctor 
at the health station. Sanitation workers screen patients who come to 
the health station !d provide preventive and first-aid services. They
receive no additional pay for their services over and above their incomes 
as rural agricultural workers. 

The next level of health care above the brigade health station is the 
commune t.'spital A typical commune hospital is staffed by 4-20 doctors, 
more than half of them being practitioners of traditional medicine.5/
 

105
 



About the same number of allied health workers including nurses, techni
cians and aides work with these doctors. Comune hospitals are finan
cially self-sufficient with capital expenditures financed by the com
mune. Operating expenditures are provided by the brigades and are 
supplemented by small charges levied on patients.
 

Mu has undertaken a cost-benefit analysis of barefoot doctor training
in several production brigades. 6 / Benefits accrue from (1) the reported
reduction in working days lost-as a result of barefoot doctor treatment 
and (2) the amount of traveling and waiting time saved because of the
imediate availability of barefoot doctor services. The costs of 
barefoot doctor services were comprised of the following four elements: 
(1) the cost of providing training, (2) the cost of receiving training,
(3) the cost of providing the services and (4) the ccst of receiving the 
services. The results are indicated below:
 

Name or Location of Brigade Benefit/Cost ratio
 

Chunshing 4:1
 
Tao-Long 5:1 
Hwo-An County 4.5:1
 
Chantung Province 3:1
 

One of the most important issues relevant to che financing of primary
health care worker training is the cost-effectiveness of integrating
traditional healers into the government health care assystem compared to 
training persons with no previous experience as health care providers. A
number of related questions arise. Can traditional healers be trained to
be a "moderno medical care provider in less time and at lower cost than
other individuals? Would traditional healers continue practicing tradi
tional medicine "on the sidew to supplement their government salaries?
Are there methods of treatment provided by traditional healers which are 
superior to trained health care
those practiced by Western providers?

Since in some countries, penalties are provided by law for unlicensed
 
medical practitioners, it may be difficult to convince these indigenous

healers that their participation in the government health services system

is either wanted or needed.
 

Given the slow growth of fiscal revenue in rmst developing countries,
additional support for financing the training of primary health care
workers and their deployment in rural areas must either come at the 
expense of other social services and defense expenditures or via a reduc
tion in funding of urban health services. While such redistribution of
public funds may be economically Justified, one must remember that the 
political elite (as well as the elite of the medical profession) are
urban dwellers who may discount the value of rural social services and
primary health care. However, if economic planners and health planners 
can work together to demonstrate the cost-effectiveness of rural primary
health care services, perhaps additional funds can be allocated to this 
essential work. 
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THE EXTENSION OF SUCCESSFUL TRAINING PROJECTS
 
TO PRIMARY HEALTH CARE WORKER TRAINING
 

Carl E. Taylor
 

Seminar Speaker
 

In discussions of international programs, one commonly hears "let's
 
not have any more projects because there are too many skeletons of
 
unimplemented projects littering the landscape of developing countries."
 
The criticism seems to suggest that it is a mistake to conduct projects.

It does not recognize the real problem, which is not with projects but
 
with the lack of implementation. A particular aspect of this problem is
 
the mythology that has developed around the word replication. The surest
 
way of demonstrating sophistication in the jargon of international devel
opment is to respond to an otherwise well-reasoned argument by saying:

"Oh, but thal s not replicable." It is the ultimate putdown which can be
 
used whenever one can't think of anything else to say. That criticism
 
has become so powerful that all other discussions are supposed to stop

until the issue of replicability can be resolved.
 

The use of the term replicability needs to be examined critically.

The precise meaning of replication does not fit the reality of interna
tional develo9pent activities since it implies "folding back" or "produc
ing an exact reproduction." The kindest thing to be said about use of
 
the word is that it is a vestige of earlier naive days when development
 
experts thought that if they could put together the right combination of
 
program components in a replicable unit it could then be mass-produced
 
on 
a national scale. The image was that of putting together a standard
 
piece of machinery. Like biological clones, the services units from a
 
demonstration project were supposed to multiply and still remain recog
nizable as they spread throughout a national health system.
 

Most people would agree that this is not what they mean by replica
tion. Human activities can seldom be replicated precisely. Unfortu
nately, however, many people administering foreign activities have had
 
little field experience themselves and don't seem to recognize the need
 
for flexibility. All too often the term is used ina literal sense, and
 
especially when combined with the need for identifiable and measurable
 
objectives in a log fraf.ie it can be hopelessly restrictive. One result
 
has been a reluctance to take chances and try somethit U really innova
tive. It is much safer to limit activities to something simple with
 
definable characteristics that can be completed and replicated within the
 
three year cycle permitted by development bureaucracies. It leads to the
 
exclusive use of process indicators rather than end results. One mea
sures the number of trainees rather than the long lasting impact of a
 
training program. If we concentrate only on the mean- ut development

rather than the ultimate objectives of social change we may find that the
 
people doni't necessarily want what we think they shoud want.
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The term replication has been so abused that I think we should stop

using it. Instead, we need to try to understand the much more funda
mental and important concept of stepwise incremental implementation. We
 
should have learned by now that the process of socioeconomic change is
 
highly complex. Incremental mplementation requires patience. We need
 
to learn how to solie parts 
of a problem, to adjust, adapt, experiment

and feed back with steady persistence in a lonq range process that fits
 
local realities.
 

Several lessons have been 
learned from field research about the com
plex problems of training primary health care workers. The first lesson
 
is that any training program should be developed out of local field real
ities. There is too great a tendency to develop curricula, syllabi and
 
teaching modules while sitting around 3 table in an educational institu
tion. Cooperation is needed between field workers and persons with edu
cational expertise. For relevance in educational programs, teaching

expertise should be taken to the field 
ratner than just introducing per
sons with field experience into an academic setting.
 

A second lesson is that training of primary health care workers must
 
not simply be a watered down medical college course based on theory.
 
Instead the focus should be on developing the capacity for innovative
 
problem solving in daily activities.
 

A third lesson is that training should grow out of a locally appropri
ate process of systematic improvement of primary health care. A valid
 
process of task analysis should start with a careful definition of the
 
problems that need to be resolved. This problem definition must balance
 
professionally determined need against a systematic understanding of the
 
perceptions of the public.
 

A reallocation of roles in the health team is the next step. All
 
tasks should be routinized and delegated as far to the periphery as pos
sible. Interventions should be chosen that can be implemented as close
 
as possible the home. The most relevant are
to village interventions 

those that the family or community can be trained to carry out them
selves. In keeping with the "health for all" slogan of World Health
 
Organization (WIO), the purpose should be to apply the public health dic
tum of adequate care for all rather than excellent care for the elite.
 
A complete surveillance system should ensure coverage and focus access to
 
care on those in most need. With this kind of task analysis the develop
ment of training programs is greatly simplified because behavioral objec
tives can be stated precisely and training modules follow naturally.
 

The fourth lesson is that initial training must phase into continuing
 
education, if possible with the same teachers being involved.
 

The fifth lesson was to set up a process of evaluation and feedback so
 
as to progressively improve the educational process. Obviously, in order
 
to evaluate we had to 
start with clearly defined behavioral objectives.

These were based on the task analysis and readily incorporated into the
 
process of supportive supervision.
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At the Narangwal Project in India, we learned how to apply project ex
perience to national programs. As already indicated, the first lesson
 
that we learned was the inappropriateness of overt replication. It would
 
have been arrogant and totally unacceptable in India to have suggested
 
that our service package be replicated in general implemenrtation.
 

At Narangwal we had two parallel sts of project objectives. For sci
entific purposes we were testing formal research hypotheses relating to
 
what we considered the two greatest problems in rural health care in
 
India. "The interactions between malnutrition and infections in weanirg
 
age children" and "the integration of family planning with health ser
vices for women and for children." In an experimental design using eight

clusters of villages the relative impact of specific combinations of in
terventions was tested. A second set of project objectives was to use
 
each of the experimental groups of villages to evolve ways of adapting
 
service packages that were appropriate to local conditions. The practi
cal procedures tested were designed for subsequent implementation within
 
the cost and administrative constraints of the government program. We
 
were then able to tell officials and policy makers that our results
 
offered a cafeteria of practical interventions with a price tag attached.
 
From the aiternatives, they could choose the particular combination that
 
would be most relevant in their own situations.
 

For primary care and primary care training to be locally relevant,
 
considerable adaptation will be needed to local
adjust to ecological and
 
epidemiological differences. This process of adaptation in itself should
 
become a major subject of health services research. Internationally, we
 
need a few health services research centers to serve rather wide regions.

We also need multiple demonstration and training centers which adapt what
 
has been learned in the research centers to specific local conditions.
 
By using special projects for demonstration and training, it is possible
 
to infiltrate a whole health system with the quality of caring that has,
 
in the past, been considered to be a special characteristic of projects.

At Narangwal we considered what came to be referred to as "the Narangwal

spirit" to be one of our greatest assets. We learned that we had 
no
 
reason to be embarrassed, as we were apparently supposed to be, when
 
people said that this special spirit made our results less than replic
able. On the contrary, we found that we were able to capitalize on this
 
"spirit" 
in order to produce a contagion of caring. Improvements in the
 
quality of care cannot simply be forced by regulation or even by incen
tives. The best way of promoting the characteristics that make the real
 
differences we need in primary care is through providing contact with
 
effective role models who demonstrate the needed values in their daily

work. A frequent and gratifying experience at Narangwal was that visi
tors, ranging from high government officials to an auxiliary nurse
 
midwife from a neighboring health center, would comment as they were
 
leaving: "The greatest thing I have learned is that I can do what I have
 
been doing, differently."
 

There were two practical means that were used at Narangwal to dissemi
nate our findings widely. One was the annual conferences which were
 
built into our original oudgets and should be part of any field project.

Some fifty or sixty senior government health officials, often including
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the Central Minister of Health, State Ministers of Health and many pro
fessors, livet! tc.gether in tents in the village for three or four days

each year. We i:epared for the conference by doing quick analyses of the
 
year's data and presented the conferees with raw tables. We asked them
 
to tell us what the tables meant and to interpret not only the findings

but also the ways in which the project should be modified. As a result,
 
a sort of club developed of senior officials who considered the Narangwal
 
project tc be their own project.
 

One of our greatest problems was that officials were always wanting to
 
implement our findings before we thought the results 
were definitive.
 
Data from the tables provided administrators with new insights and ideas
 
of changes they could make in their programs. Each year as they gathered

again for the annual meeting it was fascinating to hear the exchanges. A
 
Minister of Health would greet 
a professor from Bombay and immediately

launch into "you remember last year we were talking about (then he would
 
mention a specific subject); well, I triej it and it doesn't work the way
 
we t,!o,;rt it would." The ramifications of innovative thinkino that 
energeo from having numbers to support and stimulate creativity was a 
marvellous demcnstrdtion of the reality that research and demonstration 
has a profou,.d psychological impac if used deliberately for feedback
 
irto V' servires. Normally timid bureaucrats can become courageous if
 
they have a few tables of data in their hands. Through the 14 years of
 
field work at Narangwal and in the six years since then it has been most
 
gratifying to see harangwal results constantly flowing out of the cracks
 
and interstices of national and international decision making. It should
 
be accepted as a general principle that we snould work toward and feel
 
especially gratified when study findings return from local officials with
 
no reference to their origin but with the implication that the official
 
had come up with the conclusion on his own.
 

A second practical measure for facilitating practical extension of
 
Narangwal results was in our publications. We concentrated on producing

mimeographed annual 
reports which were widely distributed to decision
 
makers in India. These reports were eased on the annual conferences and
 
provided a wide dispersion of direct feedback of results. 
 Having concen
trated so heavily on this rapid feedback during the project we could feel
 
-nore relaxed in our analysis of the definitive data and eventual publica
tion. There are constant complaints about how long it takes to get re
sults publishEd from field projects. Experience indicates that we should
 
allow as much time as the field work has taken. Our project funds per
mitted only one year of analysis, which essentially permitted us only to
 
produce the marginal numbers in univariate analyses but not to do the im
portant cross tabulations needed to understand causation. 
 We produced a
 
mimeographed report (our "Orange Book") to complete our 
obligations to
 
USAID. Then for two years we tried unsuccessfully to get funding for fair
ther analysis. 
 Finally, the World Bank agreed to support our continuing

work with a series of small grants. Now it is two years since the two
 
definitive volumes have been ready in draft form but they are going

through clearance and revision processes in the World Bank and the Indian
 
Council of Medical Research. More thaa half the time that has elapsed

sinze the project terminated has been because of situations beyond our
 
control.
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All efforts to produce internationally applicable manuals 
should be
 
stopped. Each area needs its 
own manuals which grow out of local 
field

realities. At Narangwal we took the 
piles of -iwographed standing

orders and field inst-uctions and gradually beran to, 
systematize them.

Great effort by field workers went into maki-; them relevant. We eventuaily published two manuals, "Child Health Care in Rural Areas: A Manual
 
for Auxiliary Nurse Midwives," 
and "Manual for Child Nutrition in Rural
India." 
 They have been through multiple printings and are widely used in
India for training programs. Most gratifying has been the fact that they
have become a sort of Indian Dr. 
Spock's manual used by middle-class fam
ilies for home child care.
 

Finally, we should appreciate the uses 
of charisma in leadership. As
 
with replicability, sume"..w the mythology has grown that charismatic lea
dership is bad. 
 When experts denigrate special projects, the charismatic

leader is supposed 
to go hide in shame because he has influenced the re
sults and taken project activities out of the iiormal patterns of implementation. The dictionary says that charisma 
is a leader's special gift

of inspiring lcjaity and devotion. The qualities that are most needed in
improving service motivation in services 
are precisely those that are

denigrated by critics of special projects. 
 This means that people who

object to demonstrating these special qualities caring
of and concern

have essentially cecided it is impossible to improve the general qudlity

of care because that is something that is supposed to be eliminated from

projerts in order to ensure replicability. This position is utter
 nonsense. A contagion of caring 
is created through contact with effec
tive role 
models. We need to develop a deliberate process of using

charismatic leaders to permeate a project with 'heir quality of caring.

Then we need to use the projects to permeate the services around them
 
with the same quality of caring.
 

The extension 
of primary health care then may follow patterns that

have been used so well in agricultural extension. Deliberate processes

need to be developed to move innovations from res .:rch centers to demon
stration centers and then through intensive eAtension education into
regular practice throughout the villages of the world. 
 Changes are pro
duced in a systematic research and 
development sequence of incremental
 
adaptation to local 
conditions, culture and preferences. The philosophy

of insisting on producing replicable packages can be destructive, but

incremental implementation is a process that itself needs 
research and
 
careful introduction as norm
the for health extension activities. The

soecial delight of this approach is the surprise that one experi,2nces

when the most effective implementation emerges unexpectedly fron situa
tions not planned. The most effective internatijnal development is when

local 
people consider the innovation to be a spontaneous result of their
 
own creativity.
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EXTENSION OF SUCCESSFUL TRAINING PROJECTS TO NATIONAL PRIMARY
 
HEALTH CARE WORKER TRAINING: LESSONS OF THE CALABAR EXPERIENCE
 

Eugene Weiss-/
 

Seminar Speaker
 

The incorporation of the successful elements of externally funded
 
health carp projects into national primary health care programs is a
 
lau'datory goal--often attempted, yet seldom achieved. One such attempt
 
from Calabar, Nigeria, was not necessarily successful, yet instructive
 
nonetheless. The focus will be on the training and functioning of its
 
key component, the family wealth worker (FHW), assessing the accomplish
ments and limitations and describing how a different training might have
 
improved the effectiveness of the fieldworker. Finally, the national
 
rural health services plan of Nigeria will be briefly reviewed and the
 
relevance and influence of the Calabar project on it will be discussed.
 
It should be noted that the comments presented are the author's own, dnd
 
do not necessarily represent those of the sponsoring agencies.
 

The Calabar Rural Maternal and Child Health/Family Planning urojeci
 
was established in 1975 in Cross River State with funding from the United
 
Nations Fund for Population Activities and with technical assistance from
 
the Population Council. It continued for 5 1/2 years (ending early
 
1981), serving an exclusively rural population of approximaltely 200,000
 
persons living in 280 villages in southeastern Nigeria. The purpose was
 
to demonstrate that the integration of family planning with health ser
vices was the most effective vehicle for pr.ating family planning.
 
Given the low level of rural health services in Nigeria, the operational
 
goal was to determine what it would take in terms of facilities, person
power, money, supplies and administration to provide basic maternal and
 
child health/family planning (MCH/FP) services to all eligible rural
 
women.
 

As do many countries, Nigeria suffers from a serious shortage of
 
trained health manpower and health facilities. A more distressing fac
tor, however, is that more doctors, nurses and hospitals are found in the
 
cities than in the rural communities where over 80 percent of the popu
lation lives. Thus, a basic health problem for most Nigerians is the
 
lack n' reasonable access to any iealth facility. Further, many rural
 
facili .es are chronically short of drugs and basic equipment, and the
 
number of trained nurses and midwives willing to work in the rural areas
 
is in short supply. The basic objective cf the Calabar project was to
 
improve existing MCH facilities and service; and to further extend ser
vices to the majority of rural women and children as yet unserved. The
 
mechanism for accomplishing this was the development of a peripheral
 
paraprofessioni1--the FHW--who would be based in newly established vil
lage clinics.2/
 

The FHWs were all married with children, usually in their twenties,
 
and possessed a primary school graduation (6th standard). They were
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recruited locally from the area where they were to work. 
 Following

training, they opened a clinic in a village selected te serve the maximum
 
population that was as yet distant from a maternity/primary health cen
ter. The 35 clinics that were created 
were simple one-room affairs,

sometimes even porches or verandahs, in existing houses made available by

the village. All of the drugs and equipment could be stored in the foot
locker at the end of the day. / 
 The FHW held a clinic every morning and
 
did home visiting in the afternoon. She treated common illnesses such
 
as malaria, worms and skin eruptions, 
gave health and family planning

education, -creened children pregnant for to
and women referral the
 
health center, dispensed contraceptives and gave immunizations. She was
 
visited by a supervisor from Calabar who brought supplies and vaccines
 
and reviewed her work. Once a menth the FHWs would gather at the nearest
 
health center for in-service training, salaries and record keeping.
 

After irntial selection, the FHW was first assigned to work 
as a
 
clinic assistant at the health center in her area where she learned the
 
practical aspects of treatment and also became familiar with the differ
ent components of maternal and child health services. 
 Following three to
 
nine months of practical training, the FHWs were gathered in Calabar for
 
a one-month course of formal training at the School of Health Technology.

Here, the etiology and management of the major ..
illnessos cre discussed,
 
and preventive measures and health education stressed. 
Nutrition, fmiily

planning and sanitation were especially emphasized. Following this, the
 
FHWs were returned to the health centers for further practical training

before being posted to a village clinic, preforably in or near their home
 
village. A Lotal of 9-12 months of training was provided. Later, in
service training would emphasize the treatment of a specific illness,
 
introduce a new contraceptive, or review a particular problem the FHWs
 
were having.
 

While not all FHWs were equally effective, most bcame well-respected

in their communities and provided much appreciated health services. They

forged a useful link to the hed~th care system represented by the limited
 
number of health centers (seven) and hospitals (one). They doubled the
 
number of under-six children treated by rural facilities and greatly
 
extended the scope of immunizations, antenatal care and family planning
 
acceptance. Further, most of the clinics 
became self-supporting in re
gard to drugs when in early 1980 modest fees--the amount depending upon

the numrber and type of drug dispensed--were initiated. Thus, it was felt
 
that perhaps a model for a national ruiral health service had been found:
 
an inexpensive (no buildings, few equipment, and self-supporting drug

supplies) peripheral clinic system that required few years of develop
ment and little technology and was adaptable to any area. It utilized
 
local people and local resources. A technical/administrative staff was
 
required to ensure its continued functioning through the resupply of
 
drugs and supervision of the workers.
 

Despite the obvious advantages of the FHW/village clinic system, it
 
was discovered later that there 
were serious limitations to its effec
tiveness. A medical and interview survey of women and children from 34 
project villages undertaken in 1979 (2 1/2 years after the village
clinics began) revealed problems both in terms of the proportion of the 
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population served as well as the effects of the services. It was dis
covered that the reach of the village clinic was not much beyond the
 
boundaries of the village in which it was situated, and that still about
 
half of the mothers and children in the project area had not had contact
 
with any aspect of the rural health services. Perhaps twice as many or
 
even more clinics were needed. The levels of home visiting and immuniza
tion were found to be far 'ower than had been expected. Even in villages
 
with a village clinic, only 1/5 to 1/4 of the mothers had ever been
 
visited by a health worker. Finally, using measures of growth (height
 
and weight), anaemia (hemoglobin), and the incidence of recent illness
 
(such as diarrhea), no significant improvement was found for those child
ren who lived near a clinic or for those who had attended a clinic or had
 
been visited at home, when compared to those who had had no interaction
 
with the health services. The one exception was the better health status
 
of children whose mothers had attended the series of antenatal clinics at
 
the health centers.
 

While such negative effects on outcome measures are not unusual, sev
eral potential causative factors can be identified. In general, the FHWs
 
seemed most effecive in their treatment of illness and least effective in
 
the preventive measures, most of which required health education and
 
patient compliance. Clearly, the amount of home visiting was limited.
 
Why the reluctance? A possible interpretation is that the FHWs did not
 
feel comfortable in h .)me visiting as it emphasized health education.
 
Further, as they were seldom supervised in this activity, they were left
 
to their own devices. One hypothesis is that they had not learned ways
 
of explaining proper nutrition and the other preventive health measures
 
in a language with terms and concepts that they and their clients found
 
understandable and convincing. The instruction for much of the training
 
was by lecture in English--a second language only poorly learned by many
 
of the workers. It was up to the FHW to translate the didactic lessons
 
into her own language and context. In addition, it was not clear that
 
the nutrition teachings were based upon the indigenous problems of the
 
area, but were instead a compilation of the "commonly" recognized pre
scriptions. For example, the evaluation survey revealed widespread mod
erate wasting of children between six months and three years of age,
 
resulting in the stunting of half of the children by age three. Before
 
and ofter this period, growth appeared normal. The poor growth was
 
likely due to the inadequate quantity (too few feedings) and quality of
 
the weaning foods combined with the high incidence of diarrhea and other
 
illnesses during this period. The project's services seemed to have had
 
no influence on these factors. Widespread growth retardation was not
 
identified as a nutritional problem during the training, and appropriate
 
measures for detection were not given the FHWs.
 

The importance of utilizing indigenous language an concepts became
 
clear in the development of family planning education4 / where original
 
efforts to translate birth control methods led to confusion and embarass
ment on the part of the village women. Eventually, an appropriate Efik
 
sanguage for communication about family planning was developed and used
 
in an African-oriented flip-chart for use by the FHWs. While a large
 
acceptance of modern family planning did not take place due to the strong
 
pronatalist values and the widespread belief that methods of childspacing
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other then postpartum abstinence are m in..*o.ral," the FHWs were instru
mental in introducing modern methods to many women. Compared to an over
all acceptance rate (ever use) of 6 percent, 18 percent of those who had
 
discussed family planning with a health work:-r had ever used a method.
 
Still a majority of women had not been inormed about family planning.
 
One interpretation is that the FHWs knew that it was a sensitive topic
 
and did not bring it up with every woman, but only those whc, perhaps
 
because of a large family or other factors, she felt would be receptive.
 
This analysis again points to the crucial role that comfortableness and
 
indigenous cultural context are to effective health education.
 

A final factor must be mentioned. The most effective training may
 
prove useless if the worker's skills are not kept updated by in-service
 
training and supervision. In many ways, the FHWs' skills atrophied dur
ing the middle period of the project as a result of neglect of supervi
sion. The arm bands for measuring wasting had been misplaced and never
 
replenished; the sugar/salt solut.on as a treatment for diarrhea had been
 
neglected and forgotten; the weighing of children became casual. In some
 
ways, one could not blame the FHWs--thev were out there in the villages
 
on their own, only occasionally visited and not always paid. Perhaps
 
there is a trade-off between the quality of the fieldworker (represented
 
by the amount of formal education and specialized training) and the
 
amount of supervision necessary--the nore qualified worker can work more
 
independently and with less supervis;on. The need for a peripheral
 
worker to extend health care services is necessary, but should not be
 
seen as sufficient. A preventive orientation is far more difficult to
 
achieve in practice than in the training manuals.
 

Influence of the Calabar Project on Nigeria's Rural Health Plans
 

The advantages and disadvantages of the FHW/vil'age clinic system
 
developed in Calabar have not been very relevant co its acceptance or
 
incorporation by the national health planners in their own pla,s. A
 
quite different set of issues appears more important, some of whi:h will
 
be touched upon here. The official plan for rural health servicer,, known
 
as the asic Health Services Scheme (6HSS), was drawi, up at dbout the
 
cane time as the Calabar project was being planned. It envisages a four
tier system of rural health care: a comprehensive heallth center, a
 
smaller primary health enter, a health clinic and mobile health vans.
 
In addition, there dIe a series of carefully delineated positions from
 
Community Health Aide (the lowest) up to Director of Comnunlty Health.
 
The detailed plans for the facilities, lists of er..:ipment, ane complete
 
syllabi for all of the positions have been develop-., (in fact were ready
 
three years ago). However, the scale and expense diz not match %sell with
 
the pocketbook of even oil-rich Nigeria.
 

The primary health center is as large as many rural hospitals and
 
costs over $SQ,O00. The clinics--the smallest facility--ire equivalent

in size and better equipped than most of the maternities/primary health
 
centers that are at present the main rural health facility. All of the
 
planned units were to be built anew and all were to be supplied by

imported equipment. The health centers assume electricity and pipe-borne
 
water. 
The three that have been built in Cross River State have neither.
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In fact, they sit unused, waiting for such amenities, along with staff
 
housing; one of them needs a bridge built so that it can be easily

reached by vehicles. C~pleted two years ago, they are still waiting for
 
much of the equipment.2/ The State has run out of its allotted money

after only partially luilding 1/20th of the planned facilities. None of
 
the smaller clinics have been built. Elsewhere in Nigeria, the BHSS has
 
fared better, especially where local initiative allowed the more modest
 
facililities to given However, overall
be priority. the conclusion
 
remains that a program far 
too expensive was designed, emphasizing

buildings and equipment, and that t has been only minimally implemented

while many existing health facilities have not enough of even the simple

drugs with which to treat their patients.
 

In Cross River State, following a change in government, Ministers and
 
Secretaries, a series of discussions were held between the 
project and
 
the Ministry of Health concerning an extension of the FHW/village clinic
 
system throughout the state. Even with prortised external funding, the
 
Ministry was not interested. "We have made our own plans," they said.
 
"Besides, all these small clinics don't make sense. 
 It's better to build
 
a proper clinic and let the people 
come to it." The quotes are not
 
exact, but the intent is the same. A low-cost low-status clinic system

has little attraction for many of those in charge of Nigeria's health
 
care system. Another objection was the use of local people as health
 
workers. "How can this 
fit with our civil sc --ice system? The workers
 
must go whcre we post them. And we have to tike the most qualified on
 
the tests, not just those from certain villages." It was suggested that
 
the Community Health Aide of the BHSS would be appropriate as a FHW,
though local recruitment was important. The final straw was 
the charging

for drugs. The government is committed to "free health care." As 
of
 
now, the FHWs of the Caldbar project have been given a good s-.pply of
 
drugs and are on their own. Whether the state government supplies them
 
again, offers any supervision, or continues their salaries is doubtful
 
at this point. While there were other factors which led to the non
extension of FHW/village clinic system, I feel the clash of health care
 
ideology was crucial.
 

At the national level, the project has had more influence. Many of
 
the drawbacks of the BHSS have been recognized at the Federal Ministry of
 
Health, including the inability of the government to finance its original

ambitions. Thus, while keeping the outline 
and concepts of the BHSS,

the, are looking for alternative ways of implementiiig it that are less
 
costly. In this regard, they jointly sponsored a con.rence in Calabar
 
with the project this past January which discussed th; problems of imple
menting the BHSS. Both governmental and voluntary health agency repre
sentatives from throughout Nigeria attended. However, since then there
 
has been little progress in incorporating the concepts of the FHW/Village
 
clinic syste,..
 

In conclusion, Nigeri.w face.s a clear dilemma in regard to rural health
 
care: 
 it can't afford t1.P ulaoorate system of rural hospitals and clin
ics it has planned for, yet it is reluctant to support a modest effort.
 
It will not allow a self-supporting fee system for drugs while it clings
 
to the ideology of free health care, which in reality means no health
 

117
 



care for many. While locally relevant indigenous training coupled with
 
practical experience is most effective, it supports a standardized train
ing throughout the nation based upon curriculums in English, the second
 
language of the trainees. The road to primary health care for all by the
 
year 2,000 is long indeed.
 

NOTES
 

I/(Former) Evaluation Advisor, Calabar Rural 
MCH/FP Project and

Associate, International Programs, The Population Council. 
 (Currently)

Research Associate, Center for Population and Family Health, Columbia 
University, New York.
 

i/The description given is how the FHW/village clinic system evolved 
by early 1979; earlier, other organizational formats were tried. For a
 
more detailed description of the project, its background and services,
 
see: 
 Weiss, Eugene and E.E. Ecoma, "Nigeria: The Calabar Rural MCH/FP

Project (Country Report)" S. Atkins
in Beth (Ed.), Maternal and Child
 
Health/Family Planning Program Technical Workshop Proceedinss3
 
October--? November 1979, New York: The 
Population Council, (I80)o
 

2/The list of drugs included: chloroquine (tablets, syrup, and

injections), tetracycline (capsules and syrup), sulfisomidine tablets,
 
aspiiin, ferroos 
sulfate tablets, folic acid tablets, penicillin injec
tions, antihelminthic tablets, antiseptic skin 
ointment, antiseptic

dressinos, and antibiotic eyedrops. Other supplies included a kerosine
 
stove, containers, dressings, an infant weighing scale, record books, and
 
take-home records for the clients.
 

Y/For a further discussion of tamily planning and language issues,
 
see: Weiss, Eugene and A.A. Ido, "The Calabar Rural Maternal and Child
 
Health/Family Planning Project," Studies in Family Planning 12, no. 2,
 
pp. 47-57, (February 1981).
 

/In April, 1981, one of the Primary Health Centers became opera
tional.
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TRAINING AND SUPPORT OF PRIMARY HEALTH CARE
 
WORKERS FOR A MATERNAL-CHILD HEALTH CLINIC
 

IN GUATEMALA
 

John Emrich
 

Seminar Speaker 

The 	 idea of initiating a maternal-child health clinic in Santiago 

Atitlan, Guatemala, arose from: 

1. 	 learning of I--effectiveness in Ilesha (Western Nigeria),1/ 

2. 	realizing its appropriateness and need In this densely populated 
village of 22,000 Mayan Indians with an overall child iortality 
of 230/1000,2/ and
 

3. 	the availability of promising primary health care workers (PVILWs)
with the potential and desire to operate the clinic. 

Selection of the PHCWs is initially made from local resident women, 
bilingual in both the local Mayan dialect and in Spanish, who have com
pleted six years of primary education and who show & desire to serve 
their comnunity. 

Training of the PHCWs begins with a formal two-week course in the 
basic "symptom-treatment" approach, using a reference manual-/ also de
signed as a teaching guide f.-.- This approach, alftIough overthe course. 

simplified (e.g., aspirin .(.r fever, expectorant for cough, iron for 
anemia, Piperazine for Ascaris worms), also plAces well-defined limits on 
the PHCW regarding which patients must be referred to the doctor (e.g., 
patients with bloody or purulent sputum, or bloody diarrhea, are refrerred 
to the doctor). With this knowledge, the PHCW begins to work alongside
the doctor and makes some sense of the treatments given to each patient.
She also becomes accustomed to seeing many patients each day and learns 
the importance of good human relations. Danger-signs and emergencies
(e.g., unconsciousness, hemorrhage and shock) are also observed and ex
plained at this stage, so the PHCW does not hesitate to call the doctor 
when indicated. The PHCW is also trained by a licensed practical nurse
 
to take vital signs and to provide nursing care for patients in a small 
hospital. 

Responsibilities of the PHCW at this stage include outpatient care
 
alongside the doctor, and nursing care of hospitalized patients.
 

After one year of practical experience, training is continued with a 
formal six-week course in anatomy and physiology again using a manual 4 / 
designed for the course. Copious visual aids, movies, models and disseE
tion of a pig are used to visually impress the necessary concepts in the 
minds of the PHCWs. 
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As the capabilities of the PHCWs increase, they are taught to attend 
deliveries, treat patients in shock, treat burns and attend other emer
gencies, as a doctor is not always available. Emphasis is placed on rec
ognition :f one's limits, so that the doctor is called while first-aid
 
measures and treatment are begun on very sick patients, or when the PICW
 
has any doubts about what is the appropriate treatment for a given 
patient. 

The PHCWs are guided over the years in their understanding of human
 
relations. They are taught to attend all patients that ask for help, at
 
the hour they are approached, and to never reject anyone for one's own
 
convenience. They are constantly reminded to approach each patient as a
 
fellow human being in need of help, and that it is indeed a privilege to
 
be in the position of extending that helr. It thus behooves the PHCW to
 
be responsible in his attitude toward the patient and to offer the
 
suffering patient, albeit tacitly, a quiet humanity, confidence and
 
security based upon the conviction that all will be done that can be
 
done.
 

After two more years of practical experience, when it is felt the
 
PHCWs have sufficient experience and ability to run a children's clinic,
 
the idea is proposed. Their eagerness and desire to serve is evident,
 
and plans are made.
 

After renovating a centrally lucated one-room building, the children's
 
clinic was opened in December 1979. The objectives of the clinic !re to
 
provide low-cost curative and preventive care to as many cnildren as
 
possible, with the aim of reducing their morbidity and mortality levels.
 
The activities include weighing of children on a monthly basis, providing
 
vaccinations, preventive and curative health services and health educa
tion classes.
 

The friendly, low-key environment provides an opportunity for the 
mothers to socialize, discuss problems and learn from each other. The 
replacement of the traditional record-filing system by a home-bcsed 
weight-for-age chart, for which the mother '.s responsible, has reduced 
waiting time to practically zero, an importait consideration in the busy 
life of a mother who lives in Third World conlitions. To further reduce
 
time involved for the mother, medicines are p.,,packeci and dispensed itme
diately as needed.
 

The weighing service is provided free of :n,rge, bu:t a child with
 
fever, cough or any other symptom is charged 25 par consult. Medicines
 
are sold at cost plus 10 percent. All the above adds up to a quick,
 
efficient and inexpensive health care service.
 

Classes in health education, hygiene, food preparation and nutrition
 
are provided regularly for the mothers by a rotating staff of nurses,
 
nutritionists and PHCWs.
 

Training of the PFICWs is continued with a comprehensive course on 
history and physical examination of children, with emphasis placed on 
techniques of physical examination and proper hdndling of the otoscope 
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and stethoscope, as this is felt to be one of the most neglected, yet 
most productive areas In terms of establishing the diagnosis. 

Correct diagnosis and treatment are then taught based on history
taking from the child's mother and physical findings, using a comprehen
sive, practical sympton-treatment guide for comon diseases in children,
written and used as a teaching g!de and reference manual.5/ 

All sick children are thus given a compulsory physical examination to
irclude the ears, throat, neck (for lymph nodes) and lungs. This has 
allowed the PHCWs to take care of 95 percent of the children who enter 
the clinic. The remaining 5 percent are very sick children and are re
fer red to the doctor. Children with severe malnutrition are referred to 
nutrition centers.
 

On-the-job training in the new clinic is provided by a physician daily

during the first month of work, with physical examination of all patients

performed simultaneously by both the doctor and 
the PHCW. During the
 
second month this one-on-one supervision is provided every two days. The
 
PHCW continues to work daily, however, and all referrals 
to the doctor
 
are reviewed jointly.
 

Ongoing supervision is then provided twice weekly, with the doctor and
 
PHCW simultaneously examining each patient before agreeing on 
the appr!
priate diagnosis and treatment. This close relationship allows the
 
doctor to refine the physical examination technique of the PHCW and to 
guide her in reaching the correct diagnosis and treatment. More impor
tantly, it allows the physician to remind the PHCW to constantly give
advice to the patients on hygiene, nutritional habits and vaccines and to 
be aware of the daily problems she encounters. 

When the PHCWs are felt to be competent in the pediatric consult, they 
are taught to provide prenatal care, including physical examination and 
education of pregnant women. Observation of the vital signs, danger
signs and signs of malnutrition are stressed. Family planning services 
are also prov.ided. 

As an added service, the PHCW is also tought to use a microscope and
 
to perform routine stool tests to screen for parasites.
 

As the capabilities of the PICWs increase, they are given more respon
sibility and are able to provide more services. The new children's 
clinic thus has become a maternal-child health clinic, and slso provides
 
some laboratory services.
 

In the first year of operation, over 4,000 children havP 'ttended the
 
clinic. An increase in attendance is anticipated in the years to come.
 

Continued teaching and support of the PHCW by the supervising physi
cian is the most important ingredient to ensure the success of the 
maternal-child health clinic. He must provide as much information and 
knowledge to the PHCW as possible, constantly stimulating her curiosity
and desire to 
learn, and raising the standard of care provided. This
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also increases her self-confidence, as well as the respect received from 
her patients. 

The supervising doctor must communicate, through his support of the
PHCW, a philosophy of health care based on good human relations and on 
service to one's fellow man.
 

NOTES
 

I/Morleyr D., Pediatric Priorities in the Developing World, London: 
Butterworth s, (19731.
 

2/Eprich, Dr. Juan, Informe de Actividades - Proyecto Concern yCliWica Santlaguito, Santiago Atitlan, Guatemala, (1979). 
3/Emrich, Dr. Juan, Manual del Primer Crusillo de Promotores de Salud,


Santiago Atitlan, Guatemala, (I197. 
4/Emrich, Dr. Juan, Manual del Se2undo Cursillo Oa Promotores de

Salad, Santiago Atitlan, Guatemala, (1976). 
5/Emrich, Dr. Juan, Manual de Referencia - Clinica de Ninos, Santiago

Atilan, Guatemala, (191j. 
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NOTES ON AIDS TO EFFECTIVENESS IN TRAINING
 
FOR PRIMARY HEALTH CARE
 

Nancy R. Garrett 

Seminar Speaker
 

Introduction 

The training of primary health care workers (PHCW) must be comunity
oriented and service-based, changing as community needs evolve. Thus 
service providers, whether in hospital, mobile unit, or health center, 
should be involved in primary health care training.
 

The success of such inservice training depends upon the development of
 
three qualities in trainees: competence, commitment, and communication,
 
in a team context linking preventive with acute care. This presentation
 
will consider the relationship of these qua'ities to other components of
 
training supervision and evaluation, citing two examples in Cameroon and
 
India.
 

Training
 

In Cameroon, our Harvard project staff taught with Cameroonian
 
doctors, nurses, midwives, nutritionists and health educators in a vari
ety of centres. Except for refresher courses, training usually was
 
scheduled like an academic year in three-month terms.
 

We had a model maternal and child health (MCH) program in a teaching 
pavilion adjoining the pediatric hospital service. We introduced stu
dents and trainees to immunization of hospitalized children, as well as 
teaching about parasite infestations, nutritional and communicable 
diseases, in the wards as well as in the MCH clinic. Hospital staff, 
whether in inservice or basic training, should be taught to teach primary
health care. The first potential access to preventive care may be the 
hospital hut it is rarely supplied. Thus we eventually linked acute with 
preventive care by making discharge orders on children include immu
nization in the outpatient clinic. These were verified by nurses ane, 
auxiliaries. 

In addition to working with hospital staff, trainees learn-.d how to
 
work closely with another agency through assisting the mobile immuniza
tion team. This included instructing mothers, "cheer-leader" style, on 
the type, import of the vaccine and treatment of ensuing fever. Hence, 
they learned about the organization involved in immunizing vast numbers 
and that this organization disseminated information to mothers. 

Competence
 

Competence brings confidence. So we tried to make trainees competent
 
at basic diagnosis and treatment. We supervised repetition of procedures 
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until they were performed correctly 
each time. We were aggressively

insistent about weight, height, age records. 
 We used the road-to-health

growth chart in pre-clinical simulation exercises on maternal and child

feeding. But even v-th living examples of recording and feeding fail
ures, plus close supervision, occasionally a malnourished child would bediscovered. 
 His weights were charted in missed appointments, t~ius
appearing a month or two younger. So "underweight-for-age" was difficult
 
to identify.
 

To prove mastery of theoretical material, trainees demonstrated, then

supervised, such activities as menu preparation, shopping, meal prepara
tion and preparation of rehydr-.tion fluids children.
for In India,

trainees were 
taught to make sitnvle aids quickly, helped by a volunteer

artist. Some auxiliary nurse-midwives (after energetic prodding) produced more creative pictures than did the teachers. The positive effect
 
on self-esteem was a more important outcome than the aid itself.
 

After the classes and role-playing sessions related to nutrition, cul
tural biases and prenatal and child development norms, the Indian

trainees planned and rehearsed teaching sessions for the community. This
activity had to he done 
in the evening when they were tired. But the
importance of 
requiring planning and rehearsal, with fellcw trainees as
critics, cannot be overemphasized. The demonstration in the conMiunitywas invariably a source of pride for those who had practiced. Trainees 
were surprised that mothers showed 
interest and asked questions. They

needed no other evaluation. 
 They recognized that credibility comes with
 
competence, which coes wih practice.
 

In Cameroon we never missed 
a post-teaching evaluation. 
 Each trainee

had to evaluate the application of a principle of health education.

Evaluation sessions were important to foster sharing, team 
relationships

and reinforcing learning. But until trainees made their own aidspresented their talks, health education was 

and 
treated with derision or 

boredom.
 

Commi trent 

Primary care workers will feel 
committed to their jobs and communities

if they feel needed, as they did with the show of Interest by village
mothers at demonstrations. They also lerned commitment from the exemplary behaior of staff. Consistent availability, day or night, andfollow-up on assigned, withprojects appropriate discussion and evaluation, demonstrate staf commitment to trainee learning and to primary
 
care.
 

Likewise, consistent polite responses to client 
requests and the
faithful performance of routine procedures--urine tests, weights and
other record keeping--is fundamental. But these are too often the
 
weakest areas of practice.
 

The exemplar role 
is a most effective way of changing behavior. We

used the grow'.h charts and exercises taken from actual cases 
to show the
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dramatic results of inapproDriate feeding and infections. But the best
 
example of effective teaching can be seen in the changed behavior of stu
dents after observing respected professors preparing high protein treat
ment foods in the kitchen and feeding it to a child to show a mother
 
how. Too often touching is avoided rather than encouraged. The teacher
 
must teach primary heath care workers to verify communications by
 
performing the act requested, then watching the client do it.
 

Communications
 

To show Indian trainees the communication gap between the message
 
tri.nsmitted and the message received, we took groups to a village for a
 
week where they put up health and related posters. They then surveyed
 
the villagers' impressions with a simple questionnaire. Typically most
 
people either could not remember having seen the posttrs, understood a 
message other than that intended or removed it to decorate their own 
walls. 

Trainees were encouraged to use the actual item s of food or other
 
articles such as the model suitcase for expectant mothers. Volunteers in
 
India found their own bodies better aids for communication to a,- illiter
ate eye than a picture. A young medical student in Cameroon sclved the
 
problem when giving a talk to n.others in a clinic by usng her ohn breast
 
to show the correct angle co feed and stimulate suckling in a baby-
needless zo ray, mothers understood and admiring trainees evalu-ited her 
performance "superior". 

Suppert Systems
 

Supervision and evaluation mean support. rthe ?ffectivenes. of the 
PHCW is less likely to depend on training than on supervision and sup
port. Yet decisions about trainer or trainee c ducation and service 
support lie with the health plan-er, supervisor or nurse charged with
 
training. Their training has often been in a big city hospital with no
 
experience in primary health care. OpportLnities for acquiring field
 
experience are nil because social status prevents tha' experience at
 
their present le',el.
 

To help bridge this gap in experience, the Canaiian Nurses Association 
(CNA) has initiated an exciting new project wh..h exploits Canada's 
unique health care conditions. With tho help of the Canadian Interna
tional Development Agency, CNA is bringing 16 nurses from developing
countries, atter an international congress in Los Angeles, for a two
weeks primary care experience in Northern Newfoundland. They will be 
placed in nurses' stations in conditions which in many ways resemble 
those in the developing world. The objectives of this program are speci
fic to show the links between the needs of the people, relevant education
 
of nurses and auxiliaries, and health services planning and support. At
 
the same time they can be respectably ignorant so they can learn the
 
i,asic problems and needs of primary health care workers.
 

In Newfoundland, the Ministry of Health, the provincial nurses'
 
association, and the Memorial University School of Nursin, will all be
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involved. The nursing faculty will house participants for a 1 1/2 dayprogram in the city. After a briefing at the regional center, they willbe lodged with village health centre nurses for the rest of their stay.Nursing supervision will occur in the usual way, with possibly a typical
medical visit for the larger centers. A similar program has been planned

for French-speaking nurses 
to go to stations in Quebec.
 

Clearly, a two-weeks period can only sensitize these -i~rses to the
realities of providing primary care, the skills needed and the impm-rtance

of a strong support system. However, it is this 
kind of sensitization
that results in attitudinal, political, and structural changes aftercandidates return to their prestigious positions. 
 The work of primary
health care workers will be more effectively facilitated by the policymakers and educators who can 
identify with its importance.
 

Conclusion
 

These are examples from the past. 
 What does the future hold for improved training, supervision and evaluation to make 
our primary health
 
care workers competent, committed communicators? 
 Is there a need to
exchange between countries? Who? 
 At what levels? With the willingness
to meet the goal of Health for All by the Year 2000, the future can be 
bright.
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A ?ON-FORKAL IN-SERVICE TRAINING
 
PROGRAH FOR AUXILIARY NURSES
 

IN BOLIVIA
 

Anne Rodan
 

Seminar Speaker
 

Introduction
 

Project Concern international is a non-profit, private voluntary 
organization dedicated to the deve opment of low-cost, primary care 
health systems in the United Stcates and throughout the developing world. 
Its emphasis is of training those who train primary care providers.
 

In 1977, Project Concern and the Bolivian Ministry of Health signed a 
five year agreement to develop primary care services in the frontier 
jungle state of Pando. During the next two years, 30 rural nurse 
auxiliaries were trained in six-month-long cnurses, and the support 
systems necessary for the provision o' services were developed. In the 
rural areas of Pando, health care is provided by the nurse auxiliary, who 
works independently in an isolated post, except for monthly supervisory 
visits. 

An evaluation done in 1979 by Project Concern and the Ministry of 
Health found that Pando did not have the financial or personnel resources 
to support a permanent auxiliary training school. To meet the small but 
steady demand 
low-cost, rapid, 

for trained 
on-the-job t

auxiliaries, 
raining course 

it was 
be desig

recommended 
ned. 

that a 

Background 

Pando lies outside the mainstream of Bolivian life. Compared to the 
rest of the country, the people are poorer, transportation is more 
difficult, the level of education is lower, the professional and health 
support staffs are often unprepared for their responsibilities, and the 
climate and pattern of diseases are different. In addition, in central
 
Bolivia, the auxiliary works as an assistant to the eoctor or graduate
 
nurse, while in Pando the auxiliary is the only health care provider in 
the rural area. All these differences had to be taken into account in 
designing the training program. 

The goal of the course was to train auxiliaries to function alone in a 
remote post; providing basic care for the most comon diseases and 
conditions by following established norms for diagnosis, treatment and 
referral. The content of the course was based on a task-analysis of the 
auxiliary's work. The skills and knowledge to be learned were organized 
into five modules which could be taught independently: first-aid 
nursing, simplified medicine, health education and adinistration. Te 
requirements for the mastery of each module were listed EpyiEpc and 
these lists were used as a study guide, and as a method of evaluation. 
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In the past, new auxiliaries had been sent to work with no training, or
they had been sent to observe for a month at the hospital in the stat,'$p
largest city. In neither case were they prepared for rural iork. 

Description of Training 

Briefly, the course involved a month of individual study under the 
guidance of an Instructor--usually the auxiliary supervisor--followed by
a month of supervised clinical work in a rural health post. 

During the first month, the trainee meets ;requently with the
supervisor to outline a plan of individual study, tailored to thetrainee's experience and needs. The lists of requirement- for each
module form the plan ,af study, although their order and tte emphasis
•.ven to each is flex'ble. If needed, the course is pre.:aced by a
refresher" ir. literacy, numeracy and script. The trainee studies at

his/her own pace, 
using filmstrips, movies, mimeographed handouts, and

books; by participatin, in individual tutorials, 
group discussions and
 
role playing, as well as by practicing clinical skills.
 

After completing the requirements for each module, Ve student is

assigned to work a minimum of one month in a 
 rural post with an
experienced auxiliary. In this period of supervised clinical practice,

he/she sees all the patients who come to the post, attends meetings and

does prevention/promotion work in the cownmunity.
 

When the two parts of the course are completed, tt., auxiliary begins

work in his/her post. The supervisors try t3 visit the new auxiliary

more often 
 than scheduled until he/she feels secure, and the auxiliary
attends the twice-yearly continuing education meetings held in the 
state
 
capitol.
 

The typical student in Pando was a twenty to thirty-year-old man who
had attended some primary school a decade moreor before starting work as 
an auxiliary. He had been working as a farmer or laborer, and had shown
 
interest in health or comununity work.
 

Each trainee is given a set of health resources to use as long ashe/she continues to work for the public health department. lest of these
materials were written by Project Concern and public health department
staff during the two previous years of work in Pando. These materials 
were: a manual for health promotors written in Peru, a manual for the
diagnosis and treatment of common diseases written for Pando, a manual ofhealth education talks written for Pando, a flannel graph, and the loan 
of a filmstrip projector. Since the auxiliaries work alone, the training
stressed the ability to look up and find information in these materials, 
and not memorization. 

The course was taught by the supervisors, who were regular full-time 
employees of the health department. The aim of Project Concern staff was
to train them so that they would be able to conduct the on-the-job 
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trainine entirely on their rwn in the future. The supervisors were 
excellent teachers. They wEre themselves from the rural area, and were 
working there at the time of the course. They had been auxiliaries 
before being trained as supervisors, and had a practical knowledge of 
rural work. There was no linguistic, cultural or class difference 
between the students and the trainers. Because the educational back
ground of the supervisors was limited, the course outline and study
 
guides were simple and used no technical language.
 

Since the number of trainees is small--usually no more than two or 
three--and because of Lheir close relationship, the supervisor can con
tinuously evaluate the students' work. Evaluation was competency-based.

The trainees had to demonstrate the performance of the auxiliary's work 
under "real conditions." For example, they prepared oral rehydration
 
solution in a rural post or vii'age ;,.e, not in the hospital or teaching

lab. For most modules, the 'nstructors judged the student's understand
inq of a tnpic by listening to him/her give a health education talk on
 
that topic, using audio-visual aids. During thp month of supervised

cliiical practice, the appropriatene.-; of patient care was examined, as 
wel as the record-keeping of the post's activities.
 

Perhaps the most effective learning and evaluation tool was the set of
 
simulated clinical situations or "practice oatients." Each student got a
 
list of about 10 cases, keyed to their reference materials. An example
 
is:
 

Julia Balcazar is a thirty-year-old woman from
 
Cachuelita. She comes to the post asking for a
 
shot because she is tired, and feels drunk when
 
she stands up. She has had nine children, five
 
of whom are alive. She had her last baby two
 
months ago, and had malaria when four-months
 
pregnant.
 

Using their references, the trainees decide on the management of each
 
case, and record all the information on their treatment, patient educa
tion and follow-up on the correct forms, Just as if the patient had come 
to the post. This exercise ensured that the trainee would become famil
iar with the spectrum of common complaints, and would develop a problem
solving approach to health problems--and not just memorize facts. It 
allowed the supervisor to see the student's thought-process, and it
 
rapidly taught the students to use their reference materials to fill out
 
forms correctly. Many of the simulated clinical situations were acted 
out in role-playing. 

Thus, the on-the-job training program differed in many respects from 

the nationally-approved, longer formal auxiliary training course:
 

--the curriculum was desiqned locally;
 

-- the content was based on a task-analysis of the auxiliary's work; 

-- it taught only the essentials in a third the time, and eliminate 
material in the national course not relevant to the area; 
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--

-- it stressed Simplified Medicine and independent action of the aux-
Iliary; 

--there was minimal reliance on written materials in teaching and
 

evaluation;
 

-- it encouraged the ability to use references, and not memorization; 

-- it was not taught by city-based nurse educators, but by the auxil
iaries' own supervisors; 

--the students 'earned on their own, and by a kind of apprenticeship;
 

-- the module system allowed flexibility in the ways and times the 
course could be taught; 

the evaluation was practical and competency-based, and focused on
 
the student's ability to teach others;
 

--the course was designed by PVO and health department staff, but
 
administered and implemented by regular employees of the local 
health department; and
 

-- the direct costs of the course are minimal and are almost limited 
to supplies and fuel. 

Although the coLrse was abbreviated, it contained almost as mur.h 
useful material as a course three or more times longer, because it 
responded to local needs and was task-oriented. Parts of the course are 
appropriate for training volunteer health promoters. The topic and
 
time-flexibility of the course might be 
even more advantageous in
 
promoter training. The evaluation methods are particularly suited to the
 
promoter level. course also used asThe can be a refresher-course for 
trained workers whose skills may have lapsed. New modules can be 
designed to introduce new material to trained workers. The self-study 
system is well adapted to continuing education, since the health worker 
could study in the post anI be evaluated by the supervisor during a 
scheduled supervisory visit. 
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THE TRAINING OF PRIMARY HEALTH CARE DOCTORS IN 1EXICO 

Roberto Castanon*
 

Seminar Speaker 

Mexico, as a developing country, has been no exception in attempting 
to defi-e and find the type of person who is able, in an efficient, 
effective way, to provide primary health care services to the poor urban 
and rural groups of the country.
 

In the 1970s a number of non-medical primary health care workers were 
trained in a variety of programmes. They were people from different 
backgrounds, with different academic levels and with varying 
identification with the comunities they were going to serve. Some -

amedical assistants, a large group of comunity health auxiliaries and 
number of cofmmunity nurses--were trained in this way. But given the 
increase in the number of medical schools, and the reorientation of their
 
programmes, nowadays the provision of primary health care services to tite
 
whole population is being implemented by means of university-trained 
doctors. This assures better quality in tje medical services provided.
 

In 1950 there were 16 medical schools in the country. Twenty years 
later there were 26, from which graduated 2,500 new doctors. The total 
number of eoctors in the country in 1970 was 34,107. In only 10 years, 
from 1970 Lo 1980, the number of medical schools doubled to 56. In the 
same period 53,367 new doctors graduated, and at present there are 87,000 
students registered.l/ Estimating the mortality rate among these 
professionals, and t-aking into account those doctors who abandon the 
profession or leave to work in another country, Mexico now has 
approximately one doctor per 900 inhabitants. 

As far as the reorienation of the programes for the training of 
general practitioners is concerned, in 1971 the Medial Faculty of the 
National University began a new programme which would be more relevant to 
the health problems which are found in the country, ard require 
professionals with a greater social awareness, who are willing to work 
with those who most need their- attention and give impetus to the 
activities of promotion of health and prevention of dieztse. 1 , The 
population can be said to be represented by a pyramid, the base 1f which 
corresponds to apparently healthy individuals and families under a risk 
of ill-health; the middle area to an ambulatory population which uses 
general/family medicine and outpatients services; and finally the top of 
the pyramid which corresponds to patients who require hospitalization. 

The curriculum of the integrated general medicine programe is 
structured to advance progressively from the base to the top of the 

*Co-author is Dr. Manuel Ruiz de Chavez. 
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pyramid, giving priority to the first two levels. programeThis 

initiated by the National University, has been followed in large measure

by the majority of the country's medical schools. 

Of the most important characteristics of the programme, the following
stand out: 

It aims at the training of general practitioners oriented to the solution of health problems belonging to the primary health care level. Thatis to say, it aims at the training of doctors who are involved in thepromotion of health and prevention of disease; general practitioners who 
are capable of understanding the personal situation of their patients;and doctors who can decide if medical attention is necessary, recognize
and treat the most common ailments, and consult the specialists whennecessary, work as a health team, and finally on call to deal with anyother health problem which might occur in the patient or family group. 

From the start, the student is put in contact with realsituations ar.d problems and taught to the 
life 

find information and means necessary to solve 
 them. The curriculum reflects an educational
 
structure more relevant to socio-medical, cultu,'al and economic problems,
and to the process of the provision of health care services.
 

The programe introduces a change in teaching methodology. Thischange is aimed at ensuring that the student learns for himself throughpractical experience while acquiring theoretical knowledge in a
systematic way. During the programme, work is carried out, taking man asa psychobiosocial unit, by means of a modular plan which synthesizesknowledge in the following areas: 
 Biomedicine, Psychosociology, Clinic,
and Social Medicine and Epidemiology. 
 Each one of these areas is related
by schemes, which are coherent and closely in touch with reality,assuring both professional capability and scientific training.
 

The programe lasts for a total of five years and is divided into twoparts of two years each, plus one year of social serice. The first partis concerned with the study of the human being throughout the modules ofintroduction to medicine, ecology, nutrition, growth dnd development,human apparatus and systems. The second part 
and 

of the programme isconcerned with the module of biomedicine, clinic and sociomedicine.3 /
 

The student works in academic units, attached to health centres of theSSA or to family medicine units or General Hospitals of the Mexican
Institute of Social Security. In these medical units the student has
direct and continuous contact with general and family pract'tioners,carrying out from the start activities of primary health care in thecommunity and taking part in medical research, mainly into public healthproblems and the otianization of the health services, especially in the area of primary heaith care. All the activities are carried out underthe supervision and guidance of the programme tutors and of those health
unit personnel who are course instructors. This is possible thanks to anagreement between the medical schools and the principal healthinstitutions of the country (the SSA and IMSS), who are trying toconsolidate the teaching service binomial. 
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The large number of doctors in the country, the large number of 
medical students, and the experience of almost 40 years of medical social 
service in rural areas, has determined the use of university-trained
doctors in the two programes for extending the coverage of primary
health care services which ire now being implemented by the SSA and the 
IMSS.
 

The SSA is implementing a programe to provide primary health care for 
more than 9 million people who live in proverty without health services 
in the 14 largest cities of the country. Graduate doctors are being used 
to form health teams, together with nurses and health promotors. 4 / 

By the end of 1982, the IMSS-COPLAMAR programe is intended to cover 
24 million people in the rural areas of the country, using doctors doing 
their social service and nursing auxiliaries. If they achieve their
 
goals, these two programes will cover around 48 percent of the
 
population of the country. If we take into account that at present 40 
percent of Mexicans belong to some social security scheme and that of the
remaining 12 percent of the population, a high proportion have the 
resources to pay for private medical attention, the goal established by
the WHO of "Health for All by the Year 2000" could be reached in Mex 4c 
before that date.
 

By the end of 1982 we will have 100 percent capacity to provide

pri..ary health care services. The challenge will be to reinforce the 
administration and coordination of the health institutions, and 
fundamentally to motivate the community to participate in the solution of 
its health problems. To ensure the participation of the coiwunity, from 
September of this year, the health sector will be supported by 500,000 
teachers of the national system of primary and secondary education.5 /
 

In order to carry out the primary health care programe for the poor
urban population, the SSA implemented, through the Mexican Public Health 
School, an inservice training course for the primary health care team. 6 /
This course lasted 12 weeks, and was designed for doctors, nurses id 
health promoters. There will be a second course, and after both courses 
the total number of doctors trained will be around 3,000 together with an
 
equal number of nurses and health promoters.
 

The basic content of the programme was as follows:
 

1. Primary Health Care and Public Health in Mexico.
 

2. Maternity and Child Care, and Family Planning. 

3. Programmes and Technologies for Health Education.
 

4. Comunity Organization and Development.
 

5. Control of Communicable Diseases.
 

6. Non-Communicable Diseases.
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7. Nutrition.
 

8. Environmental Control and Sanitation.
 

9. Administration and Statistical Records.
 

The inservice training programme lasted 408 hours, half of which v tre 
theory, with the other half spent in practice in the health centres and 
the copmunity. 

In order to guarantee the efficiency of the services, the correction 
of errors, and a rise in the standard of the personnel, an ongoing educa
tional programme has been designed for the Aoctors, nurses and health 
promoters responsible for the primary health care services. For the 
design and implementation of this programe the SSA has had the support
of some of the universities of the country and of the Mexican Public 
Health School. The responsibility for the running of the courses will 
lie with the local services in order to ensure the programe's permanence
and suitability to the needs of the local health services. 

The Mexican approach to achieving universal health care coverage is
 
based on the reorientation of the training of doctors, enabling them to 
resolve health problems and maintain a high level ,fmotivation. 

NOTES
 

I/Rios, H., "El Analisis de los Recursos Humanos en la lk.icina." 
RevTsta de la Educacion Superior, Vol. IX,No. 4, pp. 67-82, (1980).
 

2 /Laguna, J., et al. "Plan de Estudios de Medicina General Integral 
(Plin A-36)." Educacion Medica y Salud, Vol. 8, No. 2, (1974).
 

3/Gomez, B., Programa de Medicina General Integral, Facultad de 
MedTcina, UNAM. 1978. 

4 /Programa de Atenclon a la Salud Poblacion Maronada Grandesa en 
Urbis. SSA. 1981.
 

5/Convenio de Coordinacion que en materia de Capacitacion y Educacion
 
pary la Salud celebran la SEP y la SSA. Mexico, (1981).
 

6 /Curso de Adiestramiento de Personal para el Programa de Atencion a
la "Salud a Poblacion arginada en Grandes Urbes. Escuela de Salud 
Publica de Mexico, (1980). 
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TRAINING FOR REGISTERED NURSES IN DEVELOPING COUNTRIES:
 
TK XPPLICATION OF THE ADULT LEARNING APPROACH
 

Robin C. Haines
 

Seminar Speaker
 

Since 1973, the Internationtl Nursing Services Association, Inc.,(INSA) of Atlanta, Georgia, has been promoting and presenting nonformal,
and short-term, continuing education programs for registered nurses fromdeveloping countries with the ohjective of enhancing the indigenous
nurses' abilities to identify and meet health care needs as a part of thelocal health care tew,. Over 400 registered nurses from 33 countries 
have participated in INSA's U.S.-based and 
in-country programs. All of

the courses and workshops are designed to maximize each nurse's abilities
 
to become a self-directed learner in order to continue the learning process long after the course is completed. As Malcolm Knowles, adult 
education proponent, notes, Nit is no longer realistic to define the pur
pose of education as transmitting what is known. In a world in which
the half-life of many facts (and skills) may be ten years less,or half
of what a person has acquired at the age of 20 may be obsolete by the 
ti.ma that person is 30. Thus, the main purpose of edivcation must now he 
to develop the skills of inquiry."l/ 

INSA is based5 on the philosophy that experienced, indigenous nurses in
responsible positions can effectively produce needed health care changes
in developing countries. As experienced, professional adults, the nurses
 
are active in the learning process throughout each course. Using Malcolm
Knowles' principles for adult learners, the INSA workshop presenters
emphasize that the workshop belongs to the participants; therefore, the
 
nurses are responsible for communicating their specific learning needs

and their specific learning objectives. In addition to providing 
new in
formation, the instructors serve as facilitators and guides to assist
each participant in putting 
the learning needs and objectives into
 
specific terms.
 

The major teaching objective for the workshops is to give each parti
cipant an experience of the significantly increased impact and power theyhave when they communicate ideas, plans and information with specificity
and clarity. Many health care plans for a community or teaching plansfor individual patients fall by the wayside when specificity and Liarity
are missing. Time, money, and manpower are wasted when those involved in
health care projects are unclear about roles, responsibijities and expec
tations. To assist the nurses with local 
health care problems, the work
shop content is problematic and experiential in nature, and based on what
is needed and wanted by the participants. Each workshop includesproblem-solving sessions ir.small groups to enable the participants
apply the new information and approaches presented. 

to 

The majority of the nurses atten4 ing INSA's continuing education programs express some concern and fear about being in an organized
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teaching-learning situation after being out of school for as long as 30
 
years. Each participant is treated as an adult under stress in a new
 
learning situation rather than as a child with little experience in
 
coping. The workshop material is organized from the familiar to the
 
unfamiliar to build confidence of the learners. The teaching is based on
 
the premise that the participants do know what is needed and wanted i,,
 
order to deliver quality health care; the learners simply need to discov
er new ways to organize and use the knowledge in a positive manner.
 

During health care planning discussions, the participants routinely
 
get caught in a state of helplessness and express such constraints as too
 
little staff, not enough money and not enough facilities or equipment.

The instructors acknowledge all of these constraints early in the pre
sentationc on health care planning, and encourage the participants to 
plan in a positive way, using the resources they have. "Persons who 
approach their problems with an air of 'can do' are already far ahead of 
those who begin with a 'can't do' attitude, expecting defeat. With a
 
positive view of self, one can dare to be open to experience, and con
front the world with open arms and quiet certainty," Z . During written 
and verbal workshop evaluations, the nurses repeatedly mentioned an 
increased confidence in their own abilities to plan activities -and make 
health care decisions as a result of the workshop content and processes.
 

All of the Internaticnal Nursing Services Association's in-country
 
workshops are developed n response to the expressed health care educa
tion needs of the local health care professionals and their agencies.

The health care planning/c. nunication workshops co-sponsored by INSA and
 
Sister Cities International in Montego Bay, Jamaica (May 1980 and
 
February 1981), illustrate INSA's adult-to-adult approach to continuing
 
education. From the beginning, the participants were involved in the
 
planning process. The public health nurses and public inspectors in the
 
five-parish area around Montego .3ay met and selected the workshop
 
topics. The May 1960 workshop participants included 13 public health
 
nurses, 12 public health inspectors, two health statisticians, and one
 
nursing matron. Recognizing the staffing shortage and the need for unin
terrupted learning time, INSA presented the same ona-week workshop twice
 
in succession to enable half of the participants to attend the workshop
 
while the other participants staffed the clinics.
 

The main purposes of the u,...shops were to present information and 
provide an opportunity for practice in the areas of health care planning 
and communication in order to provide need-specific primary health care. 
The participants identified that the infrastructure of the Jamaican 
health care system needed to be strengthened in the areas of planning, 
communication and management. According to the USAID 1980 "Country
Development Strategy Statement" for Jamaica, two of the principal 
constraints to primary health care delivery in Jamaica are the absence of 
both an effective planning and management system and a functional health 
management information system. 3/
 

In Jamaica, the presenters utilized the five-day workshop experience 
as a "real-life" forum to illustrate the practices of planning and 
comunication rather than merely as a vehicle to transmit theoretical 
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information. For example, each workshop began with a session for the 
participants and presentors to get to know one another. The participants
had an opportunity to honestly express why they were attending the work
shop--which included such coeinnts as "I to learn more how tocame about 
plan for health careN all the way to "I am a last minute replacement from 
my parish." Each participant had an opportunity to choose to be in the 
workshop.
 

The presenters then comunicated what the participants could expect of
 
them, such as beainning each day at 9:00 AM and ending each day by 4:00 
PM. The presenters indicated that the wvck:hop would begin on time in
 
order to accommodate those participants who were on time. Keeping time 
agreemcnts is not of high priority in some parts of Jamaica, and the par
ticipants expressed the problems which this posed when trying to arrange
planning meetings and activities. During the workshop, the participants

had the opportunity to test their own integrity with regard to time 
agreements, and experience how meetings jork when each person keeps their
 
agreements.
 

By expressing their expectations of themselves and the others in the 
workshop, the participants and presenters developed a foundation for
 
mutual respect and understanding. On the first day of the workshop, each
 
participant was asked to 
write down three specific, individual learning

objectives to achieved the of week. Thebe by end the presenters then 
asked the participants to share their objectives with the group. The
 
instructors used the process 
to help the group specify and clarify their
 
objectives on the blackboard as a learning activity. The objectives were

reviewed at enc each day keep everyone in touch thethe of to with 
current learning needs of the group. lThe participants were able to iden
tify how the format, agreements, expectations, goal-setting sessions and
problem solving sessions of the workshop could all be applied to their 
job-related and personal planning activities. 

Spontaneous role-playing sessions and discus3ions were used throughout

the workshop to encourage participation. At the end of the workshop,

participants expressed that they had a sense of personal accomplishment 
and responsibility for what occurred. 

NOTES
 

I/Knowles, M., Self-directed Learning: A Guide for Learners and 
Teachers, Chicago: FOIett Publisning Company, p. 15, t191b. 

2/Combs, A., et al, Helping Relationships: Basic Concepts for the 
HelFing Professions, Boston: Allyn and Bacon, p. 144, 11911). 

3 /United States Agency for International Development, "Jamaica: 
Cou-try Development Strategy Statement FY '82." Washington, D.C.: United
 
States International Development Coopera" ,on Agency, (1980).
 

4 /Vella, J., Learning to Listen, Amherst: Center for International
 
Edu-ation, University or Massachusetts, (1979).
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POST-BASIC AND CONTINUING EDUCATION FOR NURSES
 
FAMILY NURSING EDUCATION PROGRAMS,


KINGSTON, ST. VINCENT, EASTERN CARIBBEAN
 

Janice Jaeger-Burns
 

Seminar Speaker 

Introduction
 

The strength of the Pan American Health Organization (PAHO) is based
 
on its human resource capacity in providing technical cooperation and co
orditiation and serving as a catalytic agent. 
 In this capacity PAHO, one
 
of the six regional offices of the World Health Organization, hascontinued supporting the development of continuing education programs for
nursing with special emphasis on the redeflnition and realignment of
nursing education and services to primary health care as the principal
strategy for health for all by the year 2000. 

This paper will describe one such program entitled Family Nursing
Education Project for the Eastern Caribbean. 

The project focus is to improve primary health care nursing services 
at the community level including the training of nurse practitioners and 
to create public acceptance of the nurse in the extended role. Partici
pating islands include St. Christopher (St. Kittss, Nevis, Auguilla,
Montserrat, Antigua, Grenada, St. Lucia, St. Vincent, Dominica and Barba
dos. The program began January 1980 for 36 months duration. 

The target population is an annual group of 16 experienced profes
sional nurses who are also midwives from the eight participating coun
tries. After the three-year initial phase, students will be accepted
from out of the region. Health personnel in general benefit from the
multidisciplinary regional and country continuing education programs
which are also part of the project activities. 

Donors include:
 

1. 	The United Nations Fund for Population Activities (UNFPA) which 
granted $940,329 to the program over a period of three years. 

2. 	The Pan American Health Organization as the executing agency has
provided professional personnel including the program director,
family nurse practitioner educator and numerous short-term con
sultants, prefer'bly from the Caribbean but also internationally. 

3. 	The Technical Advisory Comittee, composed of principal nursing
officers representing the eight islands: a representative from 
the Regional Nursing Body, the University of West Indies, Advanc
ed Nursing Education Unit, and PAHO nurses in the area.
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This group meets bi-annua' ly, sets direction and provides support 
and assistance for progrm development. A family nurse practi
tioner educator has been welected from the area for participation 
in the prugram.
 

4. 	 The Policy Cowmittee is composed of the eight pemanent Secre
taries of Healti, of the participating countries and territories. 
Their role is one of policy and fiscal planning. In March of 
1981 the policy committee estimated recurrent costs of the pro
gram to be $138,500. This cost is to be assumed by the eight 
islands at the time of prcram phase-over in January 1983. 

Project Plan and Activities
 

The purpose is to increase the capability of a selected group of 
experienced nurses in the provision of primary health care services to 
the population of the eight participating islands. (1) The objectives 
are to: a) prepare annually 16 experienced nurses, who have been re
cruited from the areas they are to return to serve, to function as family 
nurse practitioners, b) educate and support public health nurses, commun
ity health aids and other comunity health workers in primary health 
care. (2) To prepare Caribbean faculty to assume full responsibility 
for the oiigoing practitioner program. 

The 	functions and activities of the project are:
 

1. 	 Establishment of a formal Family Nurse Practitioner Prograpt as of
 
January 1980.
 

a. 	Students are selected for the 10-month post-basic nursing
 
course by country principal nursing officers, pe manont
 
secretaries of health, nurse practitioner faculty and a
 
representayAve of the University of the West Indies and PAHO
 
nursing personnel.
 

h. 	The PAHO project director, her Caribbean nurse practitioner
 
counterparts and PAHO nursing consultants identified,
 
approved and purchased physical examination equipment, text
 
books, library books and audio-visual miterials for the
 
program.
 

c. 	Course coordination and lectures were organized to prepare
family nurse practitioner in general community assessment, 
taking of patient histories, perfomance of physical examin
ations, diagnosis and treatment of common health problems 
related to the Caribbc:n. 

2. 	 Identify and utilize sites for clinical training two days a week 
for 10 months in St. Vincents and for a six-month Internship in 
the eight participating islands. This included the following 
components:
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a. 	 Orientate clinical and administrative staff of cooperating
facilities to the nurse practiti',ner role and function. 

b. 	 Prepare experiential objectives and protocols prior to util
ization. 

3. 	Collaborate with counterparts in all aspects of program including

curriculum development, testing, evaluation of students, selec
tion of supplementary faculty and preceptors. 

4. 	 Review and combine existing protocols gathered from U.S. programs 
and adapt to local workiny conditions and resources. 

5. 	 Develop a written referral system for laboratory, X-ray, pharmacy
 
and physician back-up system.
 

6. 	Develop and establish continuing-education programs for graduate

family nurse practitioners and related multidisciplinary staff at 
regular intervals. 

7. 	Establishment and utilization of module banks at the regional and
 
country level, thus ensuring a multiplier effect in continuing
education projrains. 

8. 	 Plan with technical advisory committee and policy committee and 
counterparts for gradual assunption of program responsibility in
cluding institutionalization of the nurse practitioner program
through a form of affiliation with the University of the West 
Indies.
 

9. 	Legalization of the nurse practitioner under the existing Nurses
 
and Midwives Act.
 

10. 	 Develop plans for a third-year evaluation of the nurse practi
tioner program.
 

Organization, Leadership and Participation
 

Of the initial group of 12 students most were sought out although some

requested application. All were employees of the Ministry of Health. 
The second group of 15 has been selected from a large number of applica
tions, from employees within the Ministry of Health. All graduate family 
nurse practitioners (FNPs), with the exception of those seconded as
 
faculty are to practice in their home communities.
 

This post-basic nursing program was initially requested by the Minis
tries of Health and nurses of the Eastern Caribbean who felt the need for
 nurse practitioner education but did not have access to a program local
ly. A consultant from the Pan iJverican Health Organization was instru
mental in the formulation of the Technical Advisory Committee and the
Policy Committee and arranged .or FNP study at the University of North
Carolina for a Caribbean counterpart. Two years were required to secure
 
program funding.
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Outcomes, Results, Recommendations for Others
 

Reasons for success:
 

I. 	Strong support demonstrated by the Technical Advisory Committee 
and Policy Committee '?tich since their inception has facilitated 
development of this program.
 

2. 	A number of physicians in the Eastern Caribbean have alredy in
formally used their nursing colleagues In the exteiaed role of 
nurse practitioner and are favorable towards a structured nurse 
practitioner training program.
 

3. 	 Prime Minister of St. Vincent and the Prime Ministers of the 
participating eight islands and the Ministers of Health have 
publicly committed themselves to the significance of the Family
Nurse Practitioner program as a model for other developing

nations to follow. 

4. 	Desire for Nursing Associations of the participating islands to
 
professionally and economically recognize the Family Nurze Prac
titioner, thus making the concept attractive to nurses.
 

5. 	.4istorical role of public health nurses in the Eastern Caribbean
 
incorporated some duties of family nurse practitioners.
 

6. 	Enthusiasm and motivation of students despite the many problems 
inherent in any pioneer venture.
 

7. 	 The high capabilities of the Eastern Caribbean nursing counter
parts.
 

a. 	Their minimal exposure to the practitioner and her role, and
 

b. 	 Sheer numbers of students enrolled in the program.
 

8. 	The program has had TV, radio and press coverage in all the 
islands prior to and since its beginning. The focus of the 
coverage was to acquaint the public with this new health profes
sional.
 

9. 	 Graduates of the first class were certified by the University of 
the West Indies, Faculty of Medicine.
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CONTINUING EDUCATION FOR NURSES IN PRIMARY HEALTH CARE 

Catherine W. Tinkham 

semi nar Speaker 

The nursing component of the Strengthening Health Delivery Systems
Project (SHOS) in the 20 countrics of Central and West Africa includes 
developing a regional post-basic nursing education center for the nurses 
from Liberia, Sierra Leone and The Gambia in the Anglophone countries;
and collaborating with the faculty in the reformulation of the curricula 
with emphasis on primary health care in the World Health Organization
(WHO) Training Ceaiter. for Post-basic Nurses in Dakar, Senegal and in 
Yaounde, Cameroon for the Francophone countries. Developing and con
ducting continuing education programs for the practicing nurses are two 
of the objectives in both the Anglophone and Francophone countries.
 

In 1980, a two-week workshop on Teaching Methods in Primary Health 
Care was conducted for nurses from the Francophone countries, and a two
week workshop on Nursing in Primary Health Care was conducted for nurses
 
from the Anglophone countries. This paper will discuss the planning, im
plementation and outcomes of the workshop conducted for the nurses from 
the Anglophone countries.
 

.urses are key members of the health team and have an important role 
to play in primary health care. How this role is defined and carried out 
may be the determining factor i;' the success of any primary health plan.
Many of the concepts of primary health care, such as prevention of dis
ease, promotion of health, healt:h education for groups of people, self
care, identification of persons in the community at high risk to health,
working with traditional healers and birth attendants, and indigenous
health workers, and coemunity participation with people making decisions 
3bnut their own health are not included as part of the education of 
nurses or other health professionals. Primary health care, however, 
means that these concepts must become an inherent part of the practice of 
nursing and that of the other health professionals. For nursing itmeans 
a reorientation to the practice of nursing. It also means that nurses, 
as well as other health professionals, will have to apply their technical 
,kills to solvw health problems determined in the light of social needs; 
to guide, to teach and to supervise co~uunity health workers; and to edu
cate communities on all matters pertaining to health. Nurses and other
hea'th professionals are therefore qiven social and educational functions 
in iddition their technical functions.I/ 

Some nurses are already assuming many of these responsibilities in 
their work situation even though these werc not included as part of their
educational preparation. Primary health care will recognize and make 
legitimate some of the current nursing practices. 

A first step was taken in the reorientation of nurses in the Inter
country Workshop on Nursing in Primary Health Care that was held in 

142 



Banjul, The Gambia from 17 to 28 November 1980. The Planning Committee 
consisted rof the Chief Nursing Officer of the Ministry of Health, Labour 
and Welfare, five nurses in leadership roles in The Gambia, the Director 
of the Primary Health Care Team and his Gambian counterpart, The Gambian 
counterpart to the EPI program, two WHO consultants, one consultant from 
Nigeria, the SHDS Nursing Field Coordinator for the Sub-region and the 
SHOS Nursing Coordinator. The conittee met for one week in July, and 
the week prior t, the workshop in November. This was the first inter
country workshop for nurses ever to be held in The Gambia.
 

The Planning Committee determined that the emphasis in the workshop 
should be on the concepts of primary health care and the integration of 
the concepts into the practice of nursing. With this in mind, the main 
objective of the workshop was:
 

to explore all aspects of primary health care and the 
collaboration of nursing in the planning, implementation, 
and evaluation of activities whose purpose is to integrate

primary health care in the different settings of the health 
services delivery systems of Liberia, Sierra Leone and The
 
Gambia.
 

The specific objectives were that at the end of the workshop, the 
participants should be able to:
 

1. identify the objectives of the "year 2000" and its specific 
challenge to nursing practices;
 

2. enumerate the main concepts of primary health care with its eight 
components as contained in Alma-Ata, Article VII;
 

3. define the roles and functions of nurses in primary health care; 
and
 

4. prepare and present a plan of action for nursing activities in 
primary health care for Liberia, Sierra Leone or The Gambia. 

It was recommended that the participants should be nurses from each 
country who were involved or interested in primary health care activi
ties. Five post-basic nurses from Liberia, five from Sierra Leone and 
five from The Gambia were the participants. There was one observer from 
the West African College of Nursing and five from The Gambia. The format 
of the workshop was primarily group activity. Four working papers were 
developed and discussed with the participants.
 

The moderator for each day was selected from the Planning Comittee or 
from The Gambia observers. A daily feedback sheet was filled (,t by the 
participants and changes in the program made accordingly. The Planning
Cominttee met at the end of each day and reviewed the day's activities, 
the results of the daily feedback and the plans for the next day. 

The first week the participants were in mi.ved groups except for Tues
day morning when they were in country groups. In the second week, the 
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participants were in their country group. Group activities and exercises 

with appropriate working documents were developed for each group session. 

During the first week the group activity consisted of: 

-- An overview of primary health care and health for all by the year2000; an examination of what health for all by the year 2000 
means and how it can be achieved; developing workable definitions
of the terms used in primary health care; and proposed solutions
for priority health problems. 

-- Reports from Liberia, Sierra Leonne aid The Gambia on their country's primary health care plan and the roles of nurses in the 
plan. 

-- Determining the roles and functions of nurses in primary health care settings; the constraints and strategies "a carrying out theroles; and the methods of supervision and teaching of persons who
provide primary health care services.
 

-- A field trip to Mansakonko Regional Health Center and to Kwinella
Village. The participants observed the activities in the health 
center and discussed the services offered with the personnel of thecenter. They also met with the Village Health Committee in Kwinellaand talked with the members about the health problems in the village
and their role as a health committee. Following the field trip,each country group presented a report in which they compared what
they had observed to a similar situation in their own country.
 

During the second week, the group activity consisted of developingplan of action for nursing activities in primary health ca- in 
a 

their 
country. The activities included: 

-identifying the role of nursing at the primary, int.m :La 
central level; 

--identifying nursing and other resources available in the count. ,
 

--determining priorities for nursing activities;
 

--developing behavioral and/or measurable short- and long-term goals 
for the priority nursing activities; 

--developing a plan of action based on the goals; 

--developing the implementation for the plan of action;
 

-- developing an evaluation for the plan of action. 

Each country group decided to whom they were to present their planwhen they returned home. As they presented their plan to the workshop onthe final day. the participants assumed the role of the group in the 
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country to whom the plan would be presented and attempted to respond 
accordingly,, 

Two of the countries identified the first priority as the need for 
nurses to be oriented to the concepts and philosophy of primary health 
care. The second was for nurses to be involved in primary health care 
activities. The third was for primary health care to be included in the 
basic nursing curricula in the country. The plan outlined a program for 
continuing education for the post-basic nurses currently employed, with
 
the first activity directed at nurses w' rking in the rural areas and in 
health centers. Actions for the inclusion of primary health care in the
 
curricula of the basic schools of nursing were also included.
 

The first priority for the third country was for nurses to come 
actively involved in the immunization program of the country. The second
 
priority was for continuing education for the post-basic nurses currently
 
employed, and the third was for primary health care to be included in the
 
curricula of the basic nursing schools.
 

The action plan for each country included both long- and short-term 
goals to meet each priority; how the goals would be imlemented, the 
resources available and the estimated cost; and how the plan would be 
evaluated.
 

The participants worked very hard throughout the two weeks. They put 
in long hours and often worked late at night. Every effort was made to 
make their plan c. action realistic to the needs of their country. They 
stated they ha - e a great deal of hard thinking and learned much about
 
primary health .e and the contribution nursing can make toward reaching
 
the goal of health care for all by the year 2000.
 

Dr. Mahler, in 1978, stated:
 

"To those who ask whether the "world needs nurses," my
 
answer is that billions of people need health services and
 
care, no matter what we may call the respective collectiv
ities needed to promote such care. If those who are not called
 
nurses, or will be so called in the future, are willing to
 
confront the formidable cyallenqee !.,plicit in primary heaith 
care as the medium for achieving an acceptable level of health
 
for all people in the foreseeable future, then the world does,
 
indeed, need nurses. It needs nurses who can diagnose comunity
 
health problems of populations as a whole, nurses who can care
 
for the sick or the disabled, and nurses who can teach people


2/
to care for themselves."


The Inter-country Workshop on Nursing in Primary Health Care was a 
small step in response to this challenge from Dr. Mahler.
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NOTES
 

1/WHO-UNICEF. Alma-Ata 1978 Prtmary Health Care. Geneva: World
 
HeaTth Organization, p. 3, (1978). 

2/Mahler, H., "Action for Change in Nursing," World Health, pp. 2-3,

(De~ember 1978).
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A SURVEILLANCE INSTRUMENT FOR IDENTIFYING CHANGES IN HEALTH STAFF'S
 

ADMINISTRATIVE SKiLL. SERVICE ACTIVITY, AND CLINICAL SKILLS AND KNOWLEDGE
 

Clayton Ajello* 

Seminar Speaker
 

During the past three decades, developing countries have been the ben
eficiaries of vast sums of development aid for health and population pro
gram activities. During this period, several trends in development aid 
emerged: 

1. 	 Allocations to promote an understanding of and acknowledgement of 
health and particularly population issues. 

2. 	Allocations for establishing facilities and training programs for
 
staff.
 

3. 	 Allocations for health services delivery research to examine 
alternate patterns of service delivery. 

A new pattern in the appropriation of development aid for health and 
population activities is now underway: ever-increasing support for im
proving the management capability within the social sector. This is a 
timely trend in development aid allocation, since future improvements in 
health status in the developing world will accrue mainly from better man
agement of the existing, formidable, but largely disorganized, infra
structure already in place in many developing nations. 

However, if this trend to support improvement in the management capa
bility in the social sector is to have an effect, attention will have to 
be given to developing and adapting quantitative methodologies of evalua
tion for management purposes. These quantitative methods will have to be 
adopted to complement the qualitative management methods which dominate 
health care systems of dtveloping countries today. 

Program mananers can adopt a quantitative approach in the conduct of 
program management at at least three points: identifying program priori
ties, monitoring output or process indicators, and measuring outcome or 
impact indicators. This papqr focuses on the measurement of process in
dicators using a surveillance instrument designed to assist management
decision-making. 

Process indicators are important to the program manager because they 
can be proxy measures of program impact. But, unlike impact measures, 

*Co-authors are A. Mabarak, M. Namorroussy, and A. Kielman. 
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process measures can indicate long before a program ends how well a pro
gram is meeting its objectives and how resnurces might be reallocated 
if program objectives do not appear to be being met. 

Process indicators, however, even when these are 
logical proxies for
 
impact measures--which often times they are not--can be difficult to 
quantify. Process indicators tend to be cumbersome, non-specific, and 
often do not accurately reflect program output. Hence they ae not al
ways useful for making management decisions. More specifically, where 
health program process indicators are being monitored (i.e., the number 
of any service activity performed), several assumptions are made vis-a
vis the aggregate datV collected. The assumptions include: 1) that
 
service activity by each staff member is similar, 2) that each staff mem
ber knows what to do and 3) that each staff member does his job.
 

It is not unconon to hear Ministry of Health (MOH) officials attest 
to uniformly high individual worker activity by competent staff. Unfor
tunately, the poor health status indicators of developing countries tend
 
to contradict these statements. It is our experience that the assump
tions of aggregate statistics mentioned are generally not valid.
 

The "Strengthening Rural Health Delivery" Project (SRHD) was initiated
 
three years ago with the underlying objective to improve the health stat
us of rural Egyptians. It is doing this by testing and demonstrating
different health service intervention packages and their delivery sys
tems. Large-scale reproducibility is central to the project philosophy.
A comprehensive evaluation system was devised to document the extent to 
which project objectives are met. Because of the long-term nature of the 
project, process measures have assumed great importance in determining 
how well the project is proceeding.
 

In this context, the evaluation section was concerned about the tradi
tional assumptions mentioned earlier about aggregate process indicator 
statistics. We felt a need to document not only the individual levels of
 
service activity, but also skill/kfiwledge competency and staff attitude 
toward the job. Documenting staff attitude has slipped from graspour 
due to the complexities of quantifying this variable. It was felt that 
service activity and skill/knowledge canpetency (both administrative and 
clinical) could be surveyed, quantified end subsequently linked to super
vision which promotes imediate and lonjer-term corrective actions, both 
ongoing management responsibilities.
 

The survey instrument was developed by listing all skills and know
ledge deemed essential of each category of worker in order for him to 
function in the project. In addition, minimum levels of some service 
activities were established. In all circumstances only those items which 
could be quantified were selected for inclusion in the instrument. For 
instance, nurses in the SRHD Project must participate in home visiting
during which they must be able to identify and treat children under five 
years of age with diarrhea. Since identification and treatment for diar
rhea can bt. simplified so that a nurse either can or cannot perform
satisfactorily, a quantitative assessment can be made a part of the 
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instrument. Similarly numbers of visits needed to cover the at risk 
population can be pre-determined and used as a baseline reference. 

A survey instrument dubbed the Supervisory Feedback (SF) was developed

for use by supervisors in conjunction with their regular supervision
visits to rural health facilities. An SF form has been developed for
each of the categories of staff found in the rural health facility:
doctor, nurse, sanitarian and lab assistant. A special form for use by

the district health officer has also been developed for his use in evalu
ating all categories of supervisors inhIs district. Although there isa
different form for each category of staff, the format and overall sub
sance of the ,urms isthe same and Includes:
 

1. Administrative Skills: This section requires the staff member
 
being supervised to sh,'j that he can undertake the specific administra
tive tasks needed for sLpporting and guiding clinical service activity.

For instance, the nurse SF form requires the supervisor to ascertain if
 
the written records of the staff member are correctly completed; and that
 
the nurse can retrieve the -'ecords of persons treated inthe last quarter
 
-- just two tasks the project found nurses unable to do early in the pro
ject.
 

2. Service Activity: This section ascertains how the staff member's 
service activity compared with the expected and verifies the event of
service activity. Again, using the nurse SF 3s an example, the supervi
sor determines the level of home visiting by the nurse from her records 
(all homes in the nurse's assigne,1 sector must be home visited at least
 
once each mnnth). The supervis). ,mist randomly select several of the 
households visited by the nurse, check the records prepared by the nurse

of the visit, and re-visit the household to confirm the visit and the 
accuracy of the information placed in the family folder recorded by the 
nurse about the visit.
 

3. Clinical Skills/Knowledge: This section consists of four lists 
of ski11/knowledge-which must be acquired by the staff member to partici
pate in the SRHD Project. A different list is substituted for eachsupervision visit. In the case of the nurse supervision visit we have 
cited thus far, the nurse isasked to demonstrate for the supervisor that
she can, for instance, actually prepare oral .-hydrition fluids by vari
ous methods, actually wegWa child, and actually easure blood pres
sure. Clinical kno edge is also tested veroa:lv. However, stress isplaced on demonstration rather than verbal desCriptions. Clinical
 
skills/knowledge not adequately demonstrated during one supervision visit
 
are re-tested during the subsequent supervision visit, pres.Jnably after 
re-training has occurred.
 

The Supervisory Feedback is the centerpiece around which the already
existing and extensive formal evaluation system rotates. The SF is
currently adiministered four times a year: once every three months, threemonths being referred to as a "supervision cycle.' The instrument 
stresses demonstration by staff rather than just verbal interchange be
tween a supervisor and a staff member, thus reversing the current direc
tion of supervision by itinerant supervisors. The SF is linked to the 
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management responsibility of training and provides two ways for retrain
ing to happen. As the SF is being administered, the supervisor gives on
the-spot instruction in areas found to 
be weak, but only after a particu
lar skill is evaluated. After the SF is completed, a score for each 
worker is calculated. Staff members with a score of 60 percent or less
 
(an arbitrarily 
set level) must be scheduled for a re-training session
 
during the second and/or third month of the supervision cycle for contin
uing education in the aree(s) of their weakness, along with other staff
 
members with the same weaknesses. Once the SF is completed, and no 
longer needed for reference by the supervisor (usually a period of six 
months), the form is passed to the central office of the Project for 
aggregate analysis. 
 The cycle Is then repeated throughout the year.

Central office aggregate analysis provides the link necessary 
for annual
 
or even 
bi-annual adjustment of the Project's pre-implementation and in.
 
service training programs.
 

We have recently tabulated the first round of data from the SF done as
 
a baseline prior to any project training for nurses in one of four pro
ject districts. Using the SF, it was found that the majority of nurses 
could not demonstrate the correct method or procedure for all clinical 
skills, which are currently required of them (i.e., before SRHD training)

and in which they have received training excep-Et-or taking oral tempera
ture. Seventy percent of nurses surveyed were able to take temperature 
correctly.
 

With regard to clinical knowledge, the SF revealed a similar circum
stance that a majority of nurses could not enumerate correct answers to 
the majority of questions put to them for clinical knowledge. 

As a result of the implementation of the SF, problem-specific group
re-t*raining has begun in SRHD Project areas. Unfortunately at this time
 
the data from subsequent rounds of the SF system have yet to be analyzed
centrally. It should be stressed that decentralized usefulness of the SF

does not depend on central analysis, since supervisors tabulate the 
results of the SF locally for their own use. Central offices simply have
 
not been geared to complete aggregate project-wide analysis of the SF 
provided to it from the field. 

In summary, while all of the data generated by our supervisory feed
back system is not yet tabulated, we believe we have developed systema 
which can detect changes in worker skills/knowledge and in the level of 
service activity by individual staff members. This system can be used by
 
a regular supervision team to plan problem-specific continuing
education. We believe this will eventually be a system essential to i.
provement and subsequent maintenance of a high-level rural health service 
in Egypt. 
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SIMPLIFIED SURVEYS AND SURVEILLANCE: TOOLS FOR
 
IMPROVING THE USE OF PRIMARY HEALTH CARE WORKERS
 

Rachel Feilden
 

Seminar Speaker
 

Primary healt care 
programs in less developed countries (LDCs) often
 
start operating In communities which are uncharted territory. Usually

there is no functioning vital registration system, and the statistical
 
archives of the Ministry of Health typically contain no reliable data on 
the incidence or prevalence of disease. If anthropologists' reports and

data from special p.rpose surveys (e.g., on nutrition, fertility, xeroph
thalmia) are available, they can pro-Tde invaluable backround material,
but often do not include crucial information on certain aspects of the 
target population's health status. So the initial phase of a primary
health care program frequently includes a household survey to collect
 
this information systematically.l/
 

There appears to be unofficial concensus among designers of question
naires on the core elements of a household survey. The instrument usual
ly includes a Household Register, which provides basic data for calculat
ing several demographic indicators (e.g., age-sex structure, dependency

ratio, household composition, family s--1z). Questions about illness in
 
the last two weeks produce data not only on prevalence of morbidity, but
also about sources of treatment and resources spent on obtaining it. 
Questions on 
feeding children and treatment of common complaints give us

information about health-related knowledge, attitudes, and practices.
Felt needs concerning a wide range of topics--sanitation, water supply,
spacing of births, health services--can be investigated. Simple nues
tions, accurately translated, are easy to ask and to understand. 
Cjilt
in consistency checks allow one to assess the data's reliability.
 

If the primary health care workers (PHCWs) will be asking the questio
ns, the person designing the survey will be influenced to keep those que
stions simple. The planning staff have ample opportunity to investigate

the level of sophistication and literacy of the PHCW trainees, and this
 
helps limit the survey to concrete questions. Perhaps the epitome of th
is arrangement is a survey developed for use by mostly illiterate local 
birth attendants in the Yemen Arab Republic, 
 All of the questions and a
nswer categories, with the exception of numbers, are represented by pic
tures and symbols; as far as possible, these correspond to the pictorial 
antenatal card.
 

If basic random sampling procedures are rigorously followed,2/ and if

fieldwork is adequately supervised, a well designed survey enerates 
reliable information which can be used for two main purposes. 
First, it
 
provides baseline information against which the effect of the program can
 
be evaluated using data from a follow-up survey several years after
wards. Surveys which will be used for evaluating programs should |iclude 
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indicators in which program planners expect to find change. It is not 
appropriate to use a survey to measure changes in morbidity incidence and 
mortality; the sample size does not oenerate enough instances of deaths 
or specific diseases to enable one t, draw conclusions about changes with 
any confidence, and diagnoses made by respnndents are not reliable. The
 
regular reporting system should be used to calculate these changes, which 
take seve. i years to become apparent. However, in the three to five 
year lifespan of most programs, one would expect to find a change :n the 
use of health services and in knowledge, and possibly in attitudes and 
practices. The baseline survey should also include control variables, so 
that any changes that are found in the follow-up survey can be identified 
as being due to the primary health care program, rather than to general 
economic and social development. 

Second, the survey provides concrete information with which to plan
 
the PHCW's work. The general World Health Organization (WHO) moeT
 
contains a len-thy list of activities which the village health worker 
could perform;J/ attempting to carry out all of them indiscriminately
would be disco6uraging and overwhelming. To direct the PHCW's energies 
effectively, health planners and trainers should examine the survey data 
to identify the major causes of mortality and morbidity in the target 
population. They should then decide which of these diseases can be
 
effectively prevented or treated using techniques and procedures that the
 
PHCW can master and practice sdfely. This process determines which 
activities will be emphasized as the PHCW's first interventions. As an 
illustration of the process, the Three Province 
Survey in Afghanistan

found that 60 percent of all recalled child deaths were attributed to 
three types of illness: respiratory infections, diarrhea or dysentery,
and jinns.4 / PHCWs were trained to recognize these, and treatment
 
protocoTs were developed and medical supplies standardized to correspond 
to specific therapy regimens.
 

Survey data can be used to choose not only the content but also the 
mode of training. If a few health problems are of overriding importance,

the PHCWs could be trained to .ape with these problems first, and after 
several months in the field, receive continuing education in other, less 
crucial aspects of their scope of wok.. Al:ernatively, the training 
course could cover most areas listed in the standard text books for
 
primary care workers, simply emphasizing the treatment and prevention of
 
problems which are common in the target populal:ion. 

Data on felt needs, perceptions of problemis, and current beliefs and 
practices indicate whether community beliefs are likely to reinforce or 
to undermine the PHCW's efforts. For example, in the Afghanistan survey,
the villagers said that sanitation was unsatisfactory, and some 
respondents said that they would be willing to donate labor to improve
sanitary facilities; projects to provide for safe disposal of wastes 
would be supported by the local community. On the otier hand, this 
survey revealed that malnutrition, a severe health problem among young
children, was not perceived as a major contributing factor in childhood 
morbidity and mortality; 5/ health planners and supervisors should expect
that the PHCW's attempts-to encourage early recognition and treatment of 
undernourished children will be an uphill struggle at the beginning of 
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the program, Similarly, feeding taboos make it harde. for thi community
 
to follow the PHCW's advice about nutrition. Withholding liquids and
 
food from chfidren with diarrhea is another practice which the PHCW will
 
be contradicting generations of beliefs and customs in trying to change.
 
In all of these instances, survey data give prior warning of areas in
 
which the village health worker will need extra support and encourage
ment, and frequent reinforcement of the "modern" practices he has
 
learned.
 

A survey can indicate where the PHCW should concentrate his efforts, 
tlut it will not necessarily indicate what will be the most effective 
approach for achieving the goal. Program planners may need to obtain 
anthropological information about current practices and beliefs, or to 
identify "positive devIants,' 6/ whose success in raising children in an
 
environment hostile to healthFmay provide clues as to how other members 
of the community could improve their health. Pilot studies, undertaken
 
primarily for research purposcs my':de experience in organizing the
 
delivery of health care, 7/ but program planners should take into account
 
the amount of back-up support and supervision that were available to 
research-oriented activities; their protocols may be inappropriate for a 
PHCW working alone in the village. Planners of a primary care program 
could incorporate trial projects into the program itself, to test alter
native approaches. Or they can learn from the PHCWs' experience, and try
 
to identify the elements contributing to success. This information is 
collected during the course of supervision and surveillance. 

Surveillance of the PHCW's work can be active (visits from the super
visor to watch work in progress) or passive (examination of monthly 
reports on numIber of consultations, number of home visits, community 
activities, reorder forms for drug supplies). By comparing the results 
of surveillance with the task analysis prepared from the survey data and 
with information on how other PHCWs are spending their time, a supervisor 
can tell whether a particular PHCW is concentrating on priority activi
ties. For example, the supervisor may find out that some PHCWs are more
 
interested in curative activities than in monitoring nutritional status;
 
their reorder forms for drugs reflect the extra prescribing, and the 
Road to Health Charts are full of gaps. Supervision may bring to light a
 
PHCW with a special interest in some aspect of the health program, who 
has developed an effective way to convey a health education message, or 
to organize community activity. Successful innovations can be shared 
with other PHCWs to use in their communities. Surveillance may also 
reveal that conditions in one particular community call for a slightly 
different emphasis of activities than was originally developed. 

Follow-up surveys cai be used to carry out a type of surveillance. 
For example, the Mid-term Review in Nepal asked villagers whether they 
recognized the armband which the PHCWs were supposed to be using for 
measuring arm circumference. 8! If the program is using a patient-held
records system, a Household Survey conducted after the implementation of 
a primary health care system can record whether the evaluator finds a 
Road to Health Chart or vaccination card in the sampled household. The 
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enumerator could also record the last date on which tMe children were
weighed, to collect information abot the frequency with which the PHCW 
has been monitoring nutrition status.
 

The primar) health care program can use the PHL.s themselves as gath
erers of information. This strategy has several advantages. First, they

come from the community, so they may be more at ease with the respondents
and may obtain more accurate answeri: than a more highly educated out
sider. Second, some programs (e.g., Montero) have used the community 
survey as a means of constructing a census of the catchment area; during
the survey, the PHCWs make contact with all of the households in their 
area. Third, a structured questionnaire enables the PHCW to find out
about felt needs and beliefs in a systematic rather than an anecdotal 
way; this is an epidemiological 
approach rather than a case-oriented 
one. Fourth, if the PHCWs are included in fieldwork debriefings and
planning sessions, they will see how the information they collected is 
used to decide which activities will be their top priorities; later on,
they may use a similar process to reassess pricrities in their area.

Fifth, after a training course 
which covers a vast range of fascinating
 
and sometimes esoteric conditions, it is a valuable exercise for PHCWs to
 
come face to face again with the relative frequency of disease in their 
community. Sixth, the interview will 
include procedures which the PHCW 
has learned during training (for example, determining immunization 
status, measuring arm circtmference or height, weighing children, taking 
a medical history including sources of treatment and symptoms, and doing 
a brief physical exam). Interviewing thus reinforces his training 
experience. 

One drawback of using PHCWs as gatherers of information is that plann
ers cannot use the survey as a means of identifying likely candidates tobe village health workers, as was done in Afghanistan. Since community 
respect is so important, the opportunity lost by using the trainee vil
lage health workers as interviewers may be significant. The choice of 
interviewing strategy will depend upon the philosophy of the program

planners, the resources available, and the stage in the health care pro
gram's development at which the first survey is carried out.
 

NOTES
 

I/Programs which have used a community survey include those in Afghan
istanli; Esperanca in Brazil (see 
Community Systems Foundation, The
 
Esperanca Program. Report submitted to PACT by CSF, Ann Arbor, May IM,

IgBO); Montero in Bolivia (see Frerichs, R.R. et al., Health and Illness
 
in Rural Bolivia: A Household Survey. Los Angeles: UCLA, 1919); and the
 
Tihama Project In the Yemen Arab Republic.
 

2/There are several accept,'ble procedures for ensuring that households
 
are-randomly selected (see thL Training Manual for any of the National 
Nutrition surveys conducted by the Center for Disease Control).
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3 /See The Primary Health Care Worker. 
Geneva: World Health Organizatio-n (197S1. 

4/O'Connor, R (ed), Managing Health Systems in Developing Areas:
 
Experiences from Afghanistan. Lexington, Mass: Lexington Books (1980).
 

5 /Less than half the children aged 12 to 60 months were classified as 
W IT-nourished, using an am circumference measurement.4/
 

6 /An example of a positive deviant is a mother who is in the same im
pov~rished environment and has access to the same food as 
the rest of the
 
community, but whose children are somehow adequately nourished.
 

7/Berggren, W.L., "Administratlon and Evaluation of Rural Health
 
Seriices: I. A Tetanus 
U,trol Program in Haiti, "American Journal of

Tropical Health and Hygiene, Vol. 23, pp. 936-949 (September 1974).
 

8 /Vaidya, B.N., Mid Term Health Review 2035. Ministry of Health,
H.MTl. of Nepal (June 1979). 
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THE ROLE OF PVOs AND NGOs IN
 
PROVIDING TRAINING SERVICES
 

Janet Gottschalk
 

Seminar Speaker
 

Basic Questions
 

It is most important for us to address a few basic questions-questions that should be answered pr 4 toor the involvement of any non
governmental organization (NGO) in Fthe training of comunity healthworkers (CHWs) and at intervals during any such training program. Thenecessity of asking these questions ome from this author's experiencesin Kenya with CHWs and a recent trip to Palestine where there occured a
discussion of the role of NGOs in the training of CHWs with field personnel of a variety of NGOs currently working in a number of projects. All 
aspects of primary health care are situationally dependent. As a result,
no discussion of training CHWs can be held without consideration of thecountry/setting where the training is to take place. 

The first set of basic questions refers to the need for training, aswell as the specific elements required in that train-Tg. It is here that
existing or planned tratn ng programs by other NGOs as well as government
plans in this regard must be determined--something NGOs frequently omit
doing. In addition, sfforts should made find out if localbe to anyorganization, university or health facility has the capability of conducting the training. And, it follows, of course, that the question must
be asked as to the NGO's expertise and ability to coM ement the localcapabilities in train-ng CHWs. It should never De forgotten that thetraining of CHWs by NGOs must be looked at in the light of the capabilities of the government, the coimunity and the CIH him/herself. 

Given that the need for the training of CH~s has been established, aswell as the availability of NGO expertise complementto local capabil
ities, the next set of questions which nut be atked are nnos which areadapted from those in AID AS OBSTACLE by Frances Moore Lappe and her
collaborators: 1/ 

1. Who are/will be the beneficiaries of the program? 

-- Will the health status of the villages/comunities be 
improved?
 

-- Will there be opportunity for the personal growth and 
development of the CHWs?
 

-- In areas of high unemployment/underemployment, can the
training programs be easily expanded to technical trainingprograms with the possiblity of increased job security
for the trainees? 
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-- Will the principal beneficiaries be those related to 
the training progrms themselves--adinistrative, field 
personnel? 

2. 	 How will the success of the project's beneficiaries affect
 
the chances for progress by the majority?
 

--What can be done to ensure that a majority of the CHW 
trainees use their new skills in ways that are benefi
cial 	 to the village/comiunity as a whole instead of 
intensifying local division/faoEns
 

--Is there a danger that the CHW's new status in the
 
village/cwunity will be used primarily for his/her 
own gain? How can this be prevented?
 

3. 	Assuming that the planned training program(s) is successful,
 
can the project's success be multiplied on a broader scale,
 
given the region/nation's limited resources and other
 
constraints?
 

-- Is 	continuity/institutionalization of the broader pro
gram 	(for Miich the CHWs have been trained) possible?
 
Locally? Regionally? Nationally?
 

--Are there sufficient supgort systems in place (or pro-
Jected in the near future) which will serve as back-up 
to the newly trained CHWs? 

--Is collaboration possible between the government and
 
the NGOs?
 

--Are the personnel of the nearby health renters/dispensaries 
willing and able to work with CHWs? 

--Is the Ministry of Health willing to have lesser quali
fied personnel interact in the field with better trained 
personnel from other Ministries? 

4. 	If the government had sufficient funds, would it support

CHWs 	 as the most appropriate personnel to meet unresolved 
local health problems, especially in rural areas, or 
would it opt for personnel trained in high-technology 
Western medicine?
 

In other words, would the government give only grudging
 
support to CHWs?
 

Although not all the answers to all the above questions have to be
"yes" before NGOs are involved in the training of CHWs, these questions
should be asked and, as far as possible, realistic answers sought and 
evaluated before NGOs become involved 4n training CHWs.
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Obvious Role for NGOs in Training: Whether PVO or NGO 

1. Technical assistance support: 

Design, testing and production of visual aids/manuals.
 

Development of new training methodologies.
 

--Residential accommodations for trainees.
 

--Consultation:
 

--Providing a pool of local resource persons to
 
comunities
 

--Establishing a national team of educational
 
consul tants
 

--Training of trainers/supervisors of CHIs.
 

--Actual training of CHWs.
 

2. Information exchange:
 

3. Clearinghouse for rosearch/research requests:
 

--Role of non-formal education in training at,d the over
coming of barriers to communication in the villages and
in training programs due to the literacy level of the 
trainees. 

--Development of evaluation designs for CHW training programs
and the impact of CHWs on the health status of communities. 

--Training/effectiveness of traditional birth attendants 
(TBAs) and traditional healers. 

4. Pilot programs:
 

Strengths and Weaknesses of the NGO Position 

1. Socio-cultural/historial 
factors (including religious factors)
 

Historically, NGOs, especially religious NGOs, have been involved in

the delivery of health care at the local level.
 

In many areas NGOs have established 
stable links with various
villages/coemunities and have come to be trusted community meubers. Infact, in some areas the religious NGOs have built upon and strengthenedthe pre-existing comunal sense in the society, as for instance, thewhole "basic Christian comunity' or comuunidad de base movement inLatinAmerica. It is especially difficult forgoveFnien-T to replicate themotivation and commitment existing in such groups.
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In contrast to the government's size, bureaucratic machinery and 
distance from the people, NGOs have frequently had a distinct advantage
in local development efforts due to their often limited size, closeness 
to the comnunity and flexibility. As a result, NGOs have often been able 
to risk more than national governments Ii local development efforts. 

Unfortunately, however, the long history and tradition of NGOs in some
 
areas has all too often tended to foster dependence on the NGO instead of 
community self-reliance and could be termed "community oppressive"
instead of "community supportive." 2/ Where and when this has occurred, 
the possibility and/or desirabilityFof certain NGOs being involved in the 
training of CHWs, especially at the local level, should be carefully 
studied.
 

The shift from institution-based, curative medicine to primary health 
care with the active involvement of the community in all its stages is 
not only a big step, but has been likened to a "leap of faith.u"/ In 
areas where NGOs have previously been heavily involved in curative-medi
cine, the ability of these same NGOs/institutions to be involved in
 
conmunity-based health care, especially the training of CHWs, should not
 
be expected without a period of transition for the development of and 
commitment to attitudes, priorities and structures more consistent with 
the delivery of local health care services by minimally trained CHWs and 
community emtbers working in partnership with health care professionals. 
The technical expertise of professionals working in these institutions
 
should be questioned as to its suitability for training CHWs especially 
where the institution has tended to ignore the local practitioners of 
health and existing informal community resources. 

As all of you must be aware, some religious NGOs may have difficulty 
iri developing/implementing training programs related to family planning, 
birth spacing, or whatever term is used. In many areas, this difficulty 
has been resolved, but where specific religious beliefs present an obsta
cle to the teaching of this content, care must be taken that the curricu
lum/practice of the CHWs are supplemented by others.
 

2. Economic factors 

Just as the policy of many governments to provide free care for its 
citizens has created problems for NGOs in the delivery of services, so 
too, the question of funding/payment of CHWs is causing great difficulty
and obvious differences exist between many NGO and government programs.
Even in the same country, such as Kenya, some NGOs pay trainees and CHWs, 
other rely on motivation and non-monetary rewards to retain CHWs, and the
 
government/UNICEF-sponsored program pays trainees and CHIs.
 

Payment or non-payment of CHWs appears to be one of the most difficult 
areas related to the training/practice of CHks; even where the NGO has 
maintained from the beginning that no stipend/salary will be paid, the 
question continually recurs. And, when several programs exist in the
 
same regional/tribal area, confusion and frequently resentment result. A 
similar unhappy state exists where trainees sponsored by an external NGO 
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have been led to believe they will eventually be employed at higher 
wages. Hov"sty, clarity of communication, and careful testing of expec
tations 7re essential. Even then, it is not always possible to avoid
 
disillusionment and hostility. Short-term, poorly conceived 
and struc
tured programs do no one any good--least of all, the unhappy CHWs. 
Villagers, who have been "burned' once, will certainly not be eager to
 
risk involvement in a more carefully planned and implemented program.
 

3. Factors related to integration into national CHW programs
 

It certainly should come as no surprise to anyone that primary health 
care or conmmunity-based health care is, by its very nature, political--at
both the local and national levels--and under certain forms of govern
ment, it is absolutely forbidden for NGOs to be directly involved in 
community health. In those countries, as in all countries where NGOs are 
or wish to be involved, NGOs must never forget that their role--in all 
circumstances--should be complementary to that of the national govern
ment. The concrete working out of that complementary role in such 
delicate situations as Palestine (Occupied West Bank), Ethiopia and the 
Philippines, to name but a few, require extreme delicacy, creativity, 
patience and tolerance, not to mention a sense of humor and a "long 
view." 

The fact that it is not uncommon for PVOs and NGOs to be heavily
funded by "home" governments makes their presence and activities--however 
constructive from an objective point of view--open to considerable suspi
cion from the "host m governments. Maryknoll is certainly not the only

religious PVO that is seriously questioning its relationship to USAID and
 
the development models it supports. It is not possible to avoid such
 
questions when looking at the role of PVOs and NGOs in training CHWs.
 

With respect to the integration of small-scale NGO training programs 
for CHWs into national government programs, it is only fair to say that
 
this is usually a problem for both NGOs and governments. It is true that
 
programs, such as that of Miraj in India, have been successfully integra
ted into government, but more frequently, governments have not been 
particularly appreciative of NGO successes in this area, especially when 
the strengths of NGOs discussed above cannot be replicated easily in 
government programs. It has been said many ti'ies that 
extraordinary
efforts and resources of personnel and funding produce extraordinary
results. These are not the types of programs--training or otherwise-
that ran/should be integ-rated into national health schemes. 

Conclusions
 

The role of a NGO in the training of CHWs was defined in a recent 
discussion with an ardent Palestinian clinical pharmacist who heads an 
extremely innovative program for CHWs funded by several NGOs. Her 
answers were brief and incomplete as it was the first anniversary of the 
day the West Bank mayors were injured by bombs. In almost stacatto 
fashion, she said:
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1. 	 NGOs should transfer information, not methods--the methods
 
for counity health work can only be developed/implemented

by nationals thoroughly familiar with the local scene.
 

2. 	 Aid, such as food aid which primarily benefits U.S.
 
farmers and creates dependence, should not be given or
 
accepted.
 

3. 	Health care, as understood and practiced by most NGOs,
 
is based on the traditional, Western medical model and
 
uses technology and medicines inappropriate for most
 
developing countries.
 

Since road blocks were being set up and the university students were 
mobilizing for their protest against the Israeli occupation, there was no
 
time for discussion of these answers. Regardless of what we--as PVOs and

NGOs--think of this young woman's politics, most of us would be well
advised to take seriously the reiarks of this extraordinary young woman. 

NOTES
 

1/Lappe, F.M., et al, Aid As Obstacle San Francisco: Institute for 
Food and Development Policy, p. Iu, RYUIu).
 

2/Werner, 0., "The Village Health Care Programme: Community-Supportive 
or rommunity-Oppressive?" Contact, Number 57, (August 1980). 

3 /Keny, Catholic Secretariat, Report of Catholic Health Conference 
con ucted by Kenya Catholic Secretariat/Meica Department, Nairob ,
 
(April 1979).
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THE ROLE OF NON-GOVERNMENJAL ORGANIZATIONS
 
IN PROVIDING TRAINING SERVICES
 

Sharon Stanton Russell
 

Seminar Speaker
 

In approaching the subject of the role of non-governmental organiza
tions in providing training services related to International Health, it
is useful to think within the framework of a typology of training loca
tions, purposes and content. With respect to location, training can be 
divided broadly to institutional and non-institutionally based. The

first type may include existing and/or developing host country institu
tions, home country institutions (in our case, U.S. based), and finally

third-country institutions. The second type, non-institutional training,

is generally host-country based and may be formal or informal.
 

A second dimension of the typology concerns the purposes of the train
ing. Broadly, these may be to devebop a new cadre of health worker, to 
radically retrain existing health workers (to develop a new set of skills

and competencies), and thirdly, to provide pre-service or in-service 
training or continuing education for existing workers.
 

A third dimension of this typology is the content of training. Itmay

focus on developing the so-called "technical" health-related and/or

behavior-related skills, including topics such managementas and commun
ity motivation.
 

Against this framework, this paper will briefly describe the roles and 
experience of one non-governmental organization, Westinghouse Health Sys
tems. Health Systems is a professional consulting division of Westing
house. We are a relatively small group of some 130 professionals from a
wide variety of health and social science disciplines. The group has
been working in International Health for over a decade. By and large, we
work under contracts, which may be directly with the host country Minis
tries of Health, or through an international donor agency. This means
that our primary relationships are with the government-sponsored health 
services. 

As regards institutional training, the role of an NGO such as Westing
house Health Systems tends to take one of two forms. We may be called 
upon to advise governments as to the types of training appropriate in
order to-ieop the health manpower resources and to participate in
selecting both institutions or programs and candidates for training. We 
are currently acting in this advisory capacity in our projects in Egypt
and in Jordan. From time to time, for example in a health planning
project in Korea, we also administer what is sometimes called "partici
pant training.* That is, we assist in the application and admissions 
ogistics, provide support and counsel to the student during training,

d'dsburse the funds, and administer the reporting required by the organi
zation financing the training. 
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The major emphasis of our work in training, however, is with 
non-institutional training. Because of the budgetary constraints noted 
earlier in the conference, training has tended to be with existing
workers in the health system. Our role is best illustrated by some 
examples. In the Strengthening Rural Health Services Project in Egypt,
we have been training physicians, nurses and sanitarians--the core team 
in the rural healtn facilities--to refurbish existing skills (in such 
basic areas as weighing babies, for example) and to develop new skills, 
such as outreach and use of oral rehydration therapy. Within the 
Manpewer Component of the Health Planning and Services Development
Project inJordan, we have trained a group of 20 physicians trainers, who 
in turn are retraining the community-level physicians, nurses and 
assistant nurses toward the broad objective of reorienting the 
government's health services toward primary care. 11 addition to the
basic health skills, training in both Egypt and Jordan also emphasises
supervision, recordkeeping, health education and promotion and conmunity 
outreach.
 

In another, very different project, Health Systems worked with the 
Caribbean Community Secretariat in the design and implementation of the 
Health Management Development Programme in the Ministries of the Eastern 
Caribbean. Here, focus was on training in basic management skills at all
 
levels of the health service, from the district to the central Ministry.
One in the series of training programs focused on development of the 
district health team, involving, wherever possible, actual health teams. 

In all the examples mentioned, the trainers or training teams have 
been composed of Westinghouse staff, consultants, institutional
 
subcontractors and host country trainers both from the ministries and
 
from local or regional institutions including universities. We prefer
 
this mix not only for reasons of cost, but also for two-way
 
capacity-building and cross-fertilization.
 

We must recognize that in training within a healtn system, we have a 
responsibility to ensure that training is placed in a holistic or systems 
context. This is a responsibility which arises not only from a concern 
for the larger objective of improving health status of the population,
but from the responsibility which the trainer has to the trainee. As 
outsiders to the health system we are often well-placed to ask some tough
questions which seek to ensure that the context of the training has been 
carefully examined. With respect to participants in institutional
 
training, this entails critically assessing the training needs and
 
identifying the training context which will best meet those needs in 
light of overall program and health systems objectives. In addition, 
this involves working with government to formulate objective criteria for
 
selection of candidates and serving as a "counter-weight" in the delicate
 
and often political process of candidate selection. Once candidates are
 
selected, it is often easy to overlook the important ste- of reexamining

the proposed training content in light of an individual's prior training

and experience in order to ensure an appropriate marriage between the
individual and the program. Finally, and particularly in the case of 
those going for long-term training, it is critical to look ahead to the
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context into which the trainee will return and to help ensure that
replacement will meet the expectations and needs of both the individual 
and the health system. 

The issues related to "looking out for the context" are somewhat
different in the case of non-institutional, host country-based training.
Here, we have a responsihility to ensure at the outset that the skills
and competencies to be developed in training have been agreed upon andratified. The answer to the question "ratified by whom?" may differ in
different contexts. But if a nurse is prohibited by law from giving
injections, it is premature to train her or him to play that role in animmunization campaign unless we first work to get the legal frawewor&
changed or agree that introducing a system of standing orders will permitthe nurse to function within the law. Similarly, if pediatricians earn
substantial income from intravenous rehydration, sofw, prior or parallel
effort to retrain or reorient the pediatric comnunity's thinking with
regard to oral rehydration (ORT) may be necessary before training basichealth workers in ORT is indicated. This is by no means to say that wemust or 
should live within the existing system; on the contrary, this is
 
to argue that if we hope to change it, we have to attend to the
 
interrelated facets of that system.
 

In a similar vein, it is important to ensure that those who will beworking with the retrained health worker are prepared to understand and accept the new or modified roles and functions of that worker. To
 
address this 
 issue, app-,aches such as collateral orientation of

colleagues, post-training tedm-building and involvement of supervisors in
actual training are often useful. Similarly, systems must be prepared toprovide the logistics support, such as drugs and equipment, if health
workers are to be able to practice new skills. 

If the training is to develop a new cadre of health workers,

additional issues arise. Lines of communication and the relationship to
the pre-existing 
health system need to be identified. Methods of
compensation, whether non-monetary or monetary, need to be clarified and,
if the latter, budgets must be projected to include those positions.
Whoever is paying must he committed to bearing the recurrent costs. 

Training is fundamentally a tool for transfoining the health system.A key way in which training can work to accomplish that is through the 
choice of training methods. 
 Here again, NGOs can play an innovative and

catalytic role. Repeatedly, we have encountered initial skepticism about
the acceptability of participative, interactive, adult learning

approaches. Yet equally often, we have found 
that the use of such

approaches as role playing, group discussions, structured exercises and
learning contacts has met not only with enthusiasm, but with a new sense
of activity, responsibility and possibility on the part of the health 
worker. 

In sunmary, training represents a significant investment on the part
of all involved. Because we are outsiders to the system, NGOs have aspecial responsibility to ensure that questions regarding the context of a given training effort are posed and answers worked out in concert with
the training. Then all secure a return onwe can that investment. 
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THE ROLE OF PRIVATE VOLUNTARY AGENCIES
 
IN THE SUPPORT OF PRIMARY HEALTH CARE WORKERS
 

Rose Schneider
 

Seminar Speaker
 

Private voluntary agencies (PVOs), particularly those with a service
 
delivery focus, can make a definite contribution to the training and
 
support of primary health care workers (PHCWs). One way, though not
 
necessarily the most common, is by the actual provision of training
 
through in-house technical staff. Working independently, the rVU can
 
conduct the initial training courses and periodic inservice training
 
sessions for PHCWs. To make a commitnent of this magnitude, however,
 
implies the PVO hire and/or develop sufficient technical assistance
 
capability within its staff to plan and carry out this training. The
 
talent needed is considerable, for example, to provide skills in baseline
 
data collection and analysis, development of curriculum, training method
ology and materials, plus skills in evolution for curriculum revision.
 

The major alternative to using PVO in-house capability is to broker or
 
mediate with other agencies, local or international, which will provide
 
the needed technical assistance. While the technical assistance agency

provides the same technical skills discussed previously, the PVO contri
butes by maintaining continued interest and momentum during the planning,

training and follow-up phases. Because the orientation of the PVO is
 
often directed toward a specific community, it can function as an advo
cate, coordinator and catalyst working to bring the correct mix of oppor
tunities and services together to train the PHCWs. Official agency sup
port of the importance of PHCWs through policy statements or agency
 
gu.delines can demonstrate to Ministries, the communities and others
 
in developing countries the PVO's sincere intent and commitment. By

increasing the credibility of the PHCW approach and the value of the
 
individual workers, the PVO can influence the opinion of others to ini
tiate or expand their support. Within the PVO agenry guidelines, objec
tives for basic health service can guide efforts of the Ministries of
 
Health and technical assistance groups working together to maintain a
 
realistic focus which responds to the community's particular needs.
 
This may be particularly needed if unduly sophisticated and/or research
oriented efforts need the balance to focus on the basics.
 

The PVO can further serve as an advocate for the PHCW and for the
 
community itself. While training community health workers (CHWs) in
 
consciousness raising and community development has its sensitivity,

the community which believes in its rights will make better use of the
 
existing health services. The PVO can initially advocate before autho
rities, the Ministries and others for the community. Later, it can train
 
the CHW to assume this role independently. If current health services
 
are overcrowded, the advocacy role can lead to pressure for increased
 
services and facilities. In addition to orienting and advocating the
 
community to use health services, they can also link it to opportunities
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in agriculture cloDeratives, credit and other sectors. 
Another contribu
tion can be the moral support PVOs can give to PHCWs, their trainees and
 
supervisors. Although moral support 
is needed during the planning and
 
training, it is particularly needed during the implementation phases.

After the initial excitement wans, the Ministry of Health speeches are
 
over, and the certificates are awarded, the PHCW settles 
into a routine
 
of hard work, often with great responsibility, decreased supervision and
 
little or jo recognition. PYOs can support periodic continuing training

sessions, and provide stipends and other incentives to keep the PHCWs'
 
interest high. Contributing to the ongoing supervision of PHCWs is
 
another alternative. Through ceremonies and perhaps through less formal
 
recognition during community, cooperative, mother's clubs and other
 
meetings, the PVO can extoll the importance of the PHCW and thus support
 
their morale.
 

Financial support by PVOr ran take several 
alternative approaches.

The PVO can exclusively fund the PHCW training and supervision and sup
port them over time. Some PVOs, however, prefer to use their flexibility

to provide "lead time" funding to sct in motion the initial stages of
 
large promotion programs--which anticipate major institutional funding in
 
the near future. They can provide complimentary funding, adding small
 
but important items, such as cold chain equipment and measles vaccine to
 
projects of larger agencies where these needs were not anticipated or
 
funding was not adequate for complete coverage. Complementary funding
 
can also supply clinic services, construction and equipment, bolstering

the capability of the system to handle referrals of the PHCWs. 
 Emergency
 
or special funding can also be provided b3 PVOs for sophisticated drugs,

intrvenous fluids or surgery when the needs arise.
 

In summary, the PVO can enter the arena to support the PHCW in ini
tial, intermediate or later stages. They can work alone or can collabo
rate with other agencies. Their dedication, focus on the basic services
 
and constancy of interest and support 
are great assets to the development

of PHCW programs. Their credibility within the community fosters sincere
 
cooperation and encourages the use of the PHCW as 
a major force in the
 
improvement of health care.
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INCREASING THE ABILITY OF PRIMARY HEALTH CARE WORKERS
 
TO ACT EFFECTIVELY: PRIORITICS FOR FUTURE RESEARCH AND ACTION
 

Davidson R. Gwatkin
 

Seminar Speaker
 

Different perspectives are important, 
it is said, to promote new
 
and innovative thinking. This view that to
is a point of is about be
 
severely tested.
 

The following three propositions are from an "armchair 
researcher"
 
describing the current situation and priority needs with respect 
to the

recruitment, training, 
and su, ision of primary health care workers.
 
It is hoped that these prop itions will provoke new perspectives

regarding the implementation of primary health rare.
 

Proposition 1: A great deal 
is known about how effectively to select,

trai suervise primary health care workers.
 

On the matter of recruitment, 
we have been told time and time again

that locally-recruited indigenous people with characteristics, 
back
grounds, and outlooks similar to those of the people to be served are
 
likely to be the must effective workers. Thus, for example, when m ount
ing a family planning education effort, it is generally established to
 
be far more effective to rely on older women from the conunity concerned
 
who would have triti;elves borne children than it is to 
employ, say,

well-educated but nexperienced young rien 
or women from urban areas. The
 
reason for the c-phasis of 
such affinity is that personal relationships
 
are extremely important 'or the provision of primary health and related
 
services, and these are 
likely to be much easier to establish when
 
provider and patient 
are both from similar backgrounds.
 

With respect to training, Joe Wray, Janet Wilcox, and this 
author
 
concluded in o r 1980 review of 
ten private primary health anO nutrition
 
care projects,!_/ that several characteristics of their training programs

appeared te be important. "Although important differences existed and
 
full details were not always available," we wrote, "Lhe most successful
 
training programs . . . shared several common features. They were devel
oped by health professionals thoroughly familiar with local problems,

having themselves dep'it with such problems under field conditions. Formal training was usually brief and carried out close 
to the homes of the
 
trainees. 
 Greater emphasis was placed on active, on-the-job training

guided by experienced workers who were themselves capable of perform
ing the required tasks within the constraints imposed by local condi
tions, and the initial training was reinforced with intensive continuing

education based on frequent 
and regular meetings of field workers ane
 
supervisors." The experience of others reinforces these points.
 

Concerning supervision, there seems to be general agreement about
 
the desirability of participatory processes which involve the workers
 
them!.t~lves in making decisions about the tasks they are to perform and in
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assessing their own performance. The idea is not simply to promote 
greater productivity on the part of health care workers -- although that 
is obviously a very important objective -- but also to provide important 
feedback to higher-lev.l project personnel. Consistent with this general 
outlook, supportive supervisory practices seem generally considered 
greatly superijr ti authoritarian/directive ones basea on punitive 
measures against those workers failing to measure up to specified norms. 

Added tcgether, these points constitute an impressive body of know
ledge.
 

Proposition II: Little of what's known about primary health care worker
 
recruitment, training, and supervision is effectively implemented,
 

Important as the points listed above may be for the selection, train
ing, and supervision of field workers, they are honored much more in the
 
conference room than in the countryside, more in breach than in practice.
 

This is especially so with respect to large-scale governmental organi
zations. The civil service rules and regulations which seem to rule
 
supreme everywhere exist in and create a world of their own, far removed
 
from considerations of program effectiveness. Educational qualifications
 
continue to dominate the recruitnent process, effectively ruling out any
 
room for other. more relevant kinds of qualification. The hospital-based
 
specialist medical professors are given the responsiblility for preparing
 
training curricula for village-level health we-kers whose needs they
 
cannot possibly understand. Organizational structures continue to be
 
predominantly hierarchical, with most important decisions being made
 
at the top and communicated downward through impersonal, authoritarian
 
directive.
 

In the private sector, things are probably not so bad. Certainly,
 
some private voluntary organizations seem very good. But not all are.
 
There are some in which the personnel practices appear little different
 
from those of the governments caricatured above; and no doubt there are
 
many others whose overall approaches are also far from meeting the ideal
 
described in the first proposition. Further, the apparently greater
 
effectiveness of many private programs seems as much a result of size as
 
it is of enlightenment. That is, one cannot help but wonder whether even
 
the better private voluntary o;ganizations would be able to maintain the
 
effective approaches to personnel matters that they do were they faced
 
with the challenge of serving ten million people with limited resources.
 

Proposition III: The highest priorities for research and action are to
 
ind out why what's known is not effectively implemented and then to do
 

something about it.
 

If there's anything to what has been said thus far, the principal need
 
of the moment is not to search for newer and better ways of recruiting,
 
training, and supervising field workers. For we already know a great
 
deal. But very little of what we know--or at least of what we think we
 
know--is being effectively implemented.
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This being the case, those of us concerned with primary health care 
would be well advised to attach a much higher priority to finding out 
why what we now know isn't being put into practice and to doing something 
about it than to efforts to find out still better ways of doing things 
that would go unimplemented even were they to be discovered. 

A first step is a careful look at governmental bureaucracies which are
 
at the center of organized primary health care provision today and which,
 
for better or for worse, seem highly likely to continue occupying that 
central position over the decades ahead. How do governments receive 
information about new personnel practices? What factors do they take 
into account in evaluating them? What features make some approaches look
 
attractive arid others unattractive? The point of asking such questions,

of course, would not be simply to seek understanding for the sake of 
understanding. It would, rather, be to identify those features of more 
effective recruitment, training, and supervision approaches that might
 
appeal to the responsible government officials, and to develop workable
 
strategies for introducing them into governmental systems.
 

A second line of irquiry would begin with a look at the approaches
 
we think superior, as described in the first proposition, to determine 
their relevance for large-scale prograhs and to develop ways "€ adapting 
them in cases where their relevance is questionable. Ad e and 
effective as many of those approaches may have been when iv ted by
inspired leaders and in congenial organizational settings, work
ability in the more typical settings of large-scale programs emalns 
uncertain. It is extremely difficult, for example, to run an organiza
tion of 100,000 people without a rather comprehensive set of written 
rules and regulations if workers are to be treated equally and ftirly as
 
required for the maintenance of organizational morale and effectiveness.
 
Rather than blaming only the absurdities to which large-scale organiza
tions are prone, it would be well to examine also the practices them
selves, to see how they might be made more congruent with the constraints
 
under which large organizations will inevitably labor.
 

Movement in the directions suggested here will certainly not be easy.

However, efforts such as these represent the only alternative to the 
futility of continuing to develop effective approaches that are widely
 
admired in principle, but almost universally ignored in practice.
 

NOTES 

.L/Gwatkin, Davidson R., Wilcox, Janet R., and Wray, Joe D., Can Health 
and Nutrition Interventions Make a Difference? Washington, D.'. Over 
seas Development Council, Monograph No. 13, p. 20, (February 1980). 
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PRIORITIES FOR FUTURE RESEARCH AND ACTION
 

Donald C. Kamin~ky
 

Seminar Speaker
 

Given that the following pre-conditions necessary for introducing

primary health care workers into a primary health care delivery system
have been established:
 

-- a government has formally stated its commitment 
to the primary health care system, 

--a degree of decentralization in decision making

is operating, recognition exists that primary
primary health care will differ from region to
region according to climatic, economic, social,
cultural, political, biologic, and other factors,
and therefore policies will toneed be formulated
after investigation and in response to local
 
variations, and
 

-- a philo tphy exists that the health system will work 
with and not for the population, 

we may state that the goal of our research in primary health care is to
confirm and expand the present 
 body of primary health care knowledge,which, in turn, will contribute to improved health for morecare people. 

Each of us will probably have a different frame of reference andvarious be inreasons to interested research or evaluation. Projectparticipants are interested in research as a method of project improvement, and they are concerned that research will not be burden on thea
project. Sponsoring and donor agencies are interested in research as astep toward generalization, transfer, and application (i.e., replicability) with considerations for cost-effectiveness; reseateiii are interested in contributions tto methodology and testing. 

What types of research are possible? A partial list includes: 

1. Audit and compliance studies
 

Primary health care workers will be trained to undertake a largenumber of service activities. Health promotion, simple diagnosis andtreatment, and health education services, among other activities, requireauditing to assess their frequency of delivery, the manner in which theywere delivered as related to guidelines and continuity of service.
Patient compliance studies related to drug 
utilization and health
promotion/education would be of interest. Compliance could be comparedbetween categories of primary health care workers on a team, groups ofprimary health care workers in different settings, or between primaryhealth care workers and other health providers. For example, the study 
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of tuberculosis medication usage and regularity of receipt of penicillin

prophylaxis for post-rheumatic fever patients would appear to lead to im
proved quality of ceire at primary health care levels.
 

2. 	Description of trairing and service programs 

Descriptive research has as its oljective the confirmation of facts 
which are assumed to exist or the discovery of new facts. It is the 
simplest research to carry out and it Is not explanatory research, which 
attempts to find relationships between and among facts so that it can 
offer explanatio,is for what happened and suggest reasons why relation
ships exist. Descriptive research will often precede explanatory 
research and help as a baseline; it is appropriate in the present state
 
of development o f primary health care services.
 

3. 	Clinical topics
 

A number of specific clinical problems are considered to be within
 
the domain of activity of khe primary health care worker and system. 
These problems include diarrheal disease, nutritinnal problems, and 
common skin ailments. Research into diagnosis, treatment, and prevention
 
modalities, including the use of traditional practitioners and remedies,
 
is necessary.
 

4. 	Psycho-social issues
 

Primary health care offers an endless set of psycho-social issues 
for study. Psycho-social stress for practitioners of primary health care
 
at all levels, lay support for primary health care delivery, patient
mobility and consulting behavior within a primary health care system, 
study of the recognition of community mental he.alth problems, and the
 
support system offered to primary health care workers are some of the
 
innumerable issues one might research.
 

5. 	i' .l attitudes 

Knowledge, attitude and practices studies should be done as a 
baseline activity for any community drvelopment program, including 
primary health care projects.
 

6. 	Management, including personnel utilization
 

Pirst, what are some of the major issues which impact upon any 
research effort?
 

a. 	Who should have responsibility for the research?
 
This issue depends upon the different expectations,
 
as previously defined by donors, project implementors,
 
and researchers. Only when these three groups come
 
together and discuss their mutual concerns and con
straints can negotiations lead to a research design

which will satisfy the group. Any of the groups may 
be responsible. We simply need to designate who, why,
 
which one, and for what reason.
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b. 	 How can the community be assured of a voice in the 
research proposal? This Is an issue requiring study.
It is just as Important that the community express its 
views and opinions in the planning and operation of a 
research project in primary health care as it is for the 
cowtunity to be involved in planning the service 
activities.
 

The community may not want evaluation or rev.arch, the 
local authorities may not want national leaders to push
research on them, and the local primary health care 
workers may be wary of research and threat.ned by it. 

c. 	 There are many practical issues which revolve around 
trainees: 

(1) Do they have to train or conduct research outside 
of normal work hours? If so, is this consistent 
with the legal code and will they be paid extra? 
Some experience has shown that if one expects
health workers to practice outside of their usual 
working hours, extra benefits need to be provided.
It is a better policy to plan training and research
within the normal work day. The above assuptions
require testing in each local situation.
 

(2) 	 Does the trainee need to travel to the training site 
or is the training teaw brought to the worker? 

(3) What should the length of training be? If one 
expects the trainees to stay away from their 
families for any significant length of time, 
modules of training may be provided for short
 
periods. These periods will differ for the 
housewife, village midwife or agriculturalist. 
The specific requirements for a system in any 
given location requires study. 

d. 	Should resources be spent on research which may reveal 
change only after a significant time lag or on operational
research aimed at emphasizing a management system with 
rapid feedback for decision makers? 

The most critical issue requiring research around the world Is: acan
well 	 qualified "superworker" be created who will be the cornerstone of a
primary health care system? Studies must be i'lemented to investigate
the mix of categorical and integrated services - %may be cirrie' iut
MeReTvely by a specific worker type in a speci. . country wit. %s
specific health problems. This author is a firm believer in the corcept
of integration of functions within a sector and cross-sect-, when poss
ible, but only after research has shown the expectations which we should 
assume in a given setting. The tools of task analysis and functAonal 
analysis are two study methods to assist us in research into nev role 
allocations. 
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The second priority is for research into management and supervision
functions and training. Primary health care is based on the efficient
utilization of limited resources, yet the areas of management and supervision have been sorely neglected to date in establishing programs and 
training. The person managing primary health care activity in a commnity must know how to manage and to understand how those activities fitinto 	 the overall functioning of the health system. This knowledge is

just 	as important and perhaps more so than knowledge of the local area 
which tne national health planners must have.
 

Management and supervision research and training is required 
at all
levels of the health system. Who needs this training imore than the
village health worker who is expected to perform multiple functions and
coordinate various resources and who is probably least qualified in the
basic tools of management? The community leaders themselve; need train
ing in managment as do the supervisors, the goverment ard university
staff, and the students of health-related professions. 

Research on different supervisory patterns in different settings 
should include the following questions:
 

1. 	Should the job be full- or part-time?
 

2. 	Should the work be voluntary or paid?
 

3. 	What should the compensation be?
 

4. 	Should there be an incentive program and if so,
 
of what kind?
 

The third important priority area deals with continuing education. 
How often should one train and retrain in essential knowledge and 
skills? The elements to be studied are the frequency and the manner in
which we should update information, reinforce prior training, present new 
information, and replace old information. 

Finally, there is a priority need to study a conunity's satisfaction 
with the knowledge and skills of a primary health care worker afterhe/she has worked in the community for a period of time. In the ultimate 
analysis, it will be this satisfaction or dissatisfaction which will
define the utilization of the primary health care worker, no matter how 
well 	or how poorly he or she is trained.
 

What every program needs is a mechanism to determine if services and
training are effective. Maybe the word needed here is "proper manage
ment" for primary health care service training efforts because proper
management will always define a system with 	 a feedback loop to examine 
output compared to objectives. Then there will always be research and
 
education built into the programs.
 

Universities and Ministri' t !ealth are required to lead the way in
classical research. 'It is .'y that a closer relationship be devel
oped 	between the university * , and the service system so that lessons 
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learned can be applied to change the system and vice versa. An advantage
in the university system being interested in the primary health care 
activites is that their students will be the top level decision makers 
and in some cases, supervisors and trainers in the primary health care 
system. Their interest and support is important to the success of a 
true national effort. University student exposure to a primary health 
care system's training methods and expectations is important for the
 
system's support.
 

In sumary, all individual groups need to assess the research poten
tial within their projects and they need to consistently plan for re
search activities as part of program activities to improve changes for
optimizing project results. Some individual groups will decide to per
form "pure research," dependent upon their resources and preferences, but 
all should undertake operational research. Funding agencies need to 
reinforce the need for research and to understand the different perspec
tives of funders, project implementers and pure researchers toward re
setrch. The agencies need to assure that a major commitment is made to
financing priority areas of research and that significant funds are 
available for the variety of research efforts necessary.
 

No matter where in the world we direct our efforts, we must consist
ently seek new knowledge wlich will assist all of us in reaching the goal

of "Health for All by the Year 2000."
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III. MANAGEMENT AND SUPERVISION OF
 
PRIMARY HEALTH CARE WORKERS
 



TASKS REQUIRED FOR TECHNICAL MANAGEMENT
 
AND SUPERVISION IN RURAL HEALTH AND DEVELOPMENT PROGRAMS
 

Royal D. Colle
 

Plenary Speaker
 

Since there is no clear scientific definition of paraprofessionals,
the term may include the kind of community health worker who has less 
than a year's training, and who has a large measure of day-to-day auton
omy in providing health services to rural low income population. Whtle 
there is a wide variety of local practitioners, a recent study concen
trated on those who are part of an organized health system--usually its 
most peripheral service point--rather than independent entrepreneurs such 
as traditianal birth attendants.l/
 

The study dealt with several aspects of the paraprofessional situa
tion: roles, recruiting, training, compensation, supervision and sup
port, and local community participation. Data was compiled and analyzed
from an extensive collection of project documents and six case studies
from Senegal, Upper Volta, Guatemala, Bolivia, the Philippines, and Sri 
Lanka. To these were added perspectives based on field experience, and 
those of others expressed in publications and personal communications. 

One of the striking paradoxes emerging from the study was the very
great stress put on the importance of supervision, compared with wide
spread failure to commit effort or resources to instituting strong super
vision systems. The reasons vary from place to place, but inevitably
they include the following: 

1. Personnel shortages 

Several factors contribute to the deficiency of supervision of para
professionals. One is simply the shortage of personnel. In Guatemala,
Rural Health Technicians who supervise health promoters were supposed to 
be responsible for 6-10 villages, but as the program evolved, the tech
nicians were covering as many as 20 villages. In our Sri Lanka case 
study, the Gramodaya Centers which are designed to assist local groups in
their development efforts were originally expected to serve 10 to 15 vil
lages within a 10 mile radius; in practice they were serving 30 villages
located as much as 20 miles away. 

2. Transport
 

The shortage of supervisory personnel is made more acute by another 
frequently occurring situation: a shortage of transportation resources.
This presents a paradox: those paraprofessionals who are farthest away
are fiequently the ones who need supervision and support services most, 
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yet they are the hardest to reach. A Primary Health Care Strategy Pro
posal for Ghana responds to this problem by acknowledging that the great
est cost of the system will be transport. While a well-developed public
transportation system in Sri Lanka makes supervision there physically
possible, the time and expense involved discourage frequent visits by
supervisors to the more distant villages. In fact, transportation prob
lems in terms of fuel, vehicles, distances to cover, and state of roads 
were cited as the major constraints to regular supervision in all of our 
case studies. 

3. Qualified supervisors
 

Another difficulty in supervision is the question of who should do
 
it. Perhaps the most accepted pattern is to have a professional (doctor,

nulrse) travel to a service site making personal, face-to-face visits.
 
Such professionals, however, may be inappropriate supervisors since they

often are unwilling to leave their city environments, are unfamiliar with
 
rural conditions, are disdainful of the paraprofessional concept, are
 
overloaded with their own tasks, or simply feel that other activities
 
have higher priority.
 

The Principal Tasks
 

We concluded that there were several key tasks that need to be accom
plished before supervision systems can be designed which will be success
ful in overcoming these and other serious obstacles. We will identify
them first, and then discuss them in greater detail later. The tasks 
include: 

Ranking the most important elements of supervision for a given pro
.1r;Not all programs have the same requirements: for some, control 
be most important, for others in-service education. This task 

assumes completion of a vital, related task: making clear precisely what 
we mean by supervision, and what we hope to accomplish by it. There is a 
temptation to protest against what seems like an abstract semantic aca
demic exercise of "defining terms," but the failure to indicate specifi
cally what kinds of back-up will be given to paraprofessionals results in 
a lack of creativity and ingenuity in designing supervision systems that 
work. So most supervision ends up being dependent on a face-to-face 
system in which supervisors are supposed to visit field workers, or field 
workers are periodically supposed to visit a clinic or center to get in
service training and turn in their records. It's a "system" which does
 
not face today's realities.
 

This relates to the second task: identifr available mechanisms which
 
raiOt be used for supervision and specify to what extent each might con
"ribute to the objectives. Our research suggests that existing arrange
ments need to be re-examined and alternative supervision patterns devel
oped which better fit the needs and realities of rural development 
programs. Local officials, specially trained supervisors, "advanced" 
paraprofessionals, and comunication media are a few of the possibil
ities. For example, it may be practical to shift some supervision
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responsibilities from conventional in-person, on-site supervisors to a 
system using communication technology such as two-way radio, or to the 
community itself. 

Once the first two tasks are done, the third is to mobilize trainin2 
and related resources for those mechanisms bein2 used in supervsion.
Use of the planning matrix suggested below will help clarify more 
specifically what this entails. 

The fourth task concerns overall support from the entirc health 
delivery system. It is essential to provide front-line workers with a 
continuous support system to go along with supervision. This requires a
commltment to the paraproressional concept, which should be formalized in 
a policy stat--?nt noting why paraprofessionals are needed, how they will

be used, what resources are necessary, and what will be available to the 
program.
 

The Anatomy of Supervision (TASK I)
 

In carrying out the first task, it is essential to ask. what do we 
want to accomplish with supervision. Based upon our data, the following
list specifies some of the various functions of supervision. Others 
could be added. Analyzing supervision in this manner allows for a more
complete accounting of the various functions supervision can play in a 
paraprofessional program.
 

1. Legitimation
 

Personal, on-site visits by supervisors help establish the 
paraprofessional's legitimacy and credibility in the eyes of villagers.
The significance of this became especially clear in our field studies. 
For example, in Guatemala, while a paraprofessional indigenous to the 
village is trusted more than an outsider, villagers see him as a peer who
 
has no special knowledge or resources. The acceptance of paraprofession
als as legitimate service providers is not automatic. Their credibility

and authority are enhanced when villagers have visible evidence 
that
 
"heir community health workers have access to outside "experts" and 
rcqources.
 

2. Protecting role integrity 

Given their non-professional status, paraprofessionals are in
particular need of a system for preserving the integrity of their 
work. A supervisor can explain to a community and its leaders the hea'lth
 
worker's responsibilities, thus showing how the person can contribut,: to
 
the community while also defining the limits of the deman.d,; that coni be 
maoe on the paraprofessional. The supervisor may be in a position to
reduce or resolve tensions or conflicts resulting from different expecta
tions about the role. 

3. Motivation
 

Paraprofessionals (like everyone else) need to be encouraged in 
their work. Because most paraprofessionals are working in isolated areas
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with little material compensation, sustaining motivation moraleand are 
constant problems. Their initial enthusiasm tends to wane as the job
becomes routine or when they encounter continual frust-ations. Offering
emotional support and encouragement is considered by most persons working
with paraprofessionals to be a critical element of supervision. Also,motivation by the supervisor may be as important for villagers ds for theparaprofessional to make a community-based program awork, factor observ
ed in our Senegal case study. Village -s, for example, need to have 
reassurance that the health worker can deal with their problems. 

4. Education and guidance
 

One of the most important function of supervision is to provide
the paraprofessional with continuing education and 
guidance. Since the
paraprofessional's pre-service training inevitably is insufficient on 
its
 
own, most programs purport and intend to provide additional training

after the person begins work. 
 This may be done by having the paraprofes
sional travel to a training or administrative center, or by having
supervisor carry out systenatic or ad hoc training in the field. Such 

the 
a

continuing education process is essential, not only for learniiqg new
skills to meet changing situations, but to reinforce knowledge and prac
tices already covered by training. For example, research from India and

Guatemala indicates that without supe-vision, trained midwives generally
 
revert to their old methods.
 

5. Technical assistance
 

Paraprofessionals often encounter special problems for which their
 
pre-service or 
in-service training did not prepare them sufficiently.
important feature of some supervisory 

An 
systems includes ready access to 

diagnostic assistance and to expertise for dealing with such problems.

In the Farmer Scholar program in the Philippines, for example, parapro
fessionals are backed up by roving agricultural specialists who can
assist in solving problems which are beyond the capability of the farmer 
schol ar.
 

6. Linkage
 

An important function of supervision is linking the paraprofessional

to resources--m&terial and technical--beyond those available in the 
com
munity. These range linkage credit formay from to agricultural inputs,
to linkage to specialists for combatting crop disease; 
from linkage into

referral channels to linkage to medical 
supplies for health programs. In
 
Senegal, for example, regular supervision includes assisting village members and village health workers order and pay for replacement stocks.
While paraprofessionals themselves may routinely be responsible for link
ing conmmunity needs to external resources, the initial 
contact and estab
lish nent of regular channels (such as for referrals) is probably best 
done by the supervisor who has greater status and power.
 

Equally significant as a linkage function is making paraprofession
als feel part of the larger boo or agency with which they are associ
ated. In Sri Lanka, for example, althou,1h district field workers have no 
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special preparation for supervision and thus are not ahle to address some
 
of the critical problems facing the paraprofessionals, our research 
revealed that just their visits encouraged the workers, making them feel 
an important part of their Sarvodaya Movement.
 

Linkage operates in other ways. Supertiscrs can serve as coummunica
tion channels between and among paraprofessionals and other agency per
sonnel, contributing to a spirit of team effort; supervisors may also 
serve as advocates for the paraprofessionals in their relations with 
higher organizational levels, an important and necessary function given
paraprofessionals' lack of professional status and often isolated 
existence. 

7. Monitoring and control
 

This function includes administrative activities related to the
 
paraprofessionals' day-to-cay delivery of services. 
 It may, for example,

deal with the character of the service itself, or with the specific per
formance of the paraprofessionals. In Guatemala, the Rural Health Tech
nicians seem to be instrumental in the health promoters maintaining a 
balance between curative and preventive health services. Monitoring
paraprofessional performance and the development of the program, checking
the distribution and maintenance of supplies and equipment, as well as
such administrative tasks as collecting and recording data and pr',ing
salaries all may fall within the supervisor's responsibilities.
 

8. Evaluation
 

This is identified by many as an important responsibility of super
vision, but there is little evidence, either in our case studies or other
 
project documents, to indicate that evaluation of paraprofessionals has
 
been systematically or rigorously implemented to any significant extent.
 
To assure that paraprofessionals are performing satisfactorily, and to 
provide data for making appropriate planning decisions and for assessing

the cost-effectiveness of a paraprofessional struteny. on-going evalua
tion needs to be a part of the supervision package.
 

Mechanisms for Supervision (TASK 2)
 

Several examples indicate the possibilities of using alternative mech
anisms for supervision. The following list does not pretend to be 
exhaustive.
 

1. Intermediate level personnel
 

Inasmuch as professional level staff are unable, unavailable and in 
some cases unsuited for supervisory assignments, particularly in rural 
areas, increasingly efforts are L'eing made to augment the personnel sys
ten to accrinplish more and better supervision. A notable example is the
introduction in Guatemala uf a new level of auxiliary personnel, the 
Rural Health Technician (TSR). Recruited from the rural 
 areas and
 
restricted by law to health practice there only, the TSR serves as an 
intermediary between the health promoter and the health center. An 
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explicit and significant part of his training and responsibilities
 
relates to the supervision of health promoters (unlike the pl)ysician for
 
whom this kind of supervisory responsibility becomes an added task).
 

Other programs are remedying the lack of suitable supervisors by 
upgrading experienced, competent paraprofessionals into supervisory 
positions. Their demonstrated ability and motivation in *iorking in rural 
areas and their knowledge of thc paraprofessional environmenC often make 
them sensitive, capable supervis, .'. Behrhorst in Guatemala notes that a 
promoter elevated to the supervis.ry position does a nett-!r job than the 
MD who makes personal visits. dehrhorst attributes this to the pro
motr's experience and his cultural affinity to the paraprofessional in 
the field.
 

2. Cormur.ity supervision 

In an effort to -rezt community-based programs, to make paraprofes
sionals more accountable to theie constituents, andler to compensate for 
the lack of supervisory personnel, some programs are looking to communi
ties themselves to carry out some supervision functions either through 
local committees or through lecal leaders. This approach is tied in with 
the current emphasis on "local particpation" in rural develop.o-ent. Our 
research indicates that such supervisi)n--the form it is to take and the 
meanzs for implementing it--remain largely undefined. Consequently, where 
some supervisory activities were to be the explicit responsibility of 
communities, these functions frequently Nave not been carried out. Rural
 
communities often lack the experience, or.lanizational sophistication and,
 
most important, the informatirn needed t take on the responsibility of
 
actively guiding, supporting aaid monitoring the paraprofessional. The
 
challenge is to clarify 
responsihility' should be 
These issues need to be 
plannirg process. 

and make 
in superv
carefully 

more 
islei 

anal

explicit 
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during the 

3. Couinication media 

When supervision is andlyzed according to its sub-parts as indicated
 
in Task I, possibilities for modifying conventional face-to-face on-site
 
practices become clearer. For example, in the Basic Village Education
 
program in Guatemala (a project desi.ned primarily to help farmers.
 
increase their agricultural output), audio cassette cape machines were
 
used to supplement conventional in-service training by a supervisor. 
This arrangement substantially reduced the amount of training the
 
supervisor had to do. In Colombia, radio broadcasts to the public were
 
used to enhance credibility of health promoters in dealing with nutrition
 
matters. This reduced tne need for the supervisors to legitimize the
 
promoters. In the Philippines, "nutrivans" equipped with a video tape
 
deck, a television monitor, and a driver are carrying out some
 
responsibilities normally considered those of a supervisor, such as
 
providing training and technical information support to field workers.
 
In Alaska, two-way radio provides community health workers with access to
 
expert diagnostic help.
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In all these cases, communication technology 
was used to do some
 
of the supervisory tasks conventionally done (if at all) by in-,)erson

on-site visits. By usinj communication media, some aspects of supervi
sion can be done riore frequently or on a different schedule than might be

possible 
if they had to depend on an on-site personal visit of a supervisor. 
 For example, continuous ,motivational reinforcement can be given

to remote rural 
promoters through radio spot announcements or dramatiza
tions which highlight the role being played by pronoters.
 

Planning and Training for Supervision (TASK 3)
 

It is clear that there is not a single model or even a best model fer
organizing supervision of paraprofessionals. 
 The iature of the supervi
sion mechanfsm will be influenced by a range of factors, such as the nature of the health workers' role, conditions of their employment,

amount of 
training, number and quality of supervisory personnel avail
able, structure and capabilities of the local commuiiity, 
funds available
 
for salaries, trainin§ and transpcrt.
 

What seems most important fror a planning perspective is to disaggre
gate "supervision" into its essential functions as we have suggested and

identify available or accessible means for best accomplishing their

objectives. The "means" may include: 
 (1) professionals from outside or

within the community itself, such as MDs, district agrricultural officers,

school teachers; (2) subprofessionals such as auxiliary nurses, extension
 
assistants, supervisory technicians, or upgraded paraprofessionals; (3)

cnmnunity 
members such as those forming a supervisory committee, local

leaders or senior paraprofessionals; or (4) communication technology such
 
as radio, newspapers, or cassette tapes. 
 A mix of these various "mecha
nisms" will 
probably provide the most effective and efficient system of
 
supervision for paraprofessional programs.
 

We could propose an "ideal" system but it would either be too general 
or too site-specific to be useful. The challenge in program planning is
 
to establish a system which accomplishes the necessary objectives 
of

supervision according to 
the given situation, while being aftordable and
acceptable to the variou; constituent parties. Use of a simple planning
matrix will make explicit the variety of supervisory mechanisms available
 
and indicate specifically who will have responsibility for which differ
ent supervision components. 
 It will also suggest where there may be
deficiencies 
in the system to sustain the kind of supervision needed by

the program. 
A sample matrix is shown in Diagram I. Potential supervisory mechanisms have been listed 
across the top of the matrix. Others
 
could be added and/or some eliminated, depending on the particular
 
situation.
 

The vertical listing includes the various supervisory functions dis
cussed earlier. These 
are in rank order for this illustration. Again,
situational factors might dictate a different order. In this exercise we
have placed numbers in the matrix to indicate how heavy a burden a particular mechanism would carry in various of the supervisory responsibil
ities. Numbers could be used in a similar matrix to indicate how well 
the rmechanism might handle the functions. Obviously, a completed matrix 
would look different for different programs or communities. 
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Examination of a completed matrix would help clarify several important 
issues: which important supervision functions are not being handled; 
where does the emphasis need to be put on training and resources to make 
supervision effective; and what are the duties that need to be made 
explicit for the different mechanisms. Regardles: of who provide; super
vision, they need training in their tasks and responsibilities. Like
wise, they need job descriptions which serve not only to clarify the 
role, but also provide a basis for designing an appropriate training 
program and for assessing performance.
 

The kinds of persons required for in-person surervision might be made 
more flexible if it were accepted that media or other agencies could 
carry some of the burden. For example, older persons with good experi
ence but less suited to the rigors of travel to remote territory c,:Id be 
employed. More community health workers might be given personal on-site 
supervision if some supervisory functions were assigned to other parts of 
a supervisory systY-.
 

The Support and Management System (TASK 4)
 

The fourth task concerns clearly relating community health workers to 
the total enterprise. Relatively few aspects of any rural development 
program are well funded, and support services for projects using parapro
fessionals are no exception. Indeed, it may be a more chronic problem
with these kinds of projects because of several factors: (1) the uce of 
paraprofessionals may be seen as a cheap solution to a problem, 3nd once 
the paraprofessionals themselves are ",n plare," the problem is perceived 
as being solved; (2) additional resources may be considered to be the 
problem of someone else; and (3) the clientele of these programs gener
ally have little power or influence over those who ultimately control the 
resources.
 

Our six case studies found, as in other development efforts arcund the 
world, that the paraprofessional's ability to perform effectively was 
hanpered by: under-financing; excessive red tape and delays in releasing 
materials and funds even when they are budgeted for; difficulty in estab
lishing reliable supply lines to isolated, rural areas; poor coordination 
and cooperation among service agencies working in the same area; and 
ambiguity about who was responsible for what. As a result of these kinds
 
of conditions and because they "Jacked resources--particularly knowledge,
 
supplies and equipment--to perform their jobs, -he paraprofessionals in a
 
majority of the villages in our study were greatly underutilized. Para
professionals commonly expres; a desire "to do more for our villages" but
 
feel thwarted i, their efforts.
 

Their potential will continue to be unrealized until paraprofessionals
 
receive reliable support from their sponsoring egency. Tacking parapro
fessionals on to an existing overstrained structure is clearly not the 
answer. Paraprofessionals are only as good as the support unit immedi
ately above them; and that unic depends upon the level above it, and so
 
on. All levels in the program need to be strengthened and re-oriented to
 
changes in the service delivery system. Specifically, instead of dimin
ishing the size and capability of support units as one moves away from 
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central cities, serious consideration needs to be given to strenigthenin 9
 
the peripheral operations that sustain those actually providing services
 
to consumers.
 

Without this commitment at the highest policy-making level, including
 
a clarification of the program's relationship to other programs and
 
agencies, and without the estal,!ishment of linkages among internationl,
 
national, regional and local resources, the paraprofessional strategy
 
will continue to be compromised.
 

Diagram I
 

Planning Matrix for Supervision of Paraprofessionals
 

Supervisory Mechanisms
 

I I) 
I, 1*T-* l -- - 0 0 0% 

(in priority order for a O :.- IE 

hypothetical situation) Q U do'~ > 

Motivation 3 4 3 3 2 4 2 

Education/Guidance 
3 0 o 2 2 4 4 

Technical Assistance S liii 1 1l 2 

Linkage 	 2 3 3 3 3
 

Evaluation 3 4 0 0 4 0
 

fLeg itIrati1on 5 C 0 4 0 T2
 

Monitoring/Control i 4 3 0 1 5 

Role Protection 	 i4 4 0 0
 

Numbers indicate how rnuch of the supervision responsibility will be carried 
by each oechanisn. Higher numbers indicate a larger ariount of resoonsibility. 
Numbers in this exawle are for relative ranking only and have no absolute 
value. 

Some interpretations for planning:
 

1. 	The ke' redical participants will spend rmost of their supervisory
 
efforts on technical riatters.
 

2. 	Local officials and the cormunity comnittee will need training in
 
organizational ranagerent.
 

3. 	Suitab'' people need to be trained on both ends of the two-way radio
 
-
syste to process diajnostic and referral information reliably.
 

4. 	The function with least back-up is "legitimation" so it should be
 
monitored clnse~y, or add it to rchers' supervision responsibilities.
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NOTES
 

1/Assistance for this research project has been provided by Cornell's
 
Rural Development Participation Project supported by A. I. D.
 
(AID/ta-CA-i). It is described in detail in Milton J. Esman, Royal D.
 
Colle, Norman Uphoff and Ellen Taylor, Paraprofessionals in Rural Devel
opment, PP No. 1, Center for International Studies, Cornell Unvers tF,
 
thaca, N.Y.
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PRACTICAL ASPECTS OF IMPLEMENTING TECHNICAL MANAGE1ENT
 
AND SUPERVISION OF PRIMARY HEALTH CARE WORKERS.
 

Peter R. Carr 

Plenary Speaker 

Introduction 

The term technical managemeret is intended to emphasize the techniques
which could be employed in the management of primary health care workers
and does not indicate any special type of "technical" matnagement whichdiffers from other forms of management. In addition, the distinction
between management and supervision is merely an indication of the
different organizational levels at t4hich the process of planning,
organizing, implementing and evaluating of health activities takes
place. It is not intended to emphasize two separate and independent 
processes. Depending on the organizational structure of the primary
health care system at the field level, there can be a field manager
supported by supervisory personnel in the delivery of primary health care
services. In keeping with these general observations, some brief 
comments will be made on the concept of management as it relates toprimary health care after which the practical aspects of managing primary
health care workers will be examined.
 

Management and Primary Health Care 

Management is the process of utilizing resources (manpower, money andmaterials) towards the achl )vement of specific objectives. This processis essentially the ,same in all forms of enterprises and at all levels of
organization although the goals and environment may differ considerably.The main components of this management process are planning, organizing,
staffing, directing, controlling and evaluating. These elements interact
 
on a continuous basis in the execution of the management process in anyorganization. The overall purpose of the management function is tointroduce changes in the environment and this is no less true for the
managemenL f primary health care services. Most primary health care 
systems are part of the public administration system of a given country.
Since primary health care services are aimed at improving specific
aspects of the health environment, the management process involves inter
action with the sociological, political, and economic environments of thetarget population for the services being provided. The primary health care manager, therefore, has make careful analysis of theseto a all
environmental factors and develop objectives, strategies and plans ofaction that would not merely provide temporary relief for the particular
problem but deal with the underlying causes to avoid or reduce the recur
rence of the problem. This is relevant in such cases as malnutrition,
water-borne diseases or health problems caused by poor garbage disposal
techniques. 
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The management process is thus envisaged as a system which involves an
 
interaction betwee'n the political directorate and the administrative
 
(civil service) organization to determine policies and programs, and to 
make decisions on the use of financial, human and material resources in 
the pursuit of these policies and programs. The use of these resources
 
results in an output aimed at improving the health and "well-being" of 
the community served. The extent to wiich the comunity's needs are met 
is assessed through a feedback mechanism which becomes an input to the 
decision-making process 4involving the political and administrative arms 
of the management process, All these actions have to be guided by the 
social, economic, financial, political and administrative environments 
and the culture values and traditions of the community served.
 

Primary Health Care
 

The World Health Organization (WHO) defiiition states that "primary 
health care is essential health care based on practical, scientifically 
sound and socially acceptable ,methods and technology made universally 
accessible to individuals and families in the community through their 
full participation ant at a cost that the community and country can 
afford to maintain at every stage of their development in the spirit of 
self-reliance and self-determination." The characteristics of this 
approach is that it forms an integral part of the country's health 
system, of which it is the central function and main focus, and of the 
overall social and economi: development of the coimmunity. It is the 
first level of contact of individuals, the family and the community with
 
the national health system and constitutes the first element of a contin
uing health care pe,-cess. It addresses tho main health problems of the 
community, providing promotive, preventive, curative and rehabilitative 
services. It contains at least the elements of health education, food 
supply and proper nutrition, safe water supply and sanitation, maternal 
and child health (including family planning), immunization, promotion and 
control of locally endemic diseases, appropriate treatment of common 
diseases and injuries, and provision of essential drugs.
 

This definition outtines the main programs to be provided through pri
mary health care and suggests some of the strategies which should be used
 
in their implementation. These strategies include intersectoral coordin
ation, in keeping with the concept of well-being, and community partici
pation not only to enlist the support of the community in the planning
 
and delivery of services but also to ensure that the services provided 
are appropriate to the community's needs and stage of development. As 
would be expected, the primary health care concept and consequently the 
composition of the primary health care team varies from country to 
country, depending on the human resources available. In Cuba, for
 
example, the poly-clinic is the basic unit for providing primary health 
care, and is staffed by doctors, nurses, pharmacists, etc., while in 
poorer countries these services are provided by an auxiliary nurse. The
 
management process will therefore vary with the nQality of staff
 
available and the type of health services provided. 
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The Management/Supervision of Primary Health Care Workers 

The health enviroment 

Since management involves the implementation of changes within a given

environment, the first task of a primary health care manager is to under
stand the health environment under his jurisdiction. He needs informa
tion on the health status of the community (diseases, illnesses and
health), the population of the catchment area by age groups and locality;

births and deaths; housing, water supplies; schools; leaders and coMu
nity organizations. He should also have information about the organiza
tion of the health services, of which his unit is a part, and of the
health staff and other resources allocated to him. Some of this informa
tion may have to be obtained from other sectors while some may have to be 
collected from records and reports. In some cases simple house-to-house
 
surveys may have to be organized to collect basic data about the cocmuni
ty, e.g., household information, health and health-related information. 
It i=smportant also to obtain information from the comunity about the
people's health. Such information can cover the kinds of health problems
and why they occur, the traditional health care available, attitudes and 
customs concerning health and illness and what people feel 
they need. In
 
addition, it is useful to have information identifying the catchment area

by population, topography, water supplies, health establishment, schools,

etc. 
 This data should be presented on maps which should be displayed in
 
the district health centers.
 

Priority program--formulation and impl etentation 

The analysis of the basic epidemiological and other data for the spec
ific primary health care environment will indicate the priority programs
which should be emphasized in the delivery of primary health care ser
vices. These will have to be guided by the national health priorities as

stated by the Head Office of the Ministry of Health. However, these 
national priorities should 
only be used as guidelines since priorities

should be determined on the basis of the health situation in the comwini
ty in the catchment area. Frequently national priorities are determined 
without much participation of staff at the primary health 
care level and
 
usually without the participation of the community. This has serious

implication for the application of the concept of primary health care
which stresses community participation and the decer.tralizatfon of the 
decision-making process to the "grass roots" level.
 

The identification of priority health problems will inevitably involve 
collaboration with other sectors. For eximple, school health programs
will involve coordination with the education sector, nutrition programs
will require Joint planning with the agricultural and industrial sectors,
water quality control programs necessitates collaboration with national
and local government organizations, whilu health facilities maintenance 
frequently has to be programmed jointly with government ministries

responsible for public works. The achievement of this intersectoral 
coordination is one of the major tasks of the primary health care manager

and in practice is easier to achieve at the comunity level than at the 
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central levels of the governmental system. At the comunity level the 
formality of "inter-ministerial organizations" is avoided, the scale of 
collaboration is smaller and the people involved know each other better. 
In addition, such intersectoral coordination at the local level is often 
better placed to find workable solutions to local problems than high
level inter-ministerial coordination cowtittees. Such local inter
sectoral coordination however must have general policy support from the 
head office of the different agencies as where this is not present, it 
can result in the local personnel being forced to follow central direc
tives and lacking the time and resources to devote to local coordination 
activities.
 

The elaboration of work plans for each of the priority primary health 
care programs is essential for the management of primary health care 
services. In each priority program area the nature of the problem to be 
resolved must be clearly defined. Such a definition should cover all 
aspects of the problem (administrative, social, economic, anthropolog
ical) and should be qu3ntified where possible. Based on the analysis of 
the problem, clear, precise and practical objectives should be stated for
 
each program. These objectives should be stated in measurable terms and
 
should state the time period during which the objectives will be
 
achieved. The activities required for achievinq the objectives and the
 
sequence and time required for each one of these activities should then
 
be indicated. The activities should reflect the best strategies for
 
achieving the objectives while the sequence and timing should be realis
tic. The activities should also include the development of indicators 
needed for evaluating the progress of the program and mechanisms for its 
continuous evaluation. The activities should also reflect the support
needed from other organizational levels within the health services 
(regional, headquarters) and from other sectors and institutions. 
Finally, it should be clearly stated who is responsible fo, achieving 
each particular activity, what constraints are likely to affect the 
implementation of activities and the resources (financial, supplies,

equipment, human) required for the achievement of the activity.
 

Team building in primary health care
 

One important objective of the programing of primary health care serv
ices is the definition of the activities required of health personnel. 
Traditionally the kind of basic training which the health worker receives 
has considerable influence on what he considers to be his duties in the 
work environment. In the past this has tended to compartmentalize he&lth 
workers so that rural/district hospital staff tend to regard themselves 
as distinct and separate from health staff involved In health center/ 
comunity health activities.
 

Further within the community health services the nursing staff and the
 
environmental health staff, for example, function as separate entities.
 
This is to a large extent caused by the emphasis on vertical/functional 
type organizational systems in which supervision of health workers is 
provided by senior personnel in the same discipline and not by super
visorshianagers at the primary health care level. Thus the supervisior, 
of sanitarians, nurses, doctors, dental auxiliaries and pharmacists would
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be done by senior staff in the same discipline, making it difficult for 
coordination of the activities of these disciplines at the primary health

level. This kind of technical supervision is important to ensure con
formity to established norms and procedures but alsocan have a negative
effect on team building. This over emphasis on "technical" supervision
sometimes reinforces the professionalism uf each discipline and creates a
 
situation wnere each discipline is reluctant, and occasionally aggres
sively opposes, the surrendering of any of its traditional duties. This
 
is counter to 
one of the basic tenets of primary health management, which

is that the performance of tasks should be delegated to the lowest pos
sible level at which they can be competently performed. Consequently
roles of primary health care workers are continuously being re-defined in
keeping with the health needs of the community. 

The strategy of community participation involves the recogoition of 
traditional health workers (such as 
traditional birth attendants). In
 
some health systems this is stronqiy opposed by professional groups who
believe that such recognition would mi'n a lowering of professional
standards. Where such personnel have strong community support and can 
not be replaced by more highly trained health personnel, they should be
incorporated into the formal health system and provided with training
that could improve their skills. Finally the building of the "team 
concept" in primary health care is important, especially when we are
shifting from a "disease" oriented to a "health" oriented type of commu
nity health service. There is a lot more inter-dependence in the health 
approach. This inter-dependence can be enhanced by a team approach in 
the programming of health services so 
that, for example, the coordination
 
between environmental health services and curative health services is 
clearly established.
 

Administrative support services
 

The administrative support services refer to the management of 
supplies (including drugs), finances, equipment transport and personnel.
All these elements are essential for managment of primary health care 
services and must be closely coordinated with the planning and program
ing orocess. The basic steps in the supply management function are esti
mating of requirements and budgeting for them, procurement, storage and 
distribution. The need for clearly defined systems 
and procedures in
 
supply management and the continuous monitoring of these in the aelivery

of primary health care services is one of the most important aspects of 
the management 
of primary health care services. Poor estimating of

supply requirements, failure to budget for them, inadequate storage pro
cedures (resulting in spoilage, etc.), failure distribute on time, into 
the quantities and quality required, all these can wreck the successful 
operation of health programs.
 

Financial management at the primary health care level involves prepar
ing an annual budget and maintaining an account ledger of expenditures
incurred. The budget proposal indicates the financial 
resources required

for program execution. Once this is approved, the hulk of it is

administered at the central or regional of the healthlevel services. 
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Usually the accounts kept by the primary health care level relate to 
miscellaneous supplies and other expenses, and are nperated as an 
imprest. The important aspect of financial management, however, is for 
the primary health care manager to strive for coemunity participation in 
the fCnancing of primary health care projects and to prepare such 
projects for financing by organizations and individuals in the 
community. Some system of cost analysis of primary health care services 
should be attempted to indicate where the major exDenditures are going, 
and to do some simple cost-effective analysis of services provided.
 

Maintenance of transport and equipment is another essential element in
 
the managment of primary health care services. Transportation of health
 
personnel to the comunity for the delivery of health services is of the
 
utmost importance in the extension of coverage and frequently the failure
 
of the transportation system results in the non-provision of services. 
The same coments apply to the use of equipment and the effect this has 
on service delivery. In both the case of transport and of equipment, 
health personnel using the equipment or driving the vehicle should be
 
trained in the operation and the provision of simple routine mainte
nance. In addition, special systems and procedures should be established
 
for the regular maintenance of equipment and transport, for monitoring 
and controlling the use of these items, maintaining inventories, develop
ing efficient work under systems and trainitg of staff to perform these 
functions. The management of transport and equipment is in fact one of 
the weakest areas in primary health care. The systems needed for effi
cient maintenance are known but there is a big gap in the application of 
these systems. The system of personnel managehent at the primary health 
care level should include the development of a clearly defined organiza
tion structure, job descriptions for each post, staff list and post
lists, personnel data on the education and experience of each health 
worker, an appropriate performance appraisal system and training and 
development programs. Most of the time the primary nealth care services 
do not have all these elements so that the manalement of human resources 
becomes difficult. 

The elements related to training and performance appraisal can be the 
most useful in developing and implementing the primary health care 
approach. Training is needed to orient staff and the coemunity to the 
concept of primary health care and its implications for health care 
delivery. Also such training is needed to provide new skills to health 
staff in the programing of activities and the provision of increased 
skills to health personnel, to keep pace with their changing roles. Such 
changes are inevitable since the development of primary health care serv
ices involves delegating skills and responsibility to the lowest possible
level at which they can be efficiently performed. Since health personnel 
also have to learn to work with the community, the best approach would be 
to select and train trainers at the local level and allow them to func
tion as a resource in the training of other health personnel.
 

The stdff appraisal system should be closely related to the allocation
 
of work and to the development of work plans. It is an important tool 
for the motvation of staff and for building of morale and team spirit. 
iery often pri-ary health care managers lack skills in the implementation 
of performance appraisal systems.
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Concluding Comments 

The Management of Primary Health Care Services involves a new and 
demanding approach to enhancing the "well-being" of the individual. It 
places greater emphasis than before on inter-sectoral coordination, the 
eAtension of coverage of health services, community participation and the
 
team approach to health services delivery. The management functions 
involve planning, organizing, staffing, implementing and evaluating. The
 
planning techniques suggested deal with the analysis of the health 
environment that needs to be changed, the identification and development 
of priority program areas with objectives, activities and resources. The 
management of the administrative support services (supply, finance and 
budget, personnel, transport and maintenance) is a complementary but 
vital part of the overall programing process.
 

However, the concept of primary health care is based on egalitarianism
 
and implies a more even distribution of the goods and services in the
 
society. It implies also, through community participation, the delega
tion of authority from the central to the local levels And the sharing of 
this power with the community. Not many governments are prepared to do 
this. It also implies a shift in emphasis from hospital to community
oriented services. However, the maintenance of services at the hospital 
will have to be continued because of the investment this represents and 
the importance of this service to the community. Since primary health 
care is labour-intensive, more money will need to be provided for 
extension. There is no doubt that, from a leadership point-of-view, the
 
task is a much more difficult one than hospital/health management and 
special leadership training programs would have to be organized to meet 
this need.
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SUPERVISION BY RURAL HEALTH TECHNICIANS
 
IN PRIMARY HEALTH CARE IN GUATEMALA
 

Kenneth L. Bakken
 

Seminar Speaker
 

Supervision of health auxiliaries has been thought to be, and indeed
 
is, a vital componcnt in the riccessful management of any primary health 
care program. The goal of this study was to evaluate the content and 
role of supervision in a rural health care project in Guatemala. SINAPS, 
The Spanish acronym for an integrated system of nutrition and primary 
health care is the progrimiatic response 5)y the Ministry of Public Health 
and Social Assistance in conjunction witE, the Institute of Nutrition of 
Central America and Panama to bring primary health care to rural 
Guatemala. 

In this pilot demonstration program, 15 Rural Health Technicians 
(TSRs) supervise approximately 304 village-based Rural Health Promoters 
(PRSs), who provide preventive, prnmotive and simple curative services at 
the community level. 

The objectives of the study included determining the content of super
vision, and the time dedicated to it,as well as those characteristics of
 
TSR supervision which effectively influence health care delivery in the 
community. Two general hypotheses and nine specific hypotheses wpre 
tested using the Mann-Whitney U-Test and Spearman's Rank Correlation.
 

Methodologically, the contenL of supervision was measured by time and 
motion study. Direct observation of the TSRs was completed by highly 
trained surveyors. All TSRs were observed for one week each. Observa
tions at five-minute intervals were recorded on a specially designed
 
instrument, which includes time, person, place, program, activities and
 
tasks.
 

Style and characteristics of supervision were evaluated by observation 
checklists completed by the surveyors, self-ratings by the TSRs, and 
interviews of 135 health promoters. These three instruments were all 
based on 24 items (variables) in six indices dealing with supervision. 
The variables had been conceptualized and subjected to principal factor 
analyses during the pretesting phase of the study. 

Three health output measures (measles vaccination coverage, arm cir
cumfere ,ce measurement, and contraceptive distribution) and two addition
al supervision indicators (PRS turnover rate and attendance at scheduled 
training sessions) were determined and summarized from the SINAPS Inter
nal Information System. The six indices of supervisory characteristics 
and the actual time spent by the TSRs in various activities, based on the 
time and motion study, were statistically analyzed with this output data. 
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Results showed that percent of TSR supervisory time was distributed as 
follows: Teaching 5.8-29.9 percent; Planning 3.2-15.9 percent; Writing 
Reports 8.3-57.9 percent; Waiting and Amenities 9.2-45.5 percent; Travel 

.6-27.9 percent; Direct Service Delivery 0.0-13.6 percent; Logistics 
(maintenance and supplies) 2.1-15.3 percent.
 

Highly rated TSR personal attributes, as a characteristic or index of
 
supervision perceived by PSRs, surprisingly do not significantly influ
ence the delivery of health services, nor does relatively greater amount 
of time spent with health promoers. Quality of time is more important
than quantity of time in this setting. It appears that TSRs who spent 
less time in all activities art more effective and efficient supervisors.
 

Both low health promoter turnover rates and high PSR attendance rates
 
at training sessions are Viportant factors in the effective coverage and
 
delivery of health services. Coverage of am circumference measurement 
for nutritional status was influenced by TSR span of control. The number
 
for supervisor to agent ratio, which c-ughly divided good coverage from 
relatively poor coverage, was 22 health promoters per TSR.
 

A proper balance of time by a supervisor devoted to clerical duties 
(probably less than 25 percent), as well as sufficient amount of time 
spent in planning and consultation (greater than 9 percent), is required 
for optimal functioning of a primary health care program. 

There is poor distribution and acceptance of contraceptives in the 
family planning aspects of the SINAPS program. A lack of effective com
munication, as well as health promoter religious affiliation, may contri
bute to the observed ambiguous results as regards contraceptives. 

In general, with the exception of religious affiliation and per diem 
allowance, it appears that the rural health promoters in the SINAPS pro
gram do not differ significantly as a group, as characterized by demo
graphic data, and that they are basically satisfied with their work. It
 
also appears that there is no statistically significant variation in 
health promoters between TSRs. If real differences are detected in 
health care delivery and coverage, and health promoter turnover and
 
attendance, they are probably not substantively influenced by the major
ity of the possible confounding variables, such as age, sex, education
 
and civil status. Significant differences are rather primarily due to 
the TSR, his supervisory characteristics and his ability to act as an 
effective change agent. As a supervisor, the TSR can help the rural 
health promoter to communicate with members of the community by introduc
ing new ideas and motivating people to change.
 

Additional implications fc." the study findings include selection 
criteria for supervisors and conmunity primary health care workers. A 
supervisor who can set standards and norms, and then communicates their
 
necessity and value, thereby increases attendance at regularly scheduled
 
training sessions. If the supervisor is a good administrator, health
 
worker attendance also increases. Increased attendance by health care
 
workers results in improved health care services in the community. 
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Althoug'n personal attributes do not seem to be important per se, they are 
proba:ly reflected in all of the supervisory character-ifcs studied. 
Therefore, one must be cautious in simply disregarding them when 
selecting and training supervisors. 

The motives of and incentives for auxiliaries to work, especially as
 
volunteers, must be examined closely. If it is realistically possible,

only those workers who will remain on the 'ob should be identified and 
trained. Increased turnover has a detrimental effect on healt', care ser
vices delivery. 

Supervisors must be taught efficient and effective use of their time 
in compiling data for an Int(rnal Information System. If there is an 
overabundance of clerical 
work, delivery of services suffers. Likewise,
 
a sufficient amount of time spent in planning and consulting is required
 
tor good coverage in the community. Orqanizational skills must, there
fore, be emphasized in selection and/or training of supervisors and their
 
workers.
 

In identifyinn malnutrition in a targeted population, a smaller super
visor-to-agent ritlo is appropriate. The supervisor may be a more effec
tive teacher. ie may be better able to detect coverage deficiencies and 
relate them to actual perfornance. Dklso within this context, the fre
quency of supervision must be considered. 
 What is the appropriate bal
ance between supervisory span of control and frequency and qudntity of
 
supervision? 
 The data poses answers about the quality of supervisor/
worker contact and the quantity of time spert during that interaction,
There is reason tc believe that a more effective supervisor, in terns of 
improved convwunity health care, is a more efficient user of time. Under 
optimum circumstances, span of control, ds well as frequency and quantity
of supervision, will be at the point at which supervision costs in per
sonnel and other resources provide the greatest benefits in health serv
ices delivery and coverage.
 

Overall, the SINAPS program is a well-conceived and viable approach to
 
healtn care services delivery in rural Guatemala. However, this study
has identified several important areas which should be considered in 
establishing recommendation- .eeded for any primary health care program 
support, modification, introduction or re-emphasis.
 

Because supervision is a complex and multi-faceted process, the chal
lenge of the study has been to explore severel of its more important 
aspects. It is hoped that an increased understanding of supervision by

health professionals will inevitably help to provide improved health care
 
for the world's rural poor. 
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BUILDING THE SUPERVISION SYSTEM - EXPERIENCES FROM NEPAL
 

Jan Morris Hoey*
 

Seminar Speaker 

Supervision as a Management Support System 

Supervision in primary health care programs can be viewed as a manage
ment support system which helps the health service organization move 
toward its goals. Viewing supervision as a management system requires
that objectives as well as parts and interrelationships of the system be 
established. Also required is the realization that if supervision in the
 
primary health care program is to be improved it must be dealt with as a
 
s st_m charge inone part may be insufficient Toimprove overall system 

ion. 

Objectives for the management supervision system must be derived from 
the objectives f the primary health care program itself. An example of 
a two part objec:tive for a management supervision system might be: 

Technical/managerial objective--to ensure and 
improve the accomplish
ment of specific tasks by health workers, the adcquat" coverage of popu
lations, and the meeting of specific targets. This is a technical objec
tive because training and skills are needed by health workers to carry
out specific tasks. it is a managerial objective because support
(supplies, salary and motivation) is needed by health workers to perform
their tasks, meeting targets implies collecting information, and adequate

population cnverage implies a pez.,icity of services to be delivered.
 

A second objective of tle management supervision system which is 
reither technical nor managerial, but rather developmental might be: 

Comunity objective--to improve health workers' integration into and 

support from the communit served. 

It is ioiportant to notice from what has so far been presented that: 

-- the supervision system does not provide health services itself but 
ensures and improves tho provision of services by health workers. Thif. 
requires supervisors to liave new and different skills. 

- the supervision system has tech'ical, managerial arl community 
aspects. 

- to ensure and improve 
action to foster change. 

implies that the supervision system takes 

*Co-authors are Shankar Aryal and Dr. Rita Thapa 
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--the supervision system concentr&tes on health workers; all the abuve
 
objectives involve health workers. While other areas (supplies) may also
 
be supervised, the supervision of health workers is paramount.
 

A Simple Model 

A simple model of the supervision system can be used as a practical 
tooi to help structure our thinking, even when dealing with a topic as 
human as supervision. In order for the supervision system to carry out 
its objectives there must be at least five interrelated parts: 

1. Defined supervisory structure and adequate supervisory personnel
 

2. Sufficient incentives for supervision
 

3. Adequate amount of supervision
 

4. Appropriate content of supervision
 

5. Positive results of supervision
 

There are undoubtedly other factor's which could be included in our 
simple model. For the purposes o "this discussion only these five will 
be examined. 

Defined supervisory structure and adequate supervisory personnel
 

There must be a well defined structure of supervisory levels and
 
offices in the health service organization and these levels should be
 
sufficient lo ensure that no level is required to supervise too many 
units ur.Jer It. This structure must then be manned by sufficient man
power. It is common to find health prograns that have an adequate super
visory structure but an inadequate number of supervisors due to a lack of 
approved pasts or vacant posts. 

Often in primary health care programs the home bases of the supervisor

and health worker are physically separated. Supervisee to supervisor 
ratios will vary depending on program and geographical factors, but it is
 
probably unreasonable to expect any supervisor to directly supervise more 
than ten individuals (or any level to directly supervise more than ten 
units under it). Certain personnel may need to be assigned full-time to 
supervision activities while other: may supervise only periodically.
Local leaders or a volunteer health coimnittee from the community where 
the health facility or health worker is located can provide a valuable 
form of "conmiunity supervisien," supplementing that which comes from 
above in the organizational hierarchy. However, pleasing two masters may 
place the health worker in a 'on-unity-of-command dilemma. 

A "Supervision Section" at t'.e organizational headquarters may provide 
a valuable focus for supervision activities, records, materials develop
ment, and training. 
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The Comiunity Health and Integration Project (CHIP) of His
 
Majesty's Government of Nepal tas a well defined structure
 
of supervisory levels, offices, and posts. Nepal's

geography requires that supervisee/supervisor ratios be
 
low. Formerly, however, up to one-half of the supervisor
 
posts were vacant while technical and administrative duties
 
divert multipurpose personnel from supervision activities.
 
Considerable progress is being miee in filling vacant super
visor posts.
 

CHIP headquarters must supervise all 75 districts since no
 
intermediate or regional levet of supervision exists. The
 
establishment, manning, and strengthening of a "Supervision
 
Cell' at CHIP headquarters, which carries out its own work
 
plan, provides a group of people who concentrate on strength
ening supervision in the Project.
 

Sufficient incentives for supervision
 

Motivation is a critic'l management factor. Incentives to motivate
 
supervisors, usually to leave their base and go on supervision visits are
 
crftical to maintaining an adequate amount of supervision. A common
incentive in health services is the per diem/or travel allowance. It is 
also quite common, however, for the program budget to meet only a portion
of the clains, for claims to be paid months late, or for payment rates to 
not meet actual costs incurred, making this incentive inadeqiuate to moti
vate superdisors.
 

Approved1 and distributed supervision frequency guidelines 
or targets

which supersisors are expected to meet and fixed schedules which a super
visor rmst subttt and follow may also provide some incentive for super
vision.
 

The opportunity to change or improve the program may be the best 
incentive for supervisor; though all too often the supervisor is really 
not able in a situation to prom.ote change.
 

In Nepal a bilateral agreement provided budget support for travel 
and daily allowances (TA/DA) and allowed many more CHIP supervision

visits thzn would otherwise have been possible. The TA/DA rates, how
ever, were generally felt to be less than costs incurred and thus an
 
inadequate incentive. Insufficient incentives for supervision con
tinue to be a problem in CHIP.
 

During 1979 and 1980 the CHIP Supervision Cell achieved more than 90 
percent of its targeted suoervislon schedule which was developed and 
approved at the beginning of each year. 

Adequate amount of supervision
 

An adequate amount of supervision is difficult to determine and cer
tainly varies dependino on the particular situation and level of the 
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heali'l service. A rough estimate based on experience from Afghanistan
 
and epal s-mqest that midd',e level offices (distric~s, regions) should 
be visited a *!nimm of four times per year to maintain successful man
agement control; health posts and health centers a minimum of four times 
per year; and fi'eld level workers a minimum of once per month. It is 
important as well that the supervisor spend a long enough time on each 
supervision session to develon a sufficiently deep understanding of the 
current status and problems. The supervisor who runs in, spends a few 
minutes, and runs out without giving the worker time to speak his mind 
soon demoralizes his personnel.
 

Supervision seems to be looked on by many managers as an activity
which can be displaced or postponed by the never-ending string of crises
 
or administrative activities. This attitude leads an inadequate
to 

amount of supervisioo. Involving local leaders or a local health commit
tee in supervision may greatly increase the amount of supervision.
 

It seems that in primary health care organization supervision is an 
dctivity which must be "pushed down" from above, i.e. lower level super
visors will not go to the field unless supervisors are coming from higher

levels to supervise them. Supervision at lower levels, therefore, will 
not be strong unless supervision at higher levels is strong.
 

In CHIP's dual purpose personnel, technical and administrative
 
duties tend to displace supervision activities decreasing the 
amount of supervision. The Mid-Term Review, a survey undertaken
 
by the Planning Unit of Nepal's Ministry of Health in 1979 showed
 
that 76 percent of CHIP's village health workers felt they could
 
do their work better if they had more supervision. Increasing the
 
amount of supervision performed from CHIP Headquarters has seem
ingly "pushed" an increase in supervision from district and health
 
post levels. 

Appropriate coitent of supervision
 

An appropriate content of supervision will depend upon the specific 
tasks or functions the health worker, facility or office performs. It is
 
clear, however, that taking action (problem solving, directing, motiva
ting or training) is the most important part of the supervisor's job. 
One important (nonspecific) educational objective of supervisor training

should be a demonstrated ability to perform an appropriate technical 
content of supervision.
 

There is both a technical and an interpersonal aspect to supervision.
The technical aspect is easily structured by developing a checklist or 
form to be followed, and written quidelines describing what to do while 
supervising. The form checklist must concentrate on the most
or impor
tant health worker activities and must be action oriented rather than
simply for filling out or collecting data. It must be simple and short 
enough to ensure it is used. The form must directly mesh with other 
administrative systems such as monthly reporting forms, personnel records 
or supply books, already in use at the health facility. It should incor
porate many other sources of information such as observation, 
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questioning, and discussions with service receivers. 
 The quideilnes

should help the supervisor determin .hat actin to take ftr most sftua
tions he meets. 

Without these forms and guidelines to structure supervision content, a
 
typical supervision session will oft!n mimic an 
"army inspection," criti
cizing administ,'ative or physical details with little concentration on 
the real quall-y or quantity of work.
 

The interpersonal aspect of supervision is not 
so easily structured. 
It is clear that people are the most important part of supervision, but
how to help supervisors deal better with and be supportive of other 
people? Training which includes role-playing or field experience can be
 
valuable. Choosing personnel having appropriate personalities for super
visory positions may be even more important. However, the most critical
 
factor may be the guidelines mentioned above. By giving the supervisor 
concrete guidelines to follow he may be released from his uncertainty and
anxiety over his role dnd thus deal more supportively with those he is 
sitpervising. 

It is important at the end of ohe session that the supervisor leave 
behind in a supervision notebook his comments, recommendations, praise,
needed actions or condemnations. Without a written record at the place
of supervision the health workers will soon forget the results of the 
supervision visit. This also allows a longitudinal look at activities
 
which is more important for effective supervision than a single session.
 

In Nepal supervision foims arao guidelines were developed by

observing the content and methods used by experienced "goodo
 
supervisors in CHIP and then formalizing these into written
 
guidelines and checklists. The forms were then used by

supervisors in the field and revised. Supervision notebooks
 
were developed and distributed by the supervision cell
 
including these guidelines and forms, background information,
 
program tarqets, job descriptions, new circulars, policies,
 
maps and notepaper. The notebooks allow the supervisor to
 
always have material on hand to aid in performing an
 
appropriate technical content of supervision. These
 
supervision notebooks became the basis for supervisor

training both in the classroom and in the field.
 

Positive results of supervision
 

In order for supervisior to be effective there must be some positive
results--supervision must lead to some change or improvement in program 
operations. If the work problems a supervisor uncovers are not problems

he can do anything about, supervision will certainly be ineffective.
 
Neither the supervisur nor the health worker will see any value in super
vision if the same unsolvable problems remain. The supervisor mest have 
a "can dc" attitude. 

Following up and solving problems uncovered during supervision visits
 
is the most critical and most neglected step in the supervision process. 
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If the supervisor does not solve at least a few of the problems uncovered
 
in past visits he will no longer be welcome and health workers will
 
become frustrated. While technical competence is valued by health work
ers in their supervisor, it is the ability to solve their administrative
 
problems that brings their respect.
 

Supervisors in many health programs have carrot and no stickno to
 
back their recomendations. Without administrative authority over health
 
workers, the supervisor will be ineffective.
 

In CHIP, supervisors continually face problems they can do
 
notbing about. Authority for finance, personnel and supply
 
lays outside CHIP's jurisdiction in other parts of the
 
Ministry of Health. This has caused difficulty in following
 
up and solving problems. A recent organizational change
 
giving CHIP the status of P Project with some authority for
 
vital support functions may help.
 

Supervisors in this traditionally and culturally centralized
 
bureaucracy typically lack the necessary delegated authority
 
to take needed action and often are the same civil service
 
level as those they supervise.
 

The supervision cell has routinized the recording, sub
mission, and follow up of needed actions. This, however,
 
remains a weak link in the supervision j.ocess.
 

Supervision as a Management Support System-Revisfte1
 

f supervision is to be improved in a primary health care psogram all
 
of the parts of the system must be considered. In Nepal's CoEmunity
 
Health and Integration Project many problcms still remain with the super
vision system. Despite these problems, filling vacnt supervisory posts,
 
creating a supervision cell, increAsing the amount of supervision, and
 
developing materials and training for an appropriate content of super
vision has improved CHIP operations.
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IN-SERVICE TRAINING FOR THE SUPERVISOR
 
OF PRIMARY HEALTH CARE WORKERS 

Melvyn C. Thorne 

Seminar Speaker
 

In-Service Training
 

What aspects of the training of a supervisor of primary health careworkers are best accomplished through in-service, on-the-job learning as
distinguished from pre-service, classroom, or didactic instruction? 

In-service learning is particularly appropriate for:
 

--development of interpersonal skills of dealing with persons or
 
groups, especially where their reactions, theor situations in which
they are encountered, vary widely; 

-- coping with situations or elements that are poorly predictable inadvance. Some are difficult to foresee, as in the reaction of agiven village health committee to a community health w~rker. In some, prescribed patterns of behavior 
are not possible due to lack
 
of drugs, transport, time, or some other needed to
resource 

adequately perform a procedure to established norms;
 

--synthesis, 
or bringing together In action, of individual skills and

knowledge, as in performing a medical examination. An example at
the comunity level is diagnnsing the main problems at a work site,which may concern the knowledge of a supervisee, his motivation, his

procedures, the nature of his community, and the corstraints of his 
working situation;
 

-- selection -f the more important elements in a work site focusto 
upon or deal with among the multitude that press for attention. 

The latter actions, synthesis and selection, are aided considerably by
a checklist, forms and guidelines as described by Hoey, Arval, andThapa,l/ but the skills of performing them are best acquired by doing
them 05" the job. For these reasons, training for supervision is most
reilistic when it is done on the job, or in the field with a good role 
model.
 

What a Supervisor Does
 

Since the trainee v. are considerinS is a supervisor, ws must askourselves what is th essential nature of supervision. ilhat must asupervisor be able to io. There are many definitions, because there Are many components of supervision that can be variously grouped or emphasized. A World Health Organization (WHO) Working Group on Training 
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for Supervision, for example, specified four broad areas of function of a 
supervisor--planning; management and development of staff; organization, 
control and use of resources; and coordination, comunication and huan 
relations. These functions were disaggregated into 22 activities and at 
least 88 distinct tasks. 

Bishop's definition is concise: 

NSupervision is the art of accomplishing work through te 
efforts and abilities of other people."z/
 

The WHO Working Group's definition is authorative:
 

"...Supervision is that element of management, at all levels, 
which seels to make the best use of human effort in achieving 
the objec~lves of the health services. Supervision is what 
blends individual efforts into a harmonious whole. It is a 
dynamic process which develops the potential of workers and 
leads to higher levels of achievement, not merely a means of 
maintaining the status quo. A supervisor is any person in an 
organization who is accountable for the work of others."3 / 

The description this author likes best is that of management expert 
Peter Drucker:
 

"No organization can function well if its supervisory force does
 
not function. Supervisors are, so to speak, the ligaments, the
 
tendons and the sinews of an organization. They provide the
 
articulation. Without them no joint can move. It is the super
visor's job to be in the middle. Hence, he must have respons
ibility, function and respect in both his relationships, up to
 
management and downward to the work groups."4/
 

A simple diagram of this intermediary position of a supervisor active
ly communicating down to the workers and up to management will be helpful 
when we consider the skills our supervisee must acquire in training: 

FIGURE I 

MANAGER
 

MS SM 

SUPERVISOR 

SW WS 

WORKER
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Suppose that a community health worker (CHW) has only measured the arm 
circumference of one-fourth of the children targeted during a given time 
period, but has spent imuch time trying to get his village health 
committee to meet and to address problems of water pollution and excreta 
disposal. What information should be flowing along loops WS, SW, S9 and 
MS? 

The supervisor must remind the CHW (loop SW) of the importance to 
local children of malnutrition as a contributing cause of sickness and 
death, of the value of monitoring nutritional status by simple means, and 
of the importance of coverage of the population at risk. He should 
listen to the worker's explanation of his activities and of recent devel
opmets in the village (loop WS) to be able to decide whether the worker 
has used his time wisely. If the supervisor judges that the targets for 
nutritiotial surveillance coverage of children were set too high or sched
uled too early, he should rWay this to his supirior (loop SM). The 
manager should make his time and attention available to consider whether 
this feedback indicates Judgements with which he agrees. If not, he 
should clarify programmatic priorities through his response. if so, he 
must decide whether the situation is merely local and transient, requir
ing no further action or whether it indicates a general situatiola not 
adequately identified in the original design of the program. If he 
judges that more CHW time should have been pro; amed for community 
organization work in the early months of the progrij, with corresponding
decrease perhaps in initial coverage targets for measurement of am 
circumferences, then he should communicate this to his entire field staff 
via standard notifications and supervisors (loops MS and S). 

Supervising Community Health Workers
 

Colle 5/ cites field studies in Guatemala and Thailand where it was 
demonstrted that regular supervision produced better performance among 
cownunity health workers. He stresses the importance of looking at the 
several functions of supervision, not all of which necessarily need to be
 
performed for the CHW by one unique supervisor:
 

I. 	To legitimate the CiW in the eyes of his community;
 

2. 	To protect the role integrity and delimit reasonably the
 
demands upon and expectations of a CHW;
 

3. 	To motivate, encourage and give emotional support;
 

4. 	To give continuing education, consultation, and ad noc
 
training in the field; 

5. 	To give technical assistance to diagnose or solve special
 
problems;
 

6. 	 To link CHW to material and technical resources, to assure
 
back-up services, to upgrade referral channels, to commu
nicate with other personnel, to be a CHW advocate to
 
management;
 

203 



7. To monitor, control, do administrative surveillance and
 

quality maintenance of the work; and
 

8. To evaluate CHWs.
 

The Particular Challenges of Primary Health Care
 

All but the first two of the above functions apply to the supervisors 
in any health system. Primary health care (PHC), however, adds new 
challenges. 

First, PHC offers a large range of different kinds of services. The 
supervisor oversees the quality of the work. The more varied and exten
sive the content of the work, the more complex is the supervisor's job. 
From Alma Ata we have a minimum list of essential services PHC is to pro
vide in all cowmunitis:6/ 

--promote nutrition, including food supply and weaning foods;
 

--promote adequate, safe water supply;
 

--promote basic sanitation;
 

--maternal and child health care, including family planning
 
(MCH/FP);
 

--major immunizations (BCG, vaccinia, DPT, measles, polio);
 

--prevention and control of locally endemic diseases, e.g.,
 
malaria, tuberculosis, schistosomiasis;
 

--education of the population on the prevention and control
 
of locaTTy prevailing health problems;
 

--appropriate treatment for common diseases and injuries, e.g.,
 
diarrhea, upper respiratory infections, fever, wounds, skVin
 
infections and conjunctivitis. This includes provision of
 
essential drugs and supplies, such as those for oral rehydration.
 

The CHW is intended to do only a selected few tasks in each category 
of service. However, the large range and number of activities challenge
 
CHW and his supervisor, both usually with very modest education and
 
training, to make the best use of their time.
 

Second, PHC is organizationally more complex than conventional govern
:ment health services. Dr. Mahler 7/ describes s ,en principles of PHC, 

each of which requires special srills of a supervisor over and above 
those needed to supervise well in ordinary government health service 
systems:
 

1. PHC to be shaped around life pattern of population; 

2. Other parts of health service system to support PIE; 
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3. 	 PHC to be integrated with agriculture, education, public
 
works and housing;
 

4. 	Maximum relianze on comunity resources and stringent
 
cost limitations;
 

5. 	PHC to integrate and rebalance preventive, promotive,
 
curative, and rehabilitative services;
 

6. 	 Local population helps formulate and implement health 
services;
 

7. 	 Services peripheralized, performed at lowest suitable
 
level of trained workers.
 

What 	 must our supervisor be able to do in order to make progress in 
each 	 of these areas? How would he best be trained for such competencies? 

The 	Importance of In-Service Trainirg for Supervisors in PHC Programs 

Let us illustrate with a concrete example of how the functions of 
supervision are complicated by the special requirements of PHC, and why,
therefore, in-service training is particularly helpful for PHC super
visors and their manigers. 

Consider a supervi;or visitinc community health worker. Using his 
supervisory checklist he asks abou, the village's water supply. The CIIW 
says the village sping is unprotected, open to rain inwashing of excre
ta, and probably responsible for many gastrointestinal complaints, 
particularly of young children. Despite the CHWs efforts, the village
health committee does not meet to discuss this issue or to mobilize local 
efforts to cover and protect the spring. The CHW suspects that this is 
due, at least partially, to disgruntlement of the Chief, who would like 
to have the CHW's health hut upgraded to a health center with nurse and 
visiting doctor. This has been done in several other large villages.
The CHW feels that if he could be authorized to give hypodermic injec
tions, as a local indigenous practitioner does, then he might enjoy
greater prestige and be able to get the health conumittee to meet. 

So far the supervisor has supervised well: he has taken the time to
 
listen to the CHW talk about his problems and ideas for solution (loop 
WS). Now, what further questions should he ask of the CH? What advice 
should he give the CHW (loop SW)? Should the supervisor meet with the 
Chief? with local indiger ous practitioner? with the health committee? 
with 	 the local representative of Public Works, the unit responsible for 
government construction of water supplies? Should funds for the neces
sary 	cement come from the comnunity or from the government? 

The multiple interpersonal and interorganizational relations involved 
make this a complex issue with which to deal. If the Ministry of Health 
were paying and directing the entire work, it could be done much more 
simply. Getting the community to meet, to discuss, to contribute, and to 
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take action will not be easy, nor will it follow an entirely predictable 
course. The project and the District Health Officer, and his superiors, 
probably have not yet worked out procedures or guidelines for dealing 
with this problem. These really must be worked out in practice, in work
ing through problems that arise in the field. W. A. Reinke8 / has observ
ed that the technical content of health service systems in developing 
countries is sometimes adequately described, but that their managerial 
and administrative content is rarely well defined. This may reflect the 
fact that the main decision makers are usually doctors who have not been 
trained inmanagement of service systems.
 

Hence, in-service training of supervisors can help inform and educate, 
through the SM and WS-SM loops, the supervisors' superior. It can help 
shape the usually poorly defined managerial procedures of the PHC system 
at the same time that it develops skills particularly important for PHC 
in the supervisor. In addition, four types of supervisory skills listed 
at the beginning of this paper--dealing with people, coping with unex
pected situations, synthesizing knowledge into know-how, and selecting 
priorities--are particularly needed by the supervisor to deal effectively
 
with the kind of problem described in this hypott.etical but characteris
tic example. Such complex skills can be initiated through emulation of
 
role models, simulation and role play; but they are most usefully learned
 
on the job through in-service training with a good tutor.
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TRAINING OF HEALTH PROFESSIONALS TO BE SUPERVISORS
 
OF PRIMARY HEALTH CARE WORKERS
 

Saul Hel fenbetn* 

!eminar Speaker
 

Supervisor/Supporter
 

After some time in the field working In primary health care programs, 
we feel that a "supervisor" may not be the most appropriate type of 
worker to serve as the major link between the village health worker and 
the rest of the health system. The reason for the introduction of a 
supervisory role is the well-known fact that very often the volunteer 
primary health care worker, after some time in the village, becomesdis
couraged, does not want to volunteer any more, does not get any more 
drugs and quits working because there is more grief than joy in working
to improve the health conditions in the comunity. 

The Western solution is "supervision." We would like to get away from 
the usual conception of supervision because we feel that what is needed 
is a professional primary health care worker who acts as a liaison be
tween the one in the village and the health center, who works in the 
community to improve health conditions, who supports and encourages the 
primary health care worker stationed in the village and who assists tk.e 
villagers with obtaining medicines and other resources they may need. 
This person may be called a supervisor, but we would prefer to call him 
or her a supporter, a community health nurse or something similar, which 
does not imply what thr word supervisor does to people who hear that 
title. A supervisor is likely to police and control. A supporter works 
with and assists the villager: to reach the goals they have set. How
ever, we will continue to use the term supervisor since that is the 
accepted term for this person with the understanding that the role is 
much more than a supervisory one. 

The supervisor we are talking about is a person who works with 8 to 15
 
primary health care workers. These workers live in villages which are 
some distance away from the health center and have been trained to pro
vide first-aid, to give health education and to encourage community 
activities that promote better health for everyone in the village. 

Supervisors and Trainers
 

We will assume that the supervisors are not in charge of the initial 
training of the primary health care workers (PHCWs) in an on-going pro
gram. Practically speaking, it would be difficult for them to be effec
tive supervisors at the same time as they are in charge of training for 
three to six weeks, since they would not be able to make village visits, 

*Co-authoi Is Dr. Sif Ericsson. 
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i.e., supervise r.iring that period. However, although they would not 
have the main rt:.ponsibility for the course, they should participate in 
the training as inich as their time permits. 

The assumption is also based on an understanding of the two jobs, the 
trainer and the supervisor of the FHC'4s, as separate functions in the 
health care system. Although there are overlapping areas their job 
descriptions will differ. When a countr) is planning and implementing a 
primary health care program it would in our estimation be more cost
eftective to train two 9rcups: (1) one with an emphasis on supervisory, 
management and coNirunity-organizing skills, and (2) one with an emphasis 
on couese design and training ski:s. The trainers could either be 
stationed in seoarate reqions, each responsible for training PHCWs in 
about 50 villages, or they could he divided into small teams moving 
around the country, training PHCWs in one area before :ontinuing to the 
next. 

Leve' of Superviso-s
 

We are also assuming that althotvh the supervisors of the PHCWs may 
have r--soonsibilities at the health center, they are not in charge of the 
hpelth center. Since supervisors have to spend a great deal of time in 
the villages in order to be effective, they cannot at the same time be in
 
charge of the health center.
 

What do these restrictions mean for determining who the supervisors of 
the PHICWs are?
 

In pilot programs they may be veterans of primary health care work 
with considerable experience and sometimes very highly trained. But they 
may also he auxiliAries or recent graduates from the nursing schools. In 
many countries, for example in Mauritania and in The Gambia, the super
visors are young people who have had very little experience with nursing 
in rural areas. 

The persons who this have been selected as the supervisory cadre are 
relatively inexperienced, have few concepts of what primary health care
 
entails, reed training in cemmunity outreach, and have little if any 
experience with guiding and managing people in their work. Also, they 
may not be able to provide health care any better than the PHCWs in the 
village and often need additional training in basi: health care or nurs
ing. Mostly, the supervisors are likely to be the health personnel at 
the base of the service pyramid interfacinq with the village. 

Job description 

What, then, is expected fron the supervisor? A job description may 
say that the supervisor should: (1) spend most of his time in the 
villages working with the PHCWs, following a schedule which permits him 
to visit each village on a regular basis; (2) provide treatments to sup
plement those given by the FHCWs whe:, a villager refuses to go to th 
health center, often without the appropriate medications and equipment; 
(3) assist the PHC.4s in their work and give on-the-job training as 
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necessary to the PHCWs and for the village health committee; (4) provide
 
medicines and first-aid materials to the villages and make sure t'at the
 
villagers raise enough moncy to pay for the su;A;wi.s he brings; (5)

resolve conflicts between the PHCW and the villagrrs, encourage villagers 
to cirry oit co'miunity projects and help the-n to obtain resources for 
these projects; and (6) write monthly reports and gather vital statistics 
in the villages where he supervises PHCWs. Hence the PHC supervisor is 
likely to he a manager, community organizer, a problem-solver and a
 
trainer.
 

Personal it,
 

The 	work also requires certain personal qualities such as: (1)

patience in the long discu:.ons with the PHCWs and the villagers; (2)

endurdnce when treking from village to village, ard (3) the ability to be
 
encouraging and cheerful in the village, even under adverse circum
stances. If the village hedlth worker can be called the "skinny

Hercules," the supervisor is clearly the "skinny Atlas."
 

Training
 

It is evident that the supervisors themselves will need support from a
 
team of other primary health care workers, nurses, midwives and doctors.
 
The training then should involve the whole primary health care team and
 
should teach the supervisors of the PHCIAs to work as part of a team.
 

The experience we have had is that it is necessary to provide supervi
sors of the PHCWs with training in the following areas:
 

1. 	 Practical demonstration of what is meant by primary health care.
 
Basic training of nurses in most developing courtries gives them
 
very little experience in primary health care. The PHC program
 
has to be explained to them, their role in the program defined,
 
and the specific tasks they will perform 0 scussed and analyzed.
 

2. 	 Practice in community organizing and working with the villagers.
 
The less experience the supervisors have working in rural areas,
 
the more important this training. It is difficult, but also one
 
of the key areas, in which the supervisor needs to be capable arid
 
successful.
 

3. 	 Practice in identifying problems. When working in the villages
 
this will be the first step in any process the supervisors take
 
in solving the problems, providing training and finding re
sources. In order to identify oroblem; they will have to know
 
how to evaluate the PHCW's performance through observation and
 
testing, and they have to be open to the concerns of the PHCW and
 
the other villagers in order to find the problems that occur.
 

4. 	 Practice in analyzing problems. Most people tend to jump to
 
conclusions about what has to be done to solve problems. The
 
trainers of the supervisors will have to teach them to identify

the 	 causes of the problems, evaluate possible solutions and 

209
 



decide how the available resources should be used. This will 
require analytic skills and experience with different kinds of 
problems. It will also involve knowledge about what resources 
are available and most useful in specific SituatioVIs. 

5. Practice in solving problems. This bi'ecvKs down into three
 

categories: (1) training a PHCW on the job to perform old tasks
 
better or do new tasks, (2) resolving interpersonal conflicts and
 
(3) obtaining resources or removing obstacles. In all these
 
areas there are specific skills the supervisor needs to learn in 
order to be able to work effectively in the village.
 

6. 	 Practice in report writing, scheduling of time and similar 
skills, which will facilitate the supervisor's management of 
personal time and will provide links with the rest of the health 
system. 

During the work in The Gambia in : primary health care project we 
developed a one-week workshop to teach basic supervisory skills to
 

community health nurses who in The Gambia will serve as the supernisors 
of PHCWs. A program for that course is available. Time does noc allow 
me to go into detail of how the course was designed but a look on the 
program will show tJlat community outreach is not part of the program. 
This was omitted since the basic training for the conmnunity nurses
 
includes such trairning. The workshop, although clearly insuf-4tcient for
 

training supervisors, served mainly to sensitize the commu' nty health 
nurses to the issues and provided some information about oaslc ways of 
supporting the PHCW. This course will be complemented with on-the-job 
training of the supervisors by the division nealth team and with
 
additional training during the course for PHC'Ws in which the supervisors 
will 	assist.
 

Length and Logistics of Training
 

Ideally, training of supervisors of PHCWs should take as long or
 
' lovqar than the training o the PHC workers. But there are certain prob

lems. Usually the course is given to pe)ple who already are working in 
the health centers and who will be asked to supervise the PW. workerJ,-
Thus, there is often little time available for training. Moreover, 

planning of primary health care projects often does not make provisions 
for itning of supervisors unt'l the tralnirng of the PHCWs has already 
begb:. At other times supervision, by default, falls on the health 
centers since no one else is doing it. As a result it is often not 
possible to provide more than short worksh)ps for the training.
 

However, the training of supervisors is an on-going process just like 
all other training. The supervisor will need certain basic knowledge and
 
skills, a structure to work within, good supervision and continuing 
education. In other words, the training ,f the supervisor should be an 
on-going commitment and should be part of the government's continued 
input into the primary health care prograa.
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At this time it is probably not possible to fully train supervisors of 
PHCWs within the basic nursing curriculum. Barring a complete reorgani
zation of most basic nursing curricula (which is necessary), supervision
 
will not provide enough knowledge and skills to be useful in the field.
 
Also, the current orientation in the nursing schools trwards hospital and 
curative care makes it necessary to provide some training in primary

health care with a preventive approach for the supervisor. 

Let me stress again that the supervision of PHCWs is not just super
vision. The supervisors will have to show initiative, work under adverse
 
conditions, be health c;are workers, community organizers, trainers of 
PHCWs and all the villagers, and in general do this with very little 
support fro~n the government or from other health care workers. If we 
define their role as simply one of supervisor of the PHCWs, we are elimi
nating many of the benefits which the primary health care approach gives 
us to improve health in the country. 

The challenge that lies ahead is how to train those who take on this 
role to become involved, to work as part of a primary health care team in 
the health centers and the co.munities with other community workers in 
order to provide a better way of life for the villIj-ers. As
"supervisors" they are outsiders 
and can never contribte as much as 
involved "supporters" could. The supervision provided by the supervisors 
of the PHCWs has to be more than controlling and policing--it will have 
to include problem-solving, resource-finding ard working together. Only 
with that approjach can we have real primary health care in the villages. 
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MOH/USAID/WESTINGHOUSE PRIMARY HEALTH CARE
 
PROJECT IN JORDAN
 

Georgiana Coray
 

Stephen Coray
 

Seminar Speakers
 

For almost 
a year in Jordan, one project has been concerned with the
 
retraining and supervision of b3sic health workers in the Ministry of
Health (MOH) Primary Health Care system. It is in a Nprime location" 
with Syria on the Northern border; Israel to the West; Iraq to the East
 
and Saudi Arabia to the South. The population is approximately 2.2

million, of which about 45 percent are Palestinian. The population is 
mostly Muslim, but about 8 percent are Christians. The government is a
 
monarchy and Jordan has been governed by His Majesty, King Hussein, for
 
the past 27 years.
 

Background of the Project
 

The MOH in Jordan is organized, starting at the first point of 
con
tact, with a series of village clinics, usually staffed by a male assist
ant nurse and visited 1-3 times a week by a physician. At the next level
 
are health centers and maternal and child health (MCH) centers staffed by 
a physician and/or midwife and assistants. There are a few comprehensive

clinics just being developed that include all services.
 

The major health problems in Jordan are a combination of those seen in
 
all developing countries, such as gastro-enteritis, respiratory infec
tions, measles, and pregnancy related problems; and those seen in "devel
oped" countries, such as heart and vascular disease and cancers. 
 Organi
zationally, the major handicaps in the system have been a lack of job

descriptions, no written standards of care, few records, a poor supervi
sory system (at all levels) and a predominance of male workers trying to
deal with MCH problenis in a Muslim society. However, on the plus side 
are the large number of clinics and centers throughout Jordan, an ade
quate supply of medications and a more than adequate number of
 
physicians.
 

In 1976 the government of Jordan made the decision to change its 
traditional tertiary curative system to oneand health emphasizing the 
principles of primary health care (PHC) as outlined in the Alma Ata docu
ments. Over the next five years they developed numerous strategies and 
activities to accompl sh this, but the project that we have been most 
closely associated with has been the MOH-AID-Westinghouse contract. The
 
?MH had made the decision to retrain the existing workers instead of
 
addiig another cadre of workers, since they felt the existing workers, 
especially the maie assistant nurse, were under-utilized both technically
and time-wise. With this stipulation, the purposes of the project, as 
stated in the contract, were to: 
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1. 	 Retrain existing basic health workers by:
 

a. Training trainers.
 
The M40-Selecte physicians to e trained as trainers because 
there is an excess of ohysicians in Jordan, but a severe 
shortage of all other groups such as nurses and technicians.
 

b. Retraining basic health workers.
 
This group includes male and female assistant nurses, midwives
 
and physicians. There are essentially no R.N.'s in the PHC 
system as the few who stay in Jordan are in the hospitals. 

c. 	 Providing a system of support and supervision. 
This system must be on-going for the retrained workers. 

2. 	 Develop a health planning unit 

A fourth member of the Westinghouse Team is doing this.
 

The MOH-USAID-Westinghouse Project
 

The project began in October 1980 with the arrival in Jordan of Dr. 
Stephen Coray, Physician, Pediatrici..n and Administrator who was the
 
Manpower Coordinator; Ceorgiana Coray, a close relation, who is a Family
Nurse Practitioner and teacher; and they were joined in November by Dr. 
Siva, head of Community Medicine Department at the U. of Jaffna in Sri 
Lanka. Steve and Georgiana Coray will be with the pruject for two years 
a.nd Dr. Siva for one. 

In order to develop the retraining programs, our overall strategy wAs
 
to go through the following preliminary steps:
 

1. 	 Develop and have approved by the Ministry, .he jobs or tas.ks that
 
needed to be done in this particular PHC systam.
 

2. 	 Develop and have approved by the Ministry, a standard of care for
 
the PHC evel.
 

3. 	 Develop the method of teaching these skills to the basic health 
workers, using 20 physician trainers that we would heve to teach 
how to be teachers.
 

Task 	lists
 

Since there were no job descriptions, we developed very detailed 
task-lists. Although it's not ideal, the task-list can be used as a 
substitute fnr a job description for supervisory purposes. 

Standard of care
 

We 	 discovered, as obviously many others have in the past few years, 
that 	it is impossible to teach clinical material, or supervise effective
ly, without writLen standards, and this meant putting together a manual. 
We looked at the existing ones, but none met our needs completely since 
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it needed to be in Arabic and for a system where there Is a multitude of 
physicians...even if they aren't always where and when you would like 
them to be! By borrowing very heavily from Dr. David Werner's excellent 
boo*, Where There Is No Doctorl/ and from the Primary Health Worker 
manual from World Health 0rganlzation (WHO)2/, we evelopel in English a 
400-page manual that has now been translat-d into Arabic and is in the 
process of being field-tested.
 

Training trainers
 

Since none of the team spoke fluent Arabic, 20 Physicians who spoke 
some English were selected hy the MOH to become trainers. Incidentally, 
norie of these physicians were trained in Jordan. Most of them were quite 
recent graduates and were clinically oriented toward tertiary care. Most 
of them had been "volunteered" by their local directors and much of the 
three months had to be devoted to changing attitudes as part of the 
curriculum.
 

The curriculum for the trainer course included the following in a 
12-week program: Orientation to Primary Health Care; Epidemiology; 
Teaching Methods; Basic Administration-Supervision; and the clinical 
content of what would be taught t0 the basic health workers. Detailed 
course objectives and content are available for those who are interested. 

The part of the trainer course devoted to the clinical content was
 
done as "micro-teaching" sessions in which each student wrote the lesson
 
plan (content, objectives and teaching method and time) for an assigned
 
number of subjects, using the manual as the content. These le!on plans
 
were developea for all the grcups who would be taught and a-.e ir notebook
 
form with each trainer having his own cooes.
 

The section of the trainer course dealing with administration
supervision covered, in a very basic way, communication skills, leader
ship styles and skills, team building, motivation, job evaluations and 
objectives, dealing with change, ways to overcome resistence and the 
basic health planning process. 

Retraining basic health workers
 

The decision was nade by the WOH to retrain the male assistant nurse
 
first, primarily because they are the largest group of health workers,
 
the least utilized and the basis for PHC since generally, they are the
 
first point of contact for most patients. The female assistant nurses,
 
who usually work in MCH centers or the health centers, are the next
 
largest group and the midwivc-e the least numerous. The decision was made
 
to leave the physicians until last, primarily to give our trainers some
 
experience and cvcdibiity before facing their peers who are usually the
 
most difficult audience. Ylowever: all PHC physicians were given a three
hour orientation as to whet ar.J why the other workers were being taught
 
so that they know what skils to expect after the retraining is com
pleted. More importantly, this should make their job of supervising
 
these workers more effective. Later, all these physicians will be given
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an intensive one-week progrm In PHC and supervisory skills. In &ddi
tion, we are hoping to Involve as many of them as possible in the actual 
retraining to gain their Involvement and support. 

Supervision and Support Systew
 

Supervision of trainers
 

Even though we are specifically discussing the supervision of basic 
health workers and their technical support, we have to first discuss the 
supervision of our trainers because the rest of it follows from that. We 
have developed several means of support and supervision of the trainers, 
some 	of which have already been mentioned. These include:
 

1. 	The lesson plans

As-wentioned, separate lesson-plan books are available now for 
the male and female assistant nurses and the midwives. Similar 
ones will be done for the physician-course. 

2. 	The "Primary Health Care Manual" 
As mentioned, this is available in English and Arabic and this is
 
what sets the standards of care.
 

3. 	Site visits
 
These are being done by the entire team (all of us in different 
directions) to first assist in setting up the retraining classes
 
and then to observe the actual training.
 

4. 	Pre and post-evaluation of each student 
This serves to evaluate both the student and the trainer and the 
evaluation instrument consists of four sections. This is in 
Arabic also. 

a. Inventorz of the clinic 
This isto determne the basic equipment and supplies that are 
available and to assist the MOH in knowing what things are 
needed for basic PHC services. 

b. Knowledge section 
There are 14 multiple choice questions.
 

c. Skills section
 
There are 11 basic skills and if the student states that ie 
can perform a skill, he is observed doing it. 
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d. Records section
 

There are very few records kept now. They will be taught a
 
"Tickler File" system until better records are designed.
 

The pre-test will be done by the trainer who will be teaching the
 
group of students before they tbegin the course. The post-test
 
will be done by another trainer as the course is completed.
 

These then are the ways we have already developed to support and
 

supervise our trainers.
 

Supervision of basic health workers
 

In order to adequately supervise any greup of people, it is necessary,
 
as a very minimum, to have the following:
 

1. 	Standards oF performance

For 	 the basic health workers, these standards are found in the 
Task 	Lists and in the Manual.
 

2. 	Method of evaluation 
For the basic health wur~ers, this is the pre-post and impact 
evaluation model. 

3. 	Persons trained to use the method
 
For now, this is the trainer, but eventually the clinic physician
 
must be traine2d to use this.
 

Implementation 

Immediate supervision is being done by: 

1. 	Manual
 
Thi-s-sets the standard of care
 

2. 	Task list
 
This is beir,g used as a substitute for a job description
 

3. 	 Pr,"-post and impact-evaluation 
his was described under the trainer supervision, but the test 

will be repeated approximately three months after the completion
 
of the retraining and will be given by an outside evaluator.
 
This 	will servw both to measure impact on services as well as to 
serve 	as the basis for supervision for the retrained workers.
 

4. 	Administration.-superviston skills for top MOH management
 
Tis Is being lone by a group from AUPFIA who have been coming to 
Jordan over the past two years and have been working with this 
group on supervisory skills. 
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Planned suprort and supervisory activities for the future
 

1. Counterpart training
 
uunterparts, probably three, will be chosen from the first group
 
of physician trainers. They will be brought into Amman this Fall
 
to work fu.Oll time with us until we leave. They will develop the
 
skills in administration and supervision to ensure chat the
 
retraining continues until completed, but more importantly, they

will be ahle to develop any new programs that are needed. In 
order to adequately train them and to give them supervised
 
experience we will conduct another train the trainer course in 
the Fall and the Counterparts will do most of the teaching.
 

2. Training of MOH clinic physicians
 
As mentioned oreviously, this has been delayed to give the
 
Trainers some experience and credibility. The lesson plans for
 
this group will be developed, with the Trainers participating, 
and will concentrate or. the principles of PHC and on supervision
techniques for the basic health workers. The evaluation tool 
previously described will probably be the basis for the method 
used and will focus on promoting an exchange between the
 
physician and the other basic health workers.
 

3. Training new MOH clinic jny;icians
 
T.'..-..H is interested in organizing a short course that would 
orient all new MOH physicians before they begin their work in 
village clinics and health centers. Since this is another course
 
that would need to be given in Arabic, we will be involved in 
assisting the counterparts to teach this on an on-going schedule.
 

4. Initial training of all new MOH personoel
 
After completing the retraining of existing personnel, it is 
expected that at least some of the trainers will become involved 
in designing and/or teaching the classe,. for new employees,
 
especially those at the level of assistant nurses.
 

NOTES
 

1/Werner, D., Where There Is No Doctor, I.lo Aito, California: 
Hesperian Foundation, (1977). 

2/World Health Organization, The Primary Health Worker, England:
 
Pit5an Press, (1980).
 

217
 



MANAGEMENT TRAINING: A SYSTEMS APPROACH 

Kaval Gulhati
 

Seminar Speaker
 

There are many different ways of determining training needs and 
designing training programs to meet those needs. the systems approach 
provides a way of looking at all parts of an organization; how they fit 
together; and what kinds of management needs are manifested in the sub
systCAs. Such an analysis helps to identify the gaps in managerial 
capability and to prepare training designs which could help In better 
program implementation.
 

This paper uses the systems approach to analyze the management train
ing needs of family planning programs and shows how such an approach has 
been utilized in a project of the Center for Population Activities 
(CEFPA).
 

In systems theory, management" is the controlling or decision-making 
aspect of the organization and its sub-systems. For systems to work, 
tasks have to be done; the primary task itself, for instance, consists of 
nim..rous sub-tasks. All these tasks require coordination--between 
suecialists and non-specialists, between the systems, between systems 
boundaries and the environmert and so on. Furthenmore, task objectives 
must be in harmony at each level or else each sub-system is likely to 
compete with the other and undermine the overall objective. Thus, some 
mechanim for regulation or control is necessary to monitor the progress 
of the system towards the achievement of task objectives. The central 
function consists of monitoring, regulation and integration of the tasks 
towards the organizational objective. "Managers" are those individuals 
who are responsible for the functioning of the system and "managemento is 
the Nworking with and through individuals and groups to accomplish organ
izational goal;." 

The training strategy follows from the management system and consists 
of an attempt to understand the management fuictions and roles of family 
planning administrators at various levels in the system. Based on this 
analysis, an overall training framework is developed frcm which several 
modules can be prepared to meet specific training needs. The purpose of 
the framework is to provide basic guidelines for the selection of 
trainees and the design of training programs to meet their needs. It is 
not intended as a prescriptive approach but rather one that seeks gn give 
a flexible framework within which different training modules arv: possible 
for providing training at a single level (i.e., horizontal) or at a mix 
of levels (i.e., vertical). Furthermore, it is an effort to clarify the 
kinds of training techniques and materials most useful for developing 
specific skills. Training has been defined as "any activity which 
deliberately attempts to imrove a person's skill T'-a -ob"and-VT 
Wefinition serves as ebasit Eon-eip7fr-develo-ping -e training 
strategy. 
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Functions of Family Planning Managers 

The word "manager" is used in many different ways. We use it here to 
refer to senior, middle and frontline managers. A family planning admin
istrator is, therefore, a manager above a certain level, usually field
supervisor, who has subordinates and consequently manages other people
directly. What is the function of these managers? What do they do? In
 
the broadest sense, their job is to deploy the human, financial, tech
nical and physical resources of the organization in a manner which
 
preserves the integrity of the whole organization. The functions of
 
management are well-known; that is, they fall into more or less familiar
 
categories:
 

1. Marketing functions
 

--Comunications and motivation of client
 
--Distribution and supply of contraceptives
 

2. Delivery of service
 

--As a health and welfare function
 
--As a consumer service, i.e., a marketing function
 

3. Administrative functions
 

--Personnel management
 
--Coordination
 

4. Control functions
 

--Finance and budget
 
--Evaluation and information
 

5. Planning and development functions
 

--Program planning--setting objectives, determining strategy
 
--Developing and encouraging research in 
new technology,
 
delivery system:
 

6. External relationships
 

--Make organizational goals acceptable
 
--Obtaining resources from funding agencies
 

The task for the trainer is to relate these functions to the manager's

role at the different levels in the organization. For example, communi
cations and motivation of client calls for planning and determining a
 
mass media strategy at Level 2, implementing a mass media campaign at
 
Level 3 and winning over a'.ceptors via face-to-face communication and
 
motivation at Level 4. 
Fron this, we can devel ip an "inentory" or the 
job-related needs of famil," nlPanning administrators. The inventory is 
intended as an aid for determining the appropriate type of management 
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training by level, skill, content and methodology. The term "level" 

refers to the four levels in any delivery system, namely: (1) policy, 
During
(2) administration, (3) operations and logistics, and (4) field. 


1975-1980, ten six-week management workshops iere implemented for 300 

participants from 50 countries. While common-sense rules that local or 
is costly, benefitsin-country training less there are intangible in 

For instance, top-level managers when removed
international training. 

new ideas and opportunities
from their own milieu tend to be more open to 


a regional or international setting.for broadening their outlook in 
While a case can be made against sending Level 4 managers overseas, 

again, there are intangible gains in enhanced status and motivation upon 

return.
 

Furthermore, exchange of international experience and ideas can often
 

approaches in hitherto conservative communities.
accelerate innovative 

the use of lay persons in the delivery of serv-
For instance, sessions on 


programs such as in Thailand or Bangladesh canices in community-based 
trigger a positive response towards such delivery systems among partici

pants from other cotntries. Also, mixing levels and professions is more
 
such mixing is desirableacceptable outside the local cultural milieu and 

if one of the training objectives is to provide better insights into 

management constraints within the total system.
 

CEFPA's international management training strategy for family planning
 
an analysis uf the key managementadministrators was also derived from 

characteristics of the four different types of delivery sub-systems which
 

form an integral part of the overall family planning delivery system. 
or
These four models can be described as: (1) household, (2) commercial 


social marketing, (3) community-based, and (4) traditional clinic/surgi

on of models developed introducecal. Case studies each these were to 


the importance of the cultural texture and the reality of the socio

economic milieu of the Third World.
 

The type of management training and the materials used depend upon the
 
has shown that the objectives ofobjectives of the training. Research 

the managers and the management trainers or educators are not always the
 

same. Training policy, to be mutually beneficial for the manager and the
 

organization, must recognize these differences and formulate strategy
 
instance, the Manager has a short-termencompassing both needs. For 

followobjective and wants Facts and Skills (i.e., A an-B-I-in diagram on 


ing page) and the Trainer wants a widerorganizational horizon for the
 

manager (i.e., longer-term benefit to the manaqer and the organization).
 

Training in "managerial" skills for administrators of commnity-based
 

programs is a fairly recent endeavor. Trainers have had to improvise and 

rely on intuition in designing and implementing training orograms. As 

the demand for better program performance has increased, so has the 

demand for training programs which are more clearly geared to the spe

cific needs of personnel at all levels. Herman Kahn has said that "good
 

the number and intensity of painful experiences"
management can reduce 

and that is what we are trying to do--to train for good management.
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FOUR TYPES OF OBJECTIVES FOi1 MANAGEMENT TRAINING
 

221
 



MANAGEMENT TRAINING OF MID-LEVEL WORKERS
 
AND THEIR SUPERVISORS: THE MEDEX EXPERIENCE
 

Ernest E. Petrich
 

Seminar Speaker
 

Although there are widely varying understandings of the term 
"management," in the context of the health sector and developing country 
situations, the term can be defined as: 

The process of mobilizing, protecting and utilizing limited human and 
non-human resources to achieve health objectives.
 

We have learned that the practice of "management" is very culturally 
sensitive. It is not possible to transfer Western management concepts 
and practices to other cultural settings without considerable 
adaptation. So-called "management training experts" who l.ack adequate 
cross-cultural experience continue to rediscover this, at great expense 
to intended beneficiaries.
 

The objective of nanagement training is to improve the managerial 
performance of individuals and health teams to develop or iriprove their 
knowledge and skills in: 

1. 	 Basic management practices, such as ,orr.anications,
 
Inter-personal relations, small-group process and
 
problem-sol ving;
 

2. 	 Performing managerial functions, such as teim
 
leadership, work planning aoid evaluation, activity
 
coordination, supervision, counseling and on-the-job
 
training, and external advocacy and liaison.
 

3. 	 Utilizing management support systems. This includes:
 
ordering, maintaining, and prote'ting z;ugs and other
 
supplies; maintaining the physica) facility and equip
ment; maintaining and utilizing transportation and
 
communications resources; and applying policies and
 
procedures related to records and reports, personnel
 
and finance.
 

In the training of mid-level health workers (MLHWs) and their super
visors, we have utilized the principles of competency-based training 
(CBT) and have found these to be most efficient and effective in achiev
ing management training objectives. The CBT approach first require a 
thorough analysis of the precise knowledge and skills required. A task 
analysis table is prepared which divides every duty of the job to be 
performed into the specific skills and knowledge required. This serves 
as the basis for development of management training objectives and for 
curricul'm development and adaptation. The curriculum and materials are
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thus restricted to only that which is essential for practical performance
 
of the job, thus avoiding the common pitfall of including too much extra
neous information. Emphasis on skills development, rather than only

knowledge transfer, dcmands an emphasis on active learning, which is
 
encouraged by the training methods selected. Knowledge transfer objec
tives are not neglected, but are inteirated into a curriculum emphasizing
 
skills developnent exercises. Finally, the CBT approach stresses student
 
evaluation, including pre- and post-testing, combined with remedial work,
 
to insure that students achieve A minimum standard level of skills.
 

In our experiences in Asia, Africa and South America, we have learned
 
that a variety of u-eful training strategies can be employed both to 
overcome what is often a general apathy towards management training and
 
to make such training effective. For supervisors of mid-level health 
workers, including physicians, management training is usually more ac
ceptable when it is not labeled or perceived as being "management train
ing." Thus, through-pograms for the training of trainers, or orienta
tion seminars, conducted alone or as integral parts of workshops or 
conferences held for other reasons, health professionals who do not view 
management training as a high priority can be effectively reached and 
their management skills improved. For mid-level health workers, we have
 
found that management training is more effective when integrated into
 
their :li'iical and community health training, both during their pre
service training, and later as an integral part of their on-the-job
 
continuing education.
 

At the University of Hawaii, we have been developing and field testing
 
prototype management training materials that can be adapted to developing
 
country situations. Management training is fully integrated into the
 
overall prototyoe curriculum. The process of adapting these prototype

materials as part of curriculum preparation also serves as cne vehicle 
for training trainers. Also, the subsequent evaluation and improvement

of the adapted MLHW curriculum, training methods and practices serve as 
an excellent opportunity to train others in management practices. Our
 
experiences to date are best illustrated by an example from a specific
country, Guyana, South America. Guyanese officials initially believed 
that during a 12-month training course for mid-level health workers only 
two days could be dedicated to management training. However, as they
began to look more thoroughly at the management activities required by
the actual job to be performed by the mid-level health worker, the amount 
of time available for management training was greatly increased. Because
 
prototype management training materials for mid-level health workers had 
not yet been developed by the ,EDEX prc-ram, we drew from a variety of 
international sz:urces to develop some cur,-iculum materials which were 
then adapted to meet Guyana's specific needs. Much of the curriculum,
however, was developed directly in Guyana, including actual case histo
ries described by Guyanese officials and health workers at all levels of 
the primary health care delivery system, specifically including those
 
located at the most isolated peripheral health posts. Specific Guyanese

policies, procedures and practices were documented, as were common man
agement problems. The initial management training module consisted of 
the following 14 units of instruction:
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9 

1. The Management Process
 

2. The h.ealth Services Team 

3. The Health Services Delivery System
 

4. Personnel Management
 

5. Financial Management
 

6. Facilities and Equipment Management
 

7. Drug and Medica! Supply Maragement
 

8. Administrative Supply Management
 

Transportation Management
 

10. Communications Management
 

11. Management information Manage.r.t
 

12. Planning and Scheduling Work
 

13. Assisting Health Team Members and
 

14. Evaluating and Improving Work Performance
 

After the experience of teaching this module to two classes of mid
level health workers, and after evaluations by students and tutors, it
 
was decided to break the module lntc two modules. One module was to be
 
taught early at the beginning of the training course for mid-level health
 
%orkers, focusing primarily upon basic managerial oractices, including
 
team functioning. The second module, to be taught at the very end of
 
the training course, just prior to deploynent to field assignments,
 
focused on utilizing management support systems. Continuing feedback, 
both directly from graduates working in the rural areas and through eval
uation of their management performance by supervisors, has resulted in 
giving higher priority and more time to management training within the 
overall curriculum for mid-level health workers. There have been con
sistent indications that the MLHWs themselves believe that one of the 
most useful components of their curriculum has been the health services 
management training. This undoubtedly stems from the fact that many of 
the problems mid-level health workers encounter in carrying out their 
duties in rural areas either are managerial problems or stem from such 
probl ems. 

A few examples illustrate some concrete benefits of this training. 
Until health workers were trained in 4eam functioning, they often func
tioned as solo practitioners at times unable to adequately cope with 
workload and emergency situations. Until they were trained to take 
alternative actions to solve drug shortage problems or get equipment 
repaired, they more often went without drugs or essential equipment. 
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Until they were trained to deal with their bureaucratic organization,
 
they were powerless to overcome the multiplicity of administrative obsta
cles that often inhibit primary health care delivery. Improvements were
 
observed in all of these areas after training.
 

We have often found that the shortage of physicians in rural -;eas,
 
requires that they train non-physicians to serve as superv'isors mid
level health workers. For this purpose a special training module is
 
being developed.
 

The need for substantial management training of mid-level health
 
workers and their supervisors is often unrecognized by Ministry of Health
 
(MOH) executives and trainers alike. We have found that obtaining com
mitment to such training depends upon developing an understanding of why
 
managjement training is neeled, what it is, how it should be develcped and
 
conducted, and what benefits it can produce. Decision-making officials
 
are not easily convinced without targible evidence of practical bene
fits. Initially, none of these are easy to demonstrate locally and we
 
have found that it is best to provide evidence of practices and results
 
elsewhere. Once this initial obstacle is overcome, application of prac
tical CBT training flmethods can result in significant benefits that are
 
perceived by students, administrators, and policy-level decision-makers
 
as well. If successful, this will hopefully lead to increasing the time
 
an resources allocated to management training of mid-level health work
ers and their supervisors.
 

Increasing amounts of public and private resources ar being allocated
 
to primary health care development. Major efforts focus on improving the
 
clinical and community health knowledge and skills of mid-level and com
munity/village level health workers. Without management training of
 
these workers, however, much of the investment may be wasted. They will
 
not be able to help improve the health status of those they serve without 
first having the knowledge and skills to survive in difficult administra
tive environments and to plan, organize and deliver appropriate and
 
timely services that are responsive to the needs of those theyi serve.
 
For mid-level health workers, particularly, management trainirg is an
 
absolute must.
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COMH1UNICATION STRATEGIES FOR THE MANAGEMENT OF 
PRIMARY HEALTH CARE WORKERS 

Anthony J. Meyer
 

Seminar Speaker 

There has bren a growing concensus in the international health cou
nity that the worker furthest from the administrative center of the
health system is the most valued and important person in the system.
Alma Ata has sealed this fate. Aid most current health systems planning
reflects this perspective in that the village level primary health care
worker is the main carrier o' the muiiple, integrated, preventive, and 
curative services that we espouse. Paid and trained least in the system,

the village-level worker is perceived to be all things all people andto 
shoulders the lion's share of the work within the system.
 

But in developing countries, if not in our own, the cost of petrol,

the salaries and ambitions of middle management, the scarcity for one 
reason or other of material supports have often left this village level 
health worker an isolated asymptote of our aspirations. He or she gets
neither visited nqr supplied. In-service tralning is minimal. The usual
mode of obtaining diagnostic assistance is r-ferral to a hospital many
miles away. Morale? Actual time spent on the job? Motivation to under
take comunity-based preventife measures on one's own? Could be all 
rather low. 

Improved communication can have an impact on this situation. Two-way

radio, open radio broadcastinn, and related communication technologies
 
can be used to support the supervision of primary health care workers.

Two-way radio can be seen as more than a petrol substitute for visits 
from management. Applications in Alaska, Guatemala, and Guyana have 
shown a significant impact on worker morale, on inventory control and in 
the timeliness of diagnostic assistance. The quality of referrals
becomes higher. By introducing a agrand rounds" of the air, by having a
 
dozen workers discussing a series of problems with centrally located
 
expertise while listening in on each other, an innovative and effective
 
method of in-service training can be introduced with implications for 
worker professionalism which is the ideal context for management.
 

Open broadcasting can go well beyond the Sunday morning public service
 
announcement (PSA) ghetto familiar to U.S. audiences. Imagine the pri
mary health worker in a fairly isolated village in a developing country
where the main link 
to urban living is a voice on a radio. The worker
 
hears his or her activities discussed in the news by the Minister of
Health; spot announcements during the day reflect-the same messages the
worker has been taught as his or her staple; a visit from a vaccination 
team one week hence is announced; in the evening, the worker can listen 
to a program specially designed to answer his or her questions which is 
conducted through interviews with similar workers. Implied in this 
varied use of radio is legitimation of his or her role as primary 
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health worker; reinforcement of his or her daily instruction; placement
of his or her professional concerns on the public agenda; and a continual
opportunity for in-service training. These are all functions of open
broadcasting which can be seen as supportive of improving the managpment
of the village-level of primary health workers. 

The use of two-way radio and open radio broadcasting are two major
applications of conuunication technology which can contribute to te
 
management of the primary health worker. Depending on location, graphic
materials, television, telephone and satellite telecommunication may also
 
have their particular support function. 

We must not enshrine communications technology as a panacea or a 
quick-fix answer to complex management problems. Rather, communications 
must be viewed as an ubiquitous companion to a shared assumption about
 
management. The systematic support of 
the health workers role and self
esteem in that role and regular contact with central expertise for advice
 
and training are in part functions of management or contribute t3 manage
ment. Very clearly, communication methodology can significantly improve

each element of that assumption.
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SOME THOUGHTS ABOUT USING OPEN BROADCASTING 
TO SUPPORT VILLAGE HEALTH WORKERS
 

Thomas 14. Cooke 

Seminar Speaker
 

The village-level health worker bears the burden of delivering health 
services. These people are expected to embody the interuinisterial 
collaboration which the ministries in the capital city often find impos
sible to sustain. 

Their training is minimal, and supervision is irregular and uneven in
 
quality. They are overburdened with paperwork, poorly equipped and sup
plied, with a high drop-out rate, yet they are expected to do everything 
from first-aid to weighing babies to supervising the construction of fish 
ponds. 

Improving the supervision and management o? these far-flung workers is 
a dilema for the primary health care system. The lack of money for fuel 
and the complexity of management where telephones are non-existent sug
gests other means of communication between the supervisors and the field 
workers. 

Others t,)day have talked about the use of two-way radio to link the 
health workers to regional or national centers. There is widespread
 
experience with this technique, ano its effectiveness is recognized by
 
many managers.
 

There Is far less experience in using open broadcasting to reach these 
health workers. But open broadcasting has been used successfully to 
reach other target audiencei. This suggests that it could be very useful 
in supporting village health workers, bolstering their supervision, 
morale, prestige, reinforcing their work with families, and providing 
refresher training. Open broadcasting deserves special consideration 
because of its lcw cost; no special equipment is needed. Ever country 
has a national radi.i broadcasting system, and radio ownership is wide
spread inmost countries.
 

There is ample evidence from projects in the United States and the 
less developed countries tnat carefully prepared radio programs can bring
 
about changes in knowledge and attitude in spen.ific population groups. 
While these projects have been usutily aimed at the public (consumers, 
mothers, small farmers), we might well assume that similar or even better 
results could be obtained with village health workers. After all the 
village health workers are more highly motivated than the ordinary house
wife. Certainly they are better trained in health and nutrition, and 
they ought to be more receptive to new ideas. 

Open radio broadcasts, i.e., broadcasts to which any one with a simple 
radio receiver could liste-73ave been used for several decades to bring 
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education and motivation to specific audiences. Several formats have

been used: classrooms on the air with accompanying printed materials,
leading to degree programs or sometimes broadcast to conventional formal
education classrooms as in the Nicaraguan math project; farm forums 
broadcast to listening groups led by community leaders or 
extensionists;

talk shows and interview programs, soap operas, and other programs with
out organized listening groups; and short 30-60 second messages inserted
 
within programs which already have an audience of those people whom one
 
is trying to reach.
 

Each of these formats has its advantages and disadvantages. Most
 
likely, a mix of styles and methods would be most effective. The content
 
of what one 
is trying to communicate, its purpose, the characteristics of
 
the target audience, the reach of the radio, the extent of radio owner
ship, access to radio by the health program, and other issues will deter
mine how open radio broadcasts can best he used to support village health
 
workers.
 

There are no automatic answers and no ready made formulas. But this 
does not mean that programming decisions can b4 made only after a lengthy
and costly study. On the contrary, the project design team might include 
a communication specialist for a portion of the design phase and budget a
modest amount of technical assistance during implementation. Nearly
 
every country has experienced radio writers and programmers. The use of
radio to support village health workers would a newbe application of 
already existing skills.
 

The communication element of a primary health care project should be
viewed as a support component, thoroughly integrated into training, 
management, outreach and education goals.
 

Two basic communications strategies might be combined:
 

--communication to 
the general public to reinforce the
 
efforts of the village health workers, to introduce
 
them to the community and to give them added authority;
 
and
 

-- communication to the health workers themselves-to 
remind them of their training, to serve as models 
for their daily contact with their target group, 
to keep them abreast of administrative developments,

and to inspire them to continue to work even under 
difficult conditions.
 

The use of open broadcasting radio for these strategies can 
only be
 
done with careful planning and consideration of the special circumstances
 
of each program.
 

Setting aside this advice for a moment, let us sketch out how open
broadcasting might he used to support the village health worker. 
What is

proposed is not pure speculation, but is based on the experience of our 
firm and that cf many other organizations in the use of radio for educa
tion goals. 
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Open broadcasting will offer to the primary health care system an
 
ability to coemwunicate with the village health workers quickly, with
 
consistency, at a low cost, and with a minimum management sructure. It
 
is no rep7acement for the important personal interaction provided through
 
on-site supervision, nor cn open broadcasting ensure that all of the
 
village health workers are listening to each of the broadcasts, but
 
through repetition 3nd through thoughtful programming, the target audi
ence can be increased.
 

The core of the radio strategy might be a weekly 20-30 minute program
 
broadcast at a fixed time, aimed at the village health workers them
selves. Of course, since it is broadcast over an open frequency the
 
public can listen as well.
 

The purpose of this program would be to bring information to the
 
worker essential to doing his or her job. For example, the new informa
tion presented in the initial training would be reinforced and explained
 
in greater detail. Administrative information such as the launching of a
 
campaign for vaccination might be announced first over this program. If
 

the workers are to report to their regional offices for supplies, they
 
would be reminded by radio. In those countries where radio ownership is
 

rare, and the chief of the village is likely to be the only one owning a
 

radio, the program might incljde information for him about the health
 
program.
 

One of the abiding impressions I have received of village health
 
workers is that they feel isolated from their colleagues and the support
 
of the regional centers. The longer radio program can reduce this
 
feeling by telling what other workers are doing throuqhout the country.
 
Interviews, letters and dramatizations might be some of the formats to
 
accomplish this goal.
 

All of us who have worked or lived in sm~all towns know the importance
 

of gossip and personal news. Such communication strengthens the network
 

that we call "community." Village health workers are also a community,
 
and personal news will remind them that they have colleagues who share
 
their successes and failures.
 

Another radio program might be used is a teaching aid if the workers
 
are leading classes or discussion groups in the villages. For example,
 

the broadcast of a program on maternal an. child health every week,
 

following a pre-determined curriculum, might 6: the center piece for the
 
discussion group, not trying to replace the personal involvament of the
 

worker, but to stimulate the villagers. This program, orce produced,
 
could be recorded on cassettes and given continual dis'tribution for
 

repetition at future classes er those which do not meet at time of the
 
broadcast.
 

Short radio messages, from 30 seconds to two minutes can carry less
 

information, but they can reach wider audiences if they are repeated over
 
long periods of time. Such messages might be used to promote the longer
 
programs just mentioned in the same way that promotional spots are used
 
on commercial television to build audiences for feature programs.
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The spot announcements can also be used to reach the public with
information identical to that being delivered by the village health work
ers. This serves two purposes: first, to reinforce the workers' mes
sages; and secondly, to remind the workers of the messages that they are 
to be delivering to their target audiences.
 

Finally, the spot announcements, and indeed the lonqer programs can 
validate and give authority to the actions and recommendations of the
village health workers. The mass media have authority in themselves. 
Infonation on radio in developing countries still enjoys the same cred
ibility that we used to give to the printed page in this country.
 

Using radio in primary health care systems is no substitute for the 
personal contact between health workers and 
the village mothers, or
between the supervisor and the health workers themselves. However, radio 
can extend, reinforce, give consistency and authority to health informa
tion and worker training. 
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FUTURE DIRECTIO4IS FOR MANAGEMENT Or PRIMARY HLALTH CARE WORKERS
 
USING COWtUNICATIO" STRATEGIES AND TECHNOLOGIES
 

Dennis R. Foote
 

Seminar Speaker
 

Use of new conwiunication strategies for management of primary health 
care will depend on two conditions: (1) the emergence of new communica
tion technologies and their possible significance and (2) the requirement
 
for corresponding changes in institutional structures in order to take
 
advantage of the potential benefits they offer. Without simultaneous
 
progress on both fronts, one cannot be optimistic about improvements over
 
the current status. 

New Technologies
 

In this section, concentration is primarily on techaologies for two
way rather than broadcast comnunication. This is not intended to imply
 
that broadcast technologies do not have an important role--on the con
trary, for the near future, they are apt to be the most appropriate tLch
nologies for use in develeping country environments. Howpvcr, they are 
relatively mature technologies and ate not likely to change drastically, 
with possible exceptions in the areas of small radius transmitters and
 

'
 solar powei,systems. For this reason they are more likely to see a grad
ual expansion of their current uses than to spread significant innova
tions. Focus will be almost exclusively on narrowband techniques,
 
because the advent of affordable two-way broadband (video) applications 
is still in the distant future. Narrowband communications are those that
 

use only a narrow portion of the electromagnetic spectrum, such as radio,
 
telephone, or data transmissions. Finally, the emerging technologies
 
will be divided into two general classes--transmissions systtns and peri
pheral devices.
 

Transmission systems
 

The easy flow of information among the participants in rural primary 
health care systems is desirable, yet the essential problem is how to 
accomplish it. You have heard about the use of radiotelephones to inter

connect workers and supervisors. Typically, such systems have been 
single purpose UHF or VHF radio networks, maintained and operated by the
 
Ministry of Health for their sole use. The history of such systems is 
ambivalent. For one thing, capital cost and power supply problems can be 

impediments; for another, the difficulty of continuing maintenance on the 

system often leads to service disruption. Several technical advances or 
system changes hold forth promise here. In the area of holding down 
capital cost, attempts have been made to substitute Citizen's Band (CB) 
radios for the more expensive UHF ones. A USAID-sponsored experiment in
 
Nicaragua using CB radios for some of the links showed mixed results. It
 
appears that a CB system can be reliable over short distances and that 
carefully strung antennae may increase the range substantially. However, 
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the intrinsic limitations of terrestrial radio--that it is wasteful of
 
spectrum and that it is unpredictable in use over long distances--are 
soon reached. 
Two related changes may help alleviate these limitations.
 

First, the distance/reliability problem is being solved in casessome 
by using hybrid systems, particularly with satellite transmissio5n, to 
cover the long distances reliably. The early Alaskan two-way Satellite
 
radio projects used an experimental satellite to cnve- tne huge distances
 
in that state. Now an operational commercial system carries the
 
traffic. In Peru and the Philippines, plans are in process to link
 
radiotclephoncs to satellite stations in order to get the best of both
 
technologies. There, radiotelephones will be used to cover short
 
distancc. between 
rural villages and one of several central satellite
 
statio ;, thus achieving a high density of coverage at an affordable 
cost. The satellite stations will be used to link the radiotelephone
 
users into the main telephone system and to transmit the calls hundreds
 
of miles to the capital.
 

The simultaneous development of relatively inexpensive satellite earth
 
stations with signal processing electronics that are appropriate for
 
rural areas and of relatively powerful commercial satellites have made
 
possible the emergence of rural telecommunications system that can link
 
rural population center. to distant cities. These systems ha%-e a number
 
of advantages over ter'estrial systems. The equipment can be located at
 
the point of service; there is no need for a difficult-to-install-and
maintain terrestrial s.stem to stretch across miles of uninhabited coun
try. Satellite signals can cover the distance in a single hop. The 
rural areas can be served immediately and in the order of their policy
priority; there is no restriction related to the slow sequential growth
of a terrestrial network from the capital outward to progressively more 
distant areas. Combining these advantages with the multiplier effect of
 
serving many rural villages around eacn satellite terminal with cheaper

radiotelephones holds out real promise for a workable systeni in the fore
seeable future.
 

The second related change has to do with the problems caused by waste
ful use of spectrum. Two-wdy radio systems have almost invariably been
 
applied for a single purpose by one institution, such as for field worker
 
supervision by a Ministry of Health. In such an application, the equip
ment usually sits idle a grc. of the time and is not well
Jeal maintain
ed. As a result, the capital investment and the spectrum allocation are
 
underutilized, and the reliability is poor because of maintenance short
comings. An obvious solution to this problem is slowly gaining mumentum
 
--installing a general purpose system to be shared by many users, and
 
assigning maintenance responsibility to an institution (usually the
 
national telecommunications entity) with the expertise and resou.-ces to
 
do it adequately. The increase in efficiency of spectrum use and the
 
cost-sharing amono different users can make communications for any
 
purpose much more widely available in rural areas. This model is
 
followed by radio-based telegraph services in many countries; it requires

only a small leap to apply it to voice services, yet many Ministries
 
insist on installing their own single purpose networks. The necessary

hardware for this innovation has existed for many years. All that is
 
required is a clear vision and some cooperative action.
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Peripheral devices
 

The mere existence of a transmission system will go a long way toward 
making possible improved training and support of rural primary health 
care workers. However, once such a physical transmission system is 
established, it becomes possible to reap even greater benefits by using 
it to support some specialized equipment. In this section the peripheral 
devices are grouped into two categories--those for transmitting visual 
information and those for specialty diagnustic use.
 

When training and/or consultation arc to be major co'onnents of a
 
communication strategy, the availahlity of visual capability may enhance
 
the effectiveness of the system. A variety of devices have been devel
oped for transmission of visual information over narrowbind channels. 
These include- electrowriters or electronic hlackboards, which reproduce 
any schematic diagram or sketch at a remote site while it is being drawn 
by the instructor; facsimile transmitters. which functon as remote copy
ing machines, generat;.. a duplicate copy of any text or picture at a 
remote site when *'.e instructor or supervisor inserts a page; and slow
scan video, which transmits the image from a television camera one line 
at a time until the picture has been built up on a television screen at
 
the remote site (a process which usually takes from 30 seconds to two 
minutes). Each type of device can be used to send information in either
 
direction, although the implications for equipment cost at the remote 
sites vary greatly. Thus, for example, field workers could use facsimile
 
transmission to send reports to their supervisors as well as to receive 
information or instruction. Each type of device also has a range of 
applications for which it is most aporopriate. Choice among the techno
logical possibilities obviously must oe based on the specific application
 
envisioned.
 

When teleconsultation is carried out over a two-way narrowband system,
 
it is sometimes valuable to be able to transmit special diagnostic infor
mation in addition to simply discussing a case. Experimenters have 
developed a range of uevices for transmitting electroencephalograms and
 
electrocardiograms, as well as remote auscultation equipment. These are
 
mentioned here for the sake of completeness; in general they probably 
surpass the limits of rural health workers' ability to respond to the
 
implications for treabnent. When devices like them have been used with
 
rural care facilities the results have been mixed. The auscultation
 
devices, or remote stethoscopes, require extraordinarily noise-free
 
transmission channels to be effective--a condition not likely to pertain
 
in developing country environments. EKGs can be transmitted to special
ists for interpretation with little loss in quality; however, two prob
lems arise. One is that, if a tracing can be made locally and one of the
 
above-mentioned visual transmission devices is available, the tracing can
 
often be better sent that way. The second problem is more fundamental. 
The limits to care in rural areas are usually not set by the kind of 
information that can be transmitted over a radio or telephone, but are 
set by the training, skills, and resources that a primary care worker can 
call upon. While the diagnostic peripheral devices may ultimately pro
vide some increase in the quality of care in rural areas, they are almost
 
certainly premature innovations in most less developed countries at 
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this time. The same is also probably true of most uses of X-ray trans

mission using one of the visual information devices.
 

Institutional Reforms
 

This presentation has advanced the argument that some new communica
tion technologies offer the potential for considerable improvement in the
 
training and support of rural primary health care workers. However, the
 
realization of any of these potential benefits depends on the context of 
implementation. One major point about institutional change in connection 
with introduction of new communication strategies has already been dis
cussed. That wds the importance of adopting general purpose transmission 
systems shared by a diversity of users. Two other institutional factors 
are also worth mentioning.
 

The first is structuril change or a change in emphasis within an
 
organization. If any communication technology is to be applied to such
 
tasks as continuing professional educatjon, consultation, and administra
tion, it must be recognized ti.at changes in the organization's tradition
al patterns are necessary. Systematically planned uses must be devel
oped, and resources must be committed to this. It accomplishes nothing
 
to invest in a communications system fc- continuing education without
 
investing in the development of training expertise within the Ministry.
 

The second institutional factor is to plan for responsiveness of the 
institution to information that flows through the communication system. 
This may require a major change in the reward system within the institu
tion. For example, knowing that your field workers' drug supplies are 
exhausted will have a demoralizing effect unless the system is read&. to 
respond to that need-..both through committing resources to putchasing 
pharmaceuticals and through an aggressive distribution systEn. that will 
make sure the worker receives a timely delivery. Changing these aspects
 
of the overall system may prove to be a far more challenging task than 
implementing the new communication tecihrologies.
 

235
 



THE USE OF TELECOMMUNICATIONS IN THE TRAINING AND SUPPORT
 
OF PRIMARY HEALTH CARE WORKERS
 

Heather E. Hudson
 

Seminar Speaker
 

The growing emphasis on the ,eeds of the rural poor in the developing 
world has . creating innovative means of extendingfocused attentir on 

health care to rural arejs.1/ However, it is generally difficult and
 
very e:epensive to extend ph-sician-ba ed health care into rural ateas.
 
Not only are there shortages of physicians available and willing to serve
 
in such areas, but the use of physicians in such contexts is often a poor
 
allocation of resources. Rural areas also generally lack the supporting
 
medical infrastructure which physicians rely on--laboratories, diagnostic
 
equipment, and hospitals--and the provision of these facilities would be
 
prohibitively expensive.
 

As a res:lt of these constraints and of £ne great need to extend 
health services to rural developing regions, a cadre of health care pro
viders or "primary health care workers" has been developed to provide 
basic curative and preventive care for rural populations. These workers 
range from "barefoot doctors" in China to "medex" in Guyana, "community 
health workers" in the Sudan, and "health aides" in Alaska. 

Despite their varied training and geographical and cultural setting, 
these health workers have much in common. They are expected to provide 
basic care in their communities under very difficult conditions. Drugs 
and supplies may take weeks or months to arrive, patient evacuations may 
only be possible if a vehicle happens to be available, and help may be 
hours ar days away. 

Given these difficulties, two-way communications can serve many func
tions to provide support to isolated health workers. In many parts of
 
the world, health workers use simple two-way radios (operated something
 
like a taxi radio) to stay in touch with physicians at regional hospi
tals. In some cases the radios are used only for medical communications;
 
in others they are shared with other government agencies. If telephone
 
service is available it may be used for health communications. In
 
Alaska, health aides use a "satellite radio," a special audio
conferencing network linking health aides to regional hospitals by
 
satellite.
 

These varihus technologies provide several functions:
 

Consultation: In Alaska, health aides are in regular con:act with a
 
regional physician through a daily scheduled "doctor call." They receive
 
assistance or confirmation in a diagnosis and patient management, and may
 
request evacuation of patients who cannot be treated adequately in the
 
village. In other systems, such as Medex in Guyana, health workers are
 
expected to operate autonomously, and use the radios only for consulta
tion for very unusual or difficult cases.
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Administration: Telecomnunications can enable more efficient adminis
tration ofruraT health care services, as radios may be used to order
supplies, arrange patient transportation, coordinate logistics 
 and

followup on orders. Inan emergency, a health worker can alert headquarters of an urgent need for antibiotics or vaccines. Routinely, health
workers may save weeks or even months by placing orders by radio and
following up on missing shipments.
 

Arranging transportation: Telecommunications can be used 
to provide

emergency evacuations and to coordinate visits by 
nurses and physicians

to the field. Flying doctor services (e.g., in Kenya and Tanzania,
Lesotho, and Australia) generally have the frequencies of the terrestrial
radio network in their aircraft so that planes can be directed in

emergencies.
 

Supervision: Once a primary health care worker is trained and sent
out to thefield (or back to the home community) he or she usually func
tions virtually autonomously, with only infrequent visits by supervisors
or special refresher training sessions. Two-way radio can be used to
provide a form of remote supervision by giving guidince and feedback to
 
health workers inthe field.
 

Continuing education: Some telecommunications systems can be used for
continuing education. 
InAlaska, health aides learn by "listening in"to
the daily doctor call with other aides on 
the audio conferen Jng system.

InGuyana, weekly "grand rounds" by radio are used to present cases to

the medex and to quiz them on their knowledge.
 

Morale: rinally, but not inconsequentially, a communication unit can
boodsttFe-morale of a health worker ina remote area. InLesotho, public
health nurses were adamant that if the government wanted to extend health

services into the remote mountain areas, itwas mandatory that conmnunica
tior; facilities be supplied for clinics there. 
 A health aide inAlaska

enthused: "Iuse the satellite ra.dio every, every, every day."
 

The Medex Two-Way Radio System inGuyana
 

A two-way 
radio network funded by USAID to provide communication to
isolated paraprofessional Medex workers inGuyana illustrates the appli
cations outlined above. 
 Ten medex each have a high frequency radio in
their clinics for communication with Medex headquarters in Georgetown,
where the base station isoperated from 8:30 to 4:30 daily. An analysis
of logs kept of communications with each site shows the radios were used

for the following purposes over the past nine months:
 

administration 43.61
 
consultation 28.2
 
conferences 1.9
 
emergency .8
 
other 25.5
 

The "other" category includes use by other government agencies, and
 

routine radio checks.
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A high frequency radio system is a very limited means of communica
tion. Signal quality is variable, and genera!ly unrelidble at night 
when there is interference from distant stations. Atmosphere. terrain 
and the type and location of the antenna may all influence signal relia
bility. Typically, the power supply is the weakest link in any rural 
communication system. In 3uyana, two of the sites were powered by photo
voltai.- cells (small solar panels) uswd to trickle charge an automobile 
battery which powers the radio. The other sites were powered by auto
mobile batteries richarged with portable generators. Ther have bee;, 

maintenance problems w4ith about one-third of the generators; also gaso
line and oil are both difficult to obtain and expensive in remote areas. 
The solar panels require ro fiel or maintenance, and have had no outages 
during the one and a half years of the project. We concluded that all 
future radio sites should be solar powered, and tnat the other remote
 
sites should be :onverted to solar power.
 

The key to the success of the medex system appears to be the strength 
and professionalism of the Medex organization. The field staff can rely 
on the operators at M-e2e4headquarters to follow-up on messages and re
quests, to get answers to questions about referred patients, to track 
down shipments of drugs and supplies, to find and expedite delayed pay
checks. Thus confidence ir the system is high. n turn, the Medex 
organization e,.sures thdt the equipment is properly maintained--through a 
contrartual agreement with ruyana Telecomnmunications Corporation (GTC) 
and a generous supply of spare parts. If a radio develups a problem, a 
spare is sent out, and the faulty radio sent in to Medex headquarters 

.which calls on GTC to ,epair it. The maintenance contract e,,sures that 
technical problems are dealt with promptly.
 

Several majur issues in planning a communication system to support 
rural health workers were encountered in planning an extension of the
 
pilot project network. First, the extended network was to serve the
 
Ministry of Health (MOH1 rather than just the Medex program. And second,
 
expansion of the network required an examination of alternatIves, to
 
determine if other communication facilities in the country could meet the 
MOH's needs.
 

It was necessary to take into consideration the organizational struc
ture of the Ministry of Health--for patient referral, administration end 
supervision. The Ministry is committed to decentralization of services.
 
Therefore, it is important to link regional hospitals into the system, as
 
they will become the focal points for these functions. However, trans
portation routes to some parts of the interior are not regionalized but 
radiate like spokes of a wheel from Georgetown. Therefore, patient
 
referrals from some regions are likely to continue to he to Georgetown 
for the foreseeabl- future, and corresponding communicatior links will be
 
required.
 

Withir this "ramework, a set of guidelines and c-iteria were developed 
to identify priority sites for the expanded network. MOH officials 
decided that the Medex headquarters base station should he linked to the 
Ministry of Health offices and to Georgetown Hospital to facilitate 
administration and patient follow-up. In the field, it was proposed to
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provide communication first to health workers based full time in remote
 
or isolated areas--e.g., without reliable transportation, or cut off for
exterded periods during the rainy season. Most of the sites in this
 
category were in f;xt Medex locations; however, a few were designated for

public health nurlses and -. workers. was also proposed
alaria ;t

provide rad~ns to comminity health workers 

to
 
in regions which are totally


inaccessible during the rainy 
season.
 

Meetings were hell with Guyana Telecommunications Corporation and with
 
other ministries 
that operate radio systems in tne interior. It was

found GTC had no definite plans to extend the telephone system to the

interior, and that it endorsed the extension of the RH system. Other
 
government networks were 
found to be much less reliable then the MOH
 
system--because of lack of spare parts, no 
formal maintenance procedures,

and/or apparert oilferinq of equipment.
 

We were forced to conclude that extension of the Medex radio network 
was the only 
viahle means of meeting the '4H's rural communication

leels. A system was therefore designed, building upon pilot project

experience, dividina the country into four zones, each 
of which would

include at !east 
one reqional hospital and associated rural health
 
workers. Jne frequency would be dedicated to each zone on 
the currently

unused fourth channel. The other three channels will 
be available for

communication with Georgetown 
or any other location in the network. This

design should meet the MOH's requirements for decentralization as well as
 
integration of the ,1edex into the health care system.
 

Conclusion
 

The above are several functiors of two-way comnunications to support
rural primary health care, illistrated by the Medex Guyana system. 
Several other examples could be cited. 

Perhaps the best summary of the value of two-way coimunication wasgiven hy a remote doctor interviewed by the author over a two-way radio 
system in the Cook Islands:
 

Interviewer: 
 "What did you do before you had the radio to get medical
 
advice? Over."
 

Outer Island
 
Ooctor: 
 "Just prayed to God. flver."
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NOTES
 

1/For additional discussion, see: Goldschmidt, Douglas, Heather
 
Hud on and Wilma Lynn. Two-Way Radio for Rural Health Care: An
 
Overview. Washingt..n: Academy for Educational Development, (May 1980).
 

Goldschmidt, Doug'as, Victor Forsythe, and Heather Hudson. An Evaluation 
of the Medex/Guyana Two-Way Radio Project. Washington: Academy 0'oF 
Educational Development, (December 198U). 

Hudson, Heather E. Three Case Studies on the Role of Telecomunications 
in Socio-Economic Development: A Reoort to the International 
Telecommunications Union. Washington: Keewatin Communications, (May 
1981).
 

Hudson, Heather E. Plan for Extension of the Medex/Guyana Two-Way Radio
 
System. Washington: Academy for Educational Development, (June 1981).
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IV. PROGRAM SUPPORT OF PRIMARY 
HEALTH CARE WORKERS 



ADAPTING SUPPORT SYSTEMS TO LOCAL NEEDS
 

Allan Rosenfield* 

Semi nar Speaker 

Clear and detailed job descriptions, elfective and appropriate design 
training programs, and practical and on-gping supervision are all essen
tial components in the expansion and utilization of primary health care 
workers (PHCWs). Equally important is the ad:ptation and implementation
 
of the necessary support systems appropriately adapted to local needs to 
allow PHCWs to carry out effectively the tasks to which they are assign
ed. By definition, primary health care programs in most rural settings 
are conducted outside hospital and health center facilities with PHCW: 
working at the village level, often without direct supervision or consul
tative services be,,g readily available. We shall attempt in this paper 
to discuss a number of the support systems which are so essential and are 
not infrequently insufficiently ccnsidered in the development of such
 
programs.
 

Transportation
 

Effective and appropriate transportation for both the PHCWs and for
 
their supervisors can be a major problem. Supervisors often are assigned 
to cover wide areas without the means of transportation to get there. In 
some circumstances a project may provide the necessary vehicles but the 
budget includes insufficient funds for gas, oil and general maintenance. 
Not infrequently, the vehicles that are available may be utilized by 
senior officials for other than program-related purposes, thus making 
them unavailable to the supervisory staff.
 

Spending time out of the ofrice is more difficult and demanding than 
time in the office and many "supervisors" will find reasons to spend 
their days at their desks with excessive amounts of paper work, rather 
than carrying out the assigned supervisory functions. Ministries can, 
however, make available a sufficient level of per diem payments to make
 
supervisory time out of the office more attractive. Effective means of 
transportation, sufficient funds for gas, oil and maintenance, and real
istic levels of per diem payment are all essential support components if 
the supervisory system is to function. 

The PHCWs often are called upon in some program settings to cover a 
number of villages. Again, the transportation needs are often not given 
sufficient consideration, and many workers are expected either to walk 
from village to village when they are reasonably close together, or to 
make use of whatever public transportation might be available. Where a 
project does give consideration to the transportation needs of both the
 
PHCWs and the supervisors, a variety of means of transportation should be
 

*Co-author Ts Dr. William VanWie.
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considered. In some cases, four-wneel vehicles may be available for 
higher level supervisors, while motorcycles or bicycles may be appropri
ate for some levels of supervisors as well as for the PHCWs. In some 
areas other means of transportation may he absolutely essential. For 
some of the islands of the Philippines and Indonesia, for example, boats 
are the only effective means of transportation, and the size and type of 
boat varies widely from one area to another. In other areas horses or 
mules may be the most appropriate means of transportation. The recom
mended type of transportation for PHCWs will probably differ from one 
part of a couintry to another. In a pilot project in one province in the 
Philippines, where flexibility was possible, PHCWs in different settings 
utilized bicycles, motorcycles, boats, horses, and local transportation 
svstc1ns. Some of the donor agercies involved in providing project sup
port oftei have difficulty adapting their regulations and policies to 
allow the purchase and use of such means of transport. For example, 
international specifications and bidding procedures rule out locally 
constructed boats adapted to special needs in many parts of the world. 
Sometimes it may make more sense to pr,,vide tr'avel allowances so that 
workers can make use of locally available transportation systems, includ
ing buses, pedicabs and boats. In some instances where transportation
 
problems cannot be overcome, PHC/s may need to be relocated so as to be 
within walking distance of the area to which they are assigned.
 

Con nuni cation
 

All too often village-based programs are designed in the capital city,
 
making very little or no use of the local infrastructure for support. 
Educational campaigns may be planned without adequate community consulta
tion and without utilization of effective locally available resources.
 
One example of the use of local resources is the family planning program 
on the Island of Bali in Indonesia which has made very wise use of the 
Banjar (or community council) system in Bali as the center for the local 
program efforts for communications and motivation. Similarly, in some 
East African villages a network of market workers has been effective as a
 
source of communication. Vendors and buyers who gather at central mar
ketplaces often represent most of the surrounding villages, and can serve 
as m ssengers and cotriers for residents of their villages. One health 
program utilized bicycle repairmen, potters, and vendors in the markets 
to communicate with rural villages, and to carry supplies. Similarly, in 
many areas puppet shows, story tellers, and other local entertainers can 
be particularly appropriate conveyers of important health education 
messages. In addition, where available, local radio stations and poster
boards can play important roles. 

Logistics and Supplies 

One of the :ajcr problems in village-based programs relates to the 
logistic systems. If supplies are necessary for the program activities, 
it is essential that they be available at the service site. In family
planning programs, for example, it is absolutely essential to have 
available at least a small stockpile of the various contraceptives used, 
particularly oral contraceptives and condoms so that they are always 
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available for t:Ciose clients currently practicing those methods. In a 
number of countries there have been intermittent problems with such 
supply lines.
 

Similarly, if a project is embarking on an oral rehydration campaign, 
in which prepackaged salt and glucose mixtures are to be used, it is 
important that these packages are available when needed. (If the workers 
are appropriately trained, at least in the case of the oral rehydration 
program, it is possible to substitute locally mixed soletions of salt,
 
sugar and water, if the prepackaged material is not available).
 

While most ministries of health have not made use of the commercial 
sector, consideration should be given to such channels since the comer
cial sector has had success in providing supplies of a number of products
 
to village outlets and keeping those outlets well stocked. Some popula
tion programs have subsidized the commercial sector in developing their 
marketing efforts; social marketing programs for contraceptives have been
 
developed in Sri Lanka, Bangladesh and more than 50 other countries. 
Because a significant portion of disposable income is spent on medicines
 
and health care even in the poor areas of most countries, this subsidized
 
use of commercial supply channels is often an appropriate supplement to 
other health delivery systems. 

Another means of drawing on the resource represented by local 2xpendi
tures for medicines--often inappropriate and overpriced drugs--is the
 
development of community controlled cooperative drug stores. Several
 
countries, including the Philippines and Nigeria have developed coopera
tive drug stores permitting community residents to purchase appropriate 
drugs at low costs. A number of the comunity-based family planning pro
grams have made use of the homes of village volunteers to serve as depots 
for some of the contraceptive supplies. Some of these depots have been 
expanded to be the location for oral rehydratlon packets and other medi
caments allowed to be distributed in such village programs. Whatever 
channel is selected, providing the necessary funds and management effort 
to keep the supply channels open is of critical importance to the success 
of the PHCW programs. It is worth noting here that few community or 
village programs have been effective when PHCWs are only allowed to 
provide preventive interventions. The ability to distribute at least a
 
few curative agents, in our opinion significantly increases receptivity 
within villages and ,iIw.s the PHCWs to carry out the various preventive 
efforts that are par': of their Job description. 

Special probl,--ms relate to the cold chain for vaccines and other drugs 
requiring refrigeration. A number of research efforts are underway to 
attempt to solve this problem, but for most villages without electricity, 
it continues to be a difficult issue. In many instances mobile units 
remain the major answer to this. 

Facilities 

In some programs, emphasis has been placed on the building of health 
facilities, at relatively great expense, for use by PHCWs. In some 
instances, even small village level health centers have been built to 
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international specifications as is the case of the World Bank program in
 
Indonesia, rather than using much less costly local building materials 
and methods. in some programs the community will donate or build a 
building for the purposes of the project. This is, of course, particu
larly useful as a demonstration of the community's support. Perhaps most 
appropriate is the utilization of existing structures, including schools, 
community halls, temples or churches or even private homes. Such loca
tions can serve as depots for supplies and as a site in which the PHCW 
can see the clients requesting services. Major allocations toward the 
building of new structures, at the expense of limited funds for personnel
 
seems inappropriate in mcst programs.
 

Record and Rcporting Systems
 

Emphasis should be placed on the development of the simplest record 
and reporting system possible. Where supplies are sold, inventory 
reporting may be the only record keeping that is essential. Where illit
erate workers are used, nonverbal materials can be prepared for daily 
use. It should be stressed that in some rural communities such illiter
ate workers may be by far the most effective and should not be denied 
recruitment to the program because of their illiteracy. Oftentimes the 
young man or woman educated at high school and brought in from an outside 
town to a village is far less effective. Record systems should not be 
the reason for not employing such individuals. An experiment tried first 
in Nigeria is the provision tj the client of a home-based record. These 
are particularly appropriate for child care, pregnancy care and other 
types of services where visits are repetitive in nature. When tried, the 
home-based record appears to have been quite successful with women con
sidering them important and keeping them.
 

Conclusions
 

The support elements for primary health care prot;rams must be kept 
simple and flexible. A variety of supply, transportation and community 
channels exists and these should be utilized whe.re possible. Programs 
may be integrated with others of local priority including projects for 
raisinn of animals and marketing products. In some cases a variety of 
indigenous practitioners are available anI their skills, which often are 
accepted by the population, should be built upon. For those 
practitioners utilizing drugs, the rupply lines they use should be 
explored. Even where training and supervision is effectively planned and 
implemented, programs are doomed to failure unless a variety of support 
activities are given high priority with carefully planned systems
 
established.
 

Because the most appropriate types of program support--such as
 
transportation and supply lines--vary widely from one country to another,
 
and often within one country, program designs should maintain flexibility
 
in these areas. This is particularly true for new primary care programs 
intended t) reach areas where current health programs have little 
impact. The use of pilot projects to assess local resources and their 
use is well worth the time and expense required and the careful 
observation of variations of performance in a new program will often 
uncover a local worker who has successfully adapted the program design to
 
local conditions.
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EXAMPLES OF THE CHALLENGE OF ADAPTING PROGRAM SUPPORT
 
TO LOCAL REALITIES FROM THE MALARIA ERADICATION PROGkA
 

Edgar A. Smith
 

Plenary Speaker
 

The lessons to be learned from the past 30 years of experience in the
 
w~rldwide malaria eradication campaign can be of great value in planning
 
any ntthcr health progam which is attempting to reach and influence large
 
numbers of people.
 

The world-wide malar-a eradication program starting in 1956 was prom
ulgated by the World health Organization (WHO) and supported by the
 
countries themselves with major assistance from UNICEF and USAID and with
 
lesser assistancE from a nzTrber of other donors. 
 The WHO provided tech
nical advisory services, and support of training and research. UNICEF
 
provided commodities including insecticides, drugs and vehicles as well
 
as assistance for fleet management and vehicle maintenance. USAID pro
vided commodities, technical advisory services, support of training and
 
in some cases, local currency support.
 

At the peak of the malaria eradicaiion effort in tne 1960s, approxi
mately 1 1/2 billion population in the 95 countries with malaria programs

at that time were being protect:-J from malaria by the combination of

residual house spraying and drug treatment. The methods used for eradi
cation of malaria were relatively simple and straightforward. Malaria
 
eradication strategy called for the spraying of indoor walls of all the

houses in all the malarious areas with a persistent insecticide such as
 
DOT which would kill mosquitoes landing on the sprayed surfaces for six
 
months 
to a year afterwards, thus breaking the cycle of transmission of
 
malaria. This so-called "attack phase" was supposed to continue for at
 
least four years or until malaria was reduced to a relatively low level.
 
Spraying once or twice a year depended on whether transmission in the
 
particular area was seasonal or perennial.
 

The "consolidation phase" involved organization of a malaria case
 
detection and treatment system by means of a network of house visitors or
 
surveillance agents to visit every house 
in every village in all the

malarious areas on a bi-weekly or monthly cycle. 
The house visitor asked
 
if anyone in the household had had fever since his last visit and if
so
 
he took a blood smear 
and provided a presumptive dose of anti-malaria
 
pills. 
 If the malaria slide later proved positive on examination in the
 
laboratory, a return visit to the house 
provided radical treatment of
 
malaria. This case detection and treatment program was to continue until
 
no new indigenous cases were detected for three years.
 

Under the "maintenance phase," continued vigilance against malaria 
became the responsibility of the regular health services and the malaria 
eradication apparatus could presumably be dismantled integratedor with 
the health services.
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Conduct of a program according to these guidelines should theoreti
cally result in eradication of malaria from a given area in eight years.
 
In actual fact, of course, this only happened in a relatively small
 
number of countries (36 out of 146 countries with endemic malaria) and
 
mGst of these were in temperate climates or island situations. This
 
included such countries as Taiwan, Cuba, Jamaica, Mauritus, Italy, Spain,
 
Bulgaria and Yugoslavia. Although the objective of world-wide eradica
tion of malaria was not even approached, this in no way mitigates against
 
the tremendous benefits resulting from the program.
 

Probably the peak year of accomplishment towards the objective of
 
eradication of malaria was reached in 1968 wnen WHO reported that 651
 
million people were living in areas where rialaria had been eradicated and
 
another 702 million we;,e being protected by malaria eradication programs.
 
Results in individual countries were even more spectacular. In India,
 
between 1953 and 1965, malaria was reduced from 75 million cases a year
 
to 150,000--a 99.8 percent reduction. In Sri Lanka malaria was reduced
 
from 2-3 million cases per year to only 17 cases in 1963. In most
 
countries of Asia, Central and South America, thE Caribbean area, North
 
Africa and the Near East malaria was quickly knocked oit of place as the
 
number one disease problem by the malaria eradication calpaigns of the
 
1950s and early 1960s.
 

Unfortunately, it was these early spectacular successes which set the
 
stage for a major resurgence of malaria in many of these same countries.
 
The remarkable success of DDT house spraying, combined with drug treat
ment, led to complacency, loss of priority, loss of budget and premature
 
cessation of the pressure against malaria. The development of technical
 
problems such as vector resistance to insecticides and parasite resis
tance to anti-malaria drugs in recent years makes it much more difficult
 
and expensive to bring malaria back under control.
 

With this brief recapitulation of the rise and fall of the global
 
malaria eradication program let us now consider some of the lessons to be
 
learned from 30 years of what has been called by many writers the largest
 
public health program the world has ever known. And justifiably so, if
 
you consider the magnitude of a single country program such as India
 
which at its peak was using 15 to 30 thousand tons of insecticides annu
ally, had 2700 vehicles, 150 to 160 thousand employees and was covering
 
about 96 percent of the total population of over 400 million at that
 
time.
 

Let us now consider some of the problems encountered in implementing
 
a program of this magnitude.
 

Cultural Problems
 

Cultural problems exist to some extent in every country and in some
 
cases constitute a hindrance to program implementation.
 

Attitude towards time. Foreign advisors are often frustrated by inor
dinate delays, postponed meetings and inaction. In Indonesia, a favorite
 
saying is "waktu karet" which may be interpreted as meaning "time is
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rubber" or "time stretches." Malaria eradication or control programs
relying on insecticide housp spraying as a principal method can only
succeed by meeting rigid time schedules in relation to the epidemiology
of malaria. It was therefore necessary to promote cultural change.
This was accompi'shed ir-some countries by the diligence and perserver
ance of stronri program oirectors through training, supervision and dis
ciplinary action. ThE process was 
slow and required much patience and
 
understanding.
 

A caste sy.;tem exists in some countries based on civil service gr3de,

academic degree or in some cases, race. This is one of the realities
which may not be at all obvious to the uninitiated, but which can seri
ously interfert with program implementation. In one Asian country there

is a de facto cste system by civil service grade resulting in numerous 
deays in program implementation. In actual practice, a senior grade

officer in the program would not qo 
to a junior officer to ask for any
thing as that would be beneath his dignity. On the other hand, he would 
not go to his director, a higher grade officer, for if he was turned 
down, it would be a loss of face. The same thing holds true in the field
 
between the malaria officer and the local health officer making for an
 
impossible situation and guaranteeing non-cooperation.
 

The director of the program was well awa,-e of the problem and on num
erous occasions told his senior staff that his door was always open to 
them and urged them to come to him with their problems at any time, but 
they just didn't do it. I would not say that the problem was ever satis
factorily resolved, but ways were found to go around it. On numerous 
occasions regional directors or senior headquarters staff wouid say to 
me, "The next time you are talking to the director, would you tell him
that I need such and such." I did so and even if he didn't get what he 
wanted there was no loss of face involved. Regional advisors served the
 
same middleman function 
between the regional directors and tie local
 
health officers well between the and
as as regional directors their
 
senior staff of zone chiefs. Furthermore, Peace Corps volunteers served
 
a similar function between zone chiefs. and sector chiefs. Not 
a very

satisfactory long-range solution, but adequate to get the job done at 
the
 
time.
 

Graft and corruption is a way of life for many people in many coun
tries not excluding our own. The malaria eradication program fell an
 
easy victim to many ingenious schemes.
 

I recall that on one of my first field trips in Indonesia some 25 
years ago, we were visiting an area in South Sumatra where the spraymen
 
were only averaging four houses per day instead of the 10-12 per day that
 
they should be doing in that remote area of scattered houses. It turned
 
out that the enterprising spraymen were approaching the householder and
 
asking, "Do you 
want your house sprayed today?" If the householder said
 
yes then the sprayman would say, "That will cost you 50 Rupiah." On the
 
other hand, if the householder said no, then the sprayman would say, "I
 
am supposed to spray your hoube, but if you pay me 50 Rupiah then I won't
 
spray it, but I'll have to mark it sprayed."
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When I was assigned to Thailand in 1960, 1 was told that there was
 
some scepticism in Washington, D.C. as to the reliability of the data
 
coming from the malaria program. On my first field trip I confirmed that
 
the scepticism was well-founded. I took with me on this trip to an
 
up-country field headquarters, a local hire USAID employee who had
 
formerly worked in the malaria program. As we went into the field
 
headquarters, I said to my assistant, "The malaria officer will tell me
 
what he wants me to know and show me what he wants me to see. While we
 
are talKing, suppose you go cJt in the back and talk to the men who are
 
doinq the work and find out what their problems are." As we drove back I
 
learned that all cf the iiouse visitors for the area were in the house
 
next door drinking tea and talking. They hadn't visited a single house
 
all week, but they were submittino their surveillance reports regularly.
 
Apparently their supervisor was away for the week. They resented the
 
fact tha. he always collected his maximum of 25 days per diem every
 
month, but rarely left the office so they decided to do the same while he
 
was gone.
 

Subsequent investigation revealed that in many areas surveillance
 
figures and house spraying data were not reliable. Many field super
visors were hiring the appropriate nunber of house visitors and spraymen
 
and firno half of them a few days later, pocketing their money and push
ing the men to try to cover twice as many houses as they should be doing.
 
Since they couldn't possibly keep up, they naturally faked their figures.
 

This information was presented at a meeting of the senior regional and
 
headquarters staff of the malaria program. One malaria officer objected
 
to discussinq these matters saying that such subjects should be discussed
 
in a closed internal staff meeting. The director said that since AID had
 
paid the lion's share of the cost of the malaria program, he did not
 
think there was anything about malaria that could not be discussed at
 
this meeting. For the next 2 1/2 hours we all discussed ways and means
 
of graft and corruption in the field program and what could be done about
 
it.
 

Shortly thereafter the director visited each regional office and gave
 
the malaria staff an ultimatum. In effect he said that he was well awaie
 
of the practices that had been going on in the field, but that in the
 
future anyone indulging in these practices would not only be fired, but
 
would be criminally prosecuted. During the next several years he trade
 
use of every disciplinary provision of the civil service code even
 
including the firing of government employees. In this case the determin
ation of a strong director successfully reduced graft and corruption to a
 
minimum and converted a very poorly conducted program to a successful
 
well-managed program.
 

Supervision. A part of the solution to the above mentioned problems
 
was the system of supervision developed in most malaria eradication pro
grams. During the mapping of every house in every village of all the
 
malarious areas, each house was assigned a number and a house card was
 
attached to a protected wall of the house. In a single year this could
 
include 12 visits to all houses by the surveillance workers (24 in
 
India); 1 to 3 visits to all houses by the spray squad, two or three
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visits to inspect the spray job on a random sample basis, two to six
visits by a supervisor to 
check the adequacy of the surveillance, and a

series of return visits to 
give radical treatment. This meant that in a
single year an individual house might 
be visited by malaria personnel

from 10 to 30 times in a single year.
 

There is a constant up-hill fight on the part of 
the supervisor to
insure that the work 
is carried out on schedule. Every malaria program
hac its stories of the ingenious methods devised by field workers

avoid work. House cards 

to
 
where signatures for six months in a row have
all faded the same amount from the sunlight quickly reveal that the house
visitor 
signed for six months in advance and never went back for six
months. Dozens of positive malaria slides all 
taken from a single


patient may go undetected until somebody tunbles 
to the fictitious names.

One surveillance worker was 
fired on the spot when his supervisor saw him
coming out of a slaughter house with his bag full of blood slides.
 

Insecticides, At the peak of 
the malaria eradication program during
the 1960s an-average of 45 million pounds per year of DDT was being provided to 
the malaria programs of the world by AID. Most of the countries

did a remarkable job of 
handling the logistics of getting their 
tremen
dous quantities of insecticides out to the 
remote villages for use on
time. Delays when they did ocLur 
were usually administrative red-tape

types of delays in the actual placement of the order or 
in clearance
through customs. Insecticide5 should normally be ordered at least six
months before needed in the country. In India one year the order 
was

placed by the National Malaria Eradication Program (NMEP) in July for

January delivery which 
was necessary for transshipment by train and truck
to remote areas by March for April June use.
- The order was not actu
ally placed by the Government until January. Under the file system in
 use in India (similar to the U.S. Army correspondence system) all perti
nent papers are added to the which
file is forwarded from office to
 
office with each one adding its 
coments.
 

Appatently this particular bounced
file around from July to October

from the Ministry of Health to the Department of Economic Affairs to the
Ministry of 
Petroleum and Chemicals (MPC) and back again and again and

again. The NMEP was 
unable to find out what the problem was until October by which time the file was a good 6 inches thick. At a meeting in
October between the NMEP and the IPC 
it was learned that MPC had made a
unilateral decision to 
permit import of technical grade DDT only. This
 was so that local small businesses could be developed to formulite the
water dispersible powder used 
in the malaria program. However, they had
not 
informed NMEP of this decision. The IfC was asked if they had done a
 survey to determine how many small businesses were interested and had the

capability of formulating DDT. They had 
not. They were also asked for
their estimate of how long it would take to 
formulate the 3,000 tons of
technical grade they insisted 
on ordering. They had no idea. The file
bounced back and forth for 
another three months with arguments over

much technical grade DDT to order. 

how
 
The order was 
finally reduced to
1,000 tons of technical grade with the balance 15 
percent water dispersible powder. The order was 
finally placed in January. Fortunately the
manufacturer had stock on hand and shipping was expedited for delivery in
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March which was half the normal lead time, but still wis three months 
late since it should have been in place in the reot, villages by then. 

Incidently, it took 4 112 years to formulate the 1000 tons of techni
cal grade DDT. After this experience I felt that if it was possible for
 
a country to strangle itself on its own red tape then India would be the
 
first to do so. But of course thet was before I had ten years experience
 
in Washington D.C. with USAID programming procedures.
 

Vehicles. Fleet management and maintenance of vehicles is a problem
 
for al programs. Most malaria programs realized very early that they
 
had to organize their own vehicle maintenance program and put on their
 
own driver training course for professiondl workers as well as for
 
drivers. It must be recognized that having a vehicle is a source of
 
prestige and this leads to problems. I recall a provincial malariologist
 
who appreciated having a shiny new jeep so much that he took very good
 
Lae of it. So good in fact that when he went off to the U.S. for an 
MPH, he locked it in his garage so it would still be shiny new when he 
got back. 

An illustration of the quality of the vehicle mainteniance programs
 

developed for the malaria vehicle fleet is the fact that so many malaria
 

jeeps were kept r'ining for 10 to 15 years and some even for 20 years.
 

This was in spite of the fact that si: years was considered the normal
 

life expectancy for a jeep when used under the rugged field conditions
 
required of a malaria jeep.
 

In Haiti the Ministry of Health is establishing a ministry-wide motor
 

pool (fleet management and vehicle maintenance operations) by expanding
 

the successful malaria program motor pool.
 

The Use of Volunteers. Malaria prograns in Latin America started
 

using voluntary collaborators in the 1950s. Most countries established
 

an extensive network of village volunteers to take blood smears from
 

villagers complaining of fever. They dispersed anti-malaria drugs as a
 

presumiptive treatment. The slides were sent to or were picked up by
 

malaria program personnel. In spite of a fairly high turnover, the
 

voluntary collaborator progran worked auite well in the Americas.
 

lhen the use of volunteers was suggested in Indonesia, India and
 

Thailand, the irmediate response was to the effect that though it might
 

work in Central America, it would never work here. However, when it was
 

tried it did work in all three places. There are sone pitfalls in the
 

use of volunteers to be avoided as illustrated by these incidents. An
 

enterprising state malariologist in the Indian state of Gujerat organized
 

a series of village malaria committees which he was bragging about to me
 

as we drove through the countryside. I asked if we could stop and visit
 

one so we did. Tne ch,'irman of the committee was the head of the town
 

council so he called a oeeting of the committee to greet his isitors.
 

He opened the meeting by saying that he had been seeing the clasped hand
 

emblefr on boxes of DDT which were used to spray his village for many
 

years so he knew that this assistance was coming from the United States,
 

but that this was the first time he had ever met an American and was very
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happy to have the opportunity to thank somebody from the United Statesfor all the assistance given to his country. 
When asked what the village
malaria committee did, he replied up a
that the committee had been set 
year ago, but that nobody from the malaria program had ever been back to 
ask them to do anything.
 

In Thailand, a retired senior health official 
in discussing the use of
volunteers for health programs 
in Thaiiand expressed doubts as to the
possibility of 
success because he said there were not enough government

employees to provide adequate supervision.
 

These stories indicate that a village volunteer system is only as good
as 
the supervision, encouragement and 
support provided by the government
 
program.
 

Training
 

Although training has a whole series of problems of its own, for the purposes of this discussion 
is should be considered as a means for
solving or at least alleviating the problems we have been discussing. 

The need for multi-disciplinary training of 
senior officials in the
malaria eradication proqrams was recognized early and led to the establishment jointly by L',AID and WHO of a Malaria Eradication Training
Center in Jamaica in 1i58.
 

When malaria was eradicated in Jamaica, similara renter was established in Manila in 1963 and 
continued functioning there until 1973.
Durinq the 15 years of the two training centers, thousands of malariaprofessional and sub-professional personnel 
from all continents were

trained in malariology, entomology, parasitology, epidemiology, engineering, field operations, logistics, management, 
health education,

teaching methods and many other subjects. In my opinion, the excellent
training given at 
these centers assisted many malaria officials in moving
into senior positions of responsibility in their own Ministry of Health.
 

In hindsight, there were 
three mistakes made iniconnection with tnis
training program. Firstly, the training program was operated through the
Ministry of Health and had 
no relationship to 
the Ministry of Education

and the Universities. Although 
a working relationship was proposed in
Manila, the two ministries could never 
get together. Secondly, no outreach program was ever developed to assist 
national training programs.

This was proposed, but funds 
were never available. Thirdly, the program
was terminated prematurely leaving a continuing need, but no way to meet
 
it.
 

National Training were
Centers established 
in many of the larger
countries. Some were excellent and some 
were barely adequate. Unfortun
ately in some countries people were assigned to 
training who had no back
,round in teaching or training, but just happened 
to be available. On
the other hand some countries deliberately assigned some of their verybest people to the training program. At the reque,,t of some of thecountries, METC in Manila was 
requested to organize courses 
to train the
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trainers and these cov. ;es were quite successful. The National Training
 
Centers trained field s ervisors, entomologists, parisitologists, micro

scopists and health edu ators, and put on special courses for general
 

health service personnel. Spraymen, house visitors and squad chiefs were
 

trained locally in the field.
 

There are many other lessons to be learned from the experience of the
 
of an external
malaria eradication campaigns such as the development 


independent evaluation system and the development of vehicle maintenance
 
The use of American Peace Corps Volunteers
and fleet management systems. 


in several country malaria programs constitutes a success story for the
 

most part, but also provides examples of some failures. Alsu the inte

gration of the malaria service into the general health services when the
 
very good and some very poor
maintenance phase was reached provides some 


it could be ouite profitable for those
examples. Suffice it to say that 

working on the development of primary health care programs to study the
 

experience, the successes and the failures to be found in the history of
 

the world-wide malaria eradication effort.
 

Just a final word on the future of malaria programs. After many years 

of almost total dependence on the two-pronged approach of residual spray

ing of houses and use of anti-malaria drugs, most countries have recog

that in view of the technical problems of insecticide and drug
nized 

resistance, it is now necessary to go to a comprehensive malaria control
 

available methods including source reduction, water
approach using all 

as well as
management, larviciding, space spraying and biological control 

treatment.
the classical eradication methods of house spraying and drug 


IHO and USAID is in support of
Furthermore, the trend now endorsed by 

or in relation to
the planning of malaria control programs as a part of 


the primary health care program.
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REACTIONS TO THE CHALLENGE OF ADAPTING PROGRAM SUPPORT FO, PRIMARY
 
HEALTH CARE TO LOCAL REALITIES
 

Ronald W. O'Connor
 

Plenary Speaker
 

Vertical vs. Horizontal Programs -- A Political Question
 

While the debate goes on regarding the technical aspects of vertical
 
and horizontal (or comprehensive) programs of primary health care 
(PHC),

more and more of it sounds like debate rather than 
substance. None of
 
the presentations at this meeting took a position on the issue, with good

reason. 
 All countries have some combination of existing structures 
on

which fCrther health services must be erected. They do not start with 
a

clean slate on which the ideal solution may be written; hence a pure

question of vertical vs. horizontal is usually irrelevant to the reali
ties we face. Further, the issue 
is usually one of political power -
who (what faction or group within the Ministry) is going to be strength
ened by concentrating resources in their hands? Will they get the job

done better than anyone else? if our mandate is to adapt program support

to local realities, then we should recognize 
the vertical/horizontal

issue today primarily 
as a political rather than technical one, which
 
can only be productively addressed in context 
of a particular country
 
situation.
 

Initial Training in PHC Is Not the Problem
 

Experiences shared at repeated sessions of this meeting confirm that
 
we have learned a lot about practical approaches lo initial training 
as

evidenced by the idespread adoDtion of 
task-oriented, competency-based,

participatory learning strategies. 
At the same time, once workers are in

the field, continuing support a universal
remains problen. Yet while
 
agreement on this point may be broadening, many will admit when pressed

that they feel that continuing support -- supply, supervision, and

finance to pick three examples -- is a morass of mundane, repetitive, and
 
unrewarding work: 
 a series of endless and thankless tasks which someone
 
else should worry about. 
 Indeed, probably few of this meeting's partici
pants would identify their primary jobs 
as program support. Planners,

policy makers, managers, trainers, communicators: yes. But program

supporters? Not many.
 

Implications for Program Support
 

If program support is the problem, what are the implications for our

roles and for the organizations we work through? Let's continue to use
 
supply, supervision and finance as examples. 
 How many people in our

organizations are really interested in these aspects of program support?

How many are experieiced in working on supply systems? 
 How many are
rewarded for working on local 
financing mechanisms? "Not many," will
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again be the answer for most, I'm afrai, If we are to meet today's PHC
 
needs the message is clear: we, and our organizations must adapt.
 

Stated plainly, the day of the well-intentioned generalist in PHC is
 
past. Today, little can be accomplished on a national scale unless a
 
developing country organizes it's own political and management will to
 
act; countries that are so motivated have generalist skills, and will
 
increasingly use outsiders only to supply specialized technical services
 
and advice which is otherwise unavailable. Organizations which can adapt
 
to this reality will have useful and desired services to offer. Those
 
who do not will face increasing resistance in the developing world, and
 
eventually from their financial supporters and constituencies at home as
 
well.
 

PHC Support Organizations
 

We must face large-scale PHC problems through organizations with
 
siqnificant strengths and deficits. We have only three organizational
 
vehicles to deliver the practical solutions necessary for PHC; govern
ment, local and private/voluntary organizztion (PVO) initiatives, and the
 
private business sector: each with inherent capacities and constraints
 
that must be considered.
 

1. 	 Governments have a mandate to serve the people, but have large
 
crPdJiilit prcbles in practice. Their propensity to promise a
 
lot and make policy pronouncements which are not followed
 
through with workable programs is widespread. Hence, they are
 
viewed skeptically by the people, and their performance confirms
 
that government alone will not meet the PHC chailenge through
 
direct services.
 

2. 	 Local and PVO initiatives are often undertaken with great
 
energy, dedication and inspired leadership, but tend not to be
 
replicable on a large enough scale to meet national PHC needs.
 
For wide replication, systems must work most of the time with
 
average people, who would just as soon do a good job as not, but
 
who have families, obligations or other aspirations that are
 
important forces in their lives. Much can be learned from these
 
experiences, but the selfless and dedicated workers they often 
attract are too scarce a commodity to design a health system 
around.
 

3. The private sector reaches into every community with great mar
skills and delivery networks which are rarely used by the
 

public health establishment. Exceptions do exist, such as the
 
contraceptive distribution programs, but the prcfit motive of
 
the private sector inhibits many potential relationships to
 
public efforts. Yet, here lies the only substantial reservoir
 
of expertise in building viable program support systems. The
 
private sector supervises, supplies, communicates and finances
 
better than government or local/PVO efforts because survival 
depends on it -- a motivating force which insures that program 
support adapts to local reality and is never viewed as mundane 
or unworthy of attention. 
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If we are seriously interested in feasible solutions (talk of optimal
 
solutions at these meetings is surprising when we work in such imprecise,

multifactorial environments), we must exploit the strengths and recognize
 
the deficits of all three legs of the PHC stool. Governments can provide
 
a large share of services directly, but their greater strength and
 
potential lies in setting policy guidelil'es which will facilitate local
 
and private sector initiatives to reach the majority of the population
 
wbich are otherwise underserved.
 

The private sector remains the biggest untapped opportunity for PHC
 
delivery and support. It is short-sighted to limit ourselves to spor
adic attacks on the private sector for their mistakes, such as in the
 
infant formula controversy. They must of course be called to account,
 
but they should also be called to develop limited partnerships tnat
 
recognize the strengths and self-interests that the parties bring to the
 
tabie.
 

Let's take one example -- the distribution and use of basic drugs. 
If we are truly interested in practical solutions to primary care prob
lems and not merely in protectio of professional prerogatives and
 
empires, the existing need and market demand for simple drugs is one good

place to start. In many countries the pieces are all there. Surveys
 
confirm that even remote rural villagers beyond the reach of our formal
 
health services already spend their own money buying medicine, from shop
keepers and local practitioners who are supplied through the commercial
 
network. Why not recognize this reality and exploit the process to serve
 
national PHC needs, using all three mechanisms in concert?
 

Government could set the policy guidelines: say, limiting the program
 
to a few simple, safe and effective drugs for important health problems,

(i.e., penicillin tablets, anti-malarials, oral rehydration salts,
 
contraceptives); specifying packing in course-of-treatment units with
 
pictoral and written instructions; adopting pricing policies which allow
 
a profit and support of inservice training for shopkeepers, as well as
 
public education in problem identification and appropriate treatment.
 
Local and PVO initiatives could help implement training and education
 
programs, evaluative feedback for proqram improvement and referral
 
mechanismsm for serious problems. The private sector provides access 
to
 
the underserved majority through market mechanisms. It's an inexpensive
 
experiment to try compared with the usual primary care pilot projects

which must create and sustain support systems rather than simply exploit
ing existing opportunities.
 

The Fallacy of Free Primary Health Care
 

Finally, to a central fact and face of reality we need to remind our
selves of: there is no "free lunch" in primary health care. A great and
 
even fatal flaw in many PHC efforts is the political platitude of free
 
services for till. Many countries espouse the policy, perhaps because
 
their predecessors embraced a politicai promise that its hard to change

publicly, and perhaps partly because of the impression that "otherw coun
tries do it. The tragedy is that, in fact, no one does it successfully,
 
and everyone is victimized: the people receive obviously inadequate
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service and know it; Ministry of Health staff are dispirited in trying 
to work without resources and are discredited by the people; and the 
local/PVO programs which already charging for services that are worth 
something are flooded with demands they can't meet and are frustrated
 
with public program inadequacies and hostility. Its a vicious cycle.
 

There appears to be no single example of a PHC program which is 
extending its reach to national proportions on the basis of free ser
vices. The fact is that somebody pays if something is offered, and 
governments, PVOs dnd the private sector cannot change that fact. 
Ironically, we know that people even in the poorest rural areas can and 
do pay for some health services, often much more on a per capita basis 
than governments could ever allocate. To ignore this fact is to miss our
 
greatest practical opportunity to help create viable PHC systems. In a
 
sense it makes us all guilty of malpractice on a massive scale.
 

Many of us, and our organizations, may well be wasting our time in 
pursuit of a self-defeating strategy when we work with PHC programs that 
do not at least experiment with alternative approaches to financial 
self-sufficiency -- particularly when the evidence exists that people can 
and will pay for sonething they value. 
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ALTERNATIVES TO CLINIC-OASED FAMILY PLANNING
 
PROGRIXMS
 

Samuel 0. Benjamin 

Seminar Speaker
 

Most new programs of the International Planned Parenthood Federation
 
(IPPF) have been devised as cost-effective service delivery methods that
 
could increase the population penetration of family planning and other
 
health technologies it,the developing world. These models have been
 
designed especially to meet the needs of poor rural and urban communities
 
where accessibility to family planning and other health care facilities
 
has been particularly impaired by poor transportation or limited, if any,

economic and social resources within the community and family.
 

Therefore, the programs are designed to:
 

1. 	 Improve accessibility;
 

2. 	 Reduce institutional cost;
 

3. 	 Reduce user barriers such as time, travel, communications;
 

4. 	 Improve patient acceptability; and
 

5. 	 Be easily replicable.
 

Basically there are four types of activities used in the IPPF:
 

1. 	 Commercial projects which motivate and assist people to buy

family planning commodities in normal retail outlets or commu
nity sites at subsidized prices;
 

2. 	 Community-based projects (CBD) which use some specially created
 
or 
existing network of part-time helpers in local communities to
 
motivate other members of the community and provide tnem with
 
contraceptive supplies and services;
 

3. 	 Clinic extension projects which, although basically in the above
 
category consist of a network of helpers who are centered at gov
errmnent or private clinics from which they draw supplies and
 
technical/organizational support, and
 

4. 	 Integrated community-based projects which deliver not only family

planning supplies and services,'but work in the community organ
ization and development.
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Commercial Projects
 

Commercial projects show potential for not only making contraceptive
 

and health commodities reach many more people than traditional delivery
 

systems, but they show potential for making a significant health impact
 

while generating income for further commodity purchase. In Haiti, IPPF
 

is developing, along with some other institutions, a program that will
 

retail condoms, oral contraceptives, foaming vaginal spermicidals, oral 

rehydration tablets or packets and anti-parasitics. Some of these pro

ducts are already being sold at almost 1/5th the cost of comparative 

supplies on the market. In addition, the marketing campaign wiil promote
 

not only the purchase of the goods but why one should use it, when it
 

should be used and when it is not appropriate. Professionals throughout
 

Haiti, as well as traditional healers and local vendors, will be training
 

in the basic indications and contra-indications of the commodities. IPPF
 

hopes to measure changes in the growth of pre-school children by weight
 

when compared to control population as anti-ascarides are sold and pro

moted on a quarterly basis. Likewise, IPPF will later explore the
 

effect of selling oral rehydration tablets fixed to locally used contain

ers on an infant population in terms of morbidity and mortality.
 

To give an idea 	of the scope that this kind of project can assume,
 

PROFAMILIA the IPPF Family Planning Association of
in this hemisphere 

Columbia now generates over one million dollars a year in sales of
 

various types of condoms, oral contraceptives and now other health 
com

modities. The program has been a major source of income for other pro-

There are many such programs
jects that the association carries out. 


globally varying in size, methods of marketing and style of organization.
 

Briefly, most receive commodities free or at subsidized prices from
 

donor agencies or institutions. Others may purchase commodities directly
 

from the manufacturer at substantially reduced rates. Many market their
 

product under an independent label or packaging and still others may sell
 

the product both with its known market name, for those who wish to pur

chase only standard brand names, and under an individual brand or no 

brand name at all. Key to the program in Columbia is the use of common 
commercial trucking and distribution systems with both central and well

located peripheral warehousing. Another important point is that most 

programs are independent operations (i.e., managed exclusive of govern

ment programs and large institutionaf-'ureaucracies). In short, these 
any business program might be administered.programs are managed as 


Community Based Distribution (CBD)
 

CBD Programs use community individuals as both the distributors of
 

family planning commodities and educators of the community with regard to
 

family planning services and methodology. CBD programs in this hemi

sphere provide improved geographic availability when compared to tradi

tional programs by maintaining a vast number of distribution/education
 

posts and thereby decreasing travel time to the sites. By utilizing
 

local inhabitants and placing sites in homes or well-acknowledged govern

.,ent or commercial locations within the community, the programs attempt
 
In Brazil,
to address cultural barriers to contraceptive distribution. 


in Rio Grande do 	Norte supports some 600for example, the 	 BEMFAM program 
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CBD distributors. Overall, there are approximately 1400 CBD posts sup
ported by BEMFAM throughout Brazil. In Columbia, the PROFAMILIA program
 
has more than 3,000 posts throughout the country. Within the IPPF system
 
in fact, there were 1452 traditional clinics in 1979, compared with some
 
8,000 CBD posts throughout the Western Hemisphere in 1979.
 

Costs to consumers have either been eliminated or substantially
 
decreased to acceptable levels by institutional subsidies. Administra
tively, the "red tape" of traditional programs has been practically elim
inated in CBD programs. Potential acceptors and continuing acceptors
 
either visit a local CBD post (a local health station within a village
 
or the home of a distributor) or are visited in their hones periodically
 
by village distributors. The hours of service are usually not fixed and
 
the local distributor may use his or her discretion as to the times most
 
appropriate for the acceptors. In addition, the distributor often will
 
work within the community workplace. BEMFAM of Brazil has CBD distribu
tors in factories and refineries. This has proven particularly rewarding
 
because it is acceptable both to employers and employees alike. Distri
bution and education hours are perceived by the employees as a form of
 
relaxation during the work day and they seem more receptive tG education
 
and service delivery at these times. Further, there are few problems

with communications because village workers come from the communities 
they serve. The distributors are strongly motivated and this is rein
forced through continued supervision and education. In Rio Grande Do 
Norte and Pernambuco Brazil, for example, village workers are visited
 
periodically by medical and educational supervisors who respond to dis
tributor questions and review problems as well as teach new skills and
 
knowledge. Almost all distributors are encouraged to promote family
 
planning instead of assuming a passive role. They attend community
 
events, participate in fairs, and work with local periodicals and radio
 
stations to promote family planning.
 

Integrated Community Based Projects
 

In essence, the so-called integrated projects are really primary

health care/community development programs. The term "integrated" stems
 
from population programs where "family planning only" programs have pre
dominated for many years. Many in the "population sector" as it is often 
referred to have limited their efforts almost exclusively to those issues 
directly related to family planning -- particularly contraception. This 
is quite understandable when one considers the problems that family 
planninq institutions have had to sustain over the years in order to 
secure recognition. These very real difficulties have sensitized many 
to the reality that there are still so many barriers for family planning 
to surmount globally. This continuing problem has made some proponents 
of family planning quite defensive about projects that integrate with 
other health or community development efforts. Some are concerned that 
monies earmarked for integrated programs are inappropriately spent 
because they divert efforts away from the original intent of the family 
planning movement. Many have pointed out that there is an enormous 
demand from men, and particularly from women, for contraceptive techno
logy exclusively and so there is no need to expand already overburdened 
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family planning activities with efforts unrelated to contraception.
 
There is still, they say, an unsaturated market waiting for family
 
planning services.
 

In addition, many are cautious because the can recall integrated
 
programs in which the number of new and continuing acceptors suffered
 
because of competition with curative services which demanded more atten
tion of the health care providers. As a result, there are many family
 
planning funding and service agencies operatitig on a regional, national
 
or international basis that are engaged only in family planning and
 
encourage "vertical programs" exclusively (i.e., service programs which
 
provide only or almost only family planning counseling and education as
 
well as contraceptive techniques).
 

Yet critics of "vertical" family planning programs claim that these 
are not always the answer to family planning interests -- especially 
uver the long run. They acknowledge the excellent results of many of 
these programs, but question their longevity with regard to continuing 
acceptors. They see vertical programs as political liabilities in some 
countries which are open for attack by the anti-family planning movement. 
Opponents argue that vertical programs are not really health-related, but 
geared toward population control for covert objectives. Others suggest 
that "verticalization" promotes duplication of health services Which is a
 
luxury no country can afford. Many health professionals, including phy
sicians already skeptical of family planning, are often turned off by

"vertical" programs becat 2 of the far from holistic approach of programs 
geared primarily toward contraception. Some governmevit health planners 
express difficulty with "vertical" programs tecause the establishment of
 
a family planning program, as distinct from one for health, would create
 
logistic difficulties and intra-agency competition for allocation of
 
already limited health funds. Some argue that in the final analysis,
 
government programs end up integrating family planning with other health
 
programs and the family planning effort can be lost. On the other hand,
 
they stggest that family planning institutions could create models in
 
which general health services and family planning function side by siue
 
and these models could strongly influence government planning.
 

It is, in facL, curious that the 'population sector" hds developed 
independently, albeit parallel, to the "health sector." Colleagues in 
public health areas have been waging an uphill battle of their own over 
these years in the advocacy of primary health care. Conceptually, both 
sectors share more similarities than differences. Both are conmitted to 
the rights of individuals to make decisions with regard to their health 
and well-being. Both perceive of health as a right -- not a privilege. 
Both are concerned with the family nucleus as vehicle for personal and 
coamunity development. Both stress prevention rather than only disease 
intervention and promote improved access to service delivery by working 
within the community.
 

Another similarity is that both have questioned the traditional role
 
of the physician in health service delivery and stressed the importance
 
of community personnel as providers in the system.
 

260
 



Yet where family planning quite often meets with national and reg *nal
 
resistance, the primary health care 
concept generally has much less oppo
sition. There are very few peopie who would 
argue against improving
 
access to general health services -- particularly for the rural and urban
 
poor. Indeed, primary health has
care finally received woId-wide sup
port. It seems only natural that a "marriage" of the two disciplines

would be complementary insteud 
of competitive. IPPF has successfull)

joined the two disciplines in several recent efforts. In Brazil, Colum
bia anO Mexico FPAs have developed pilot projects with the assistance of
 
JOICFP (Japanese Organization for International Cooperation in Famil,

Planning). In Uraguay, IP< is beginning a pilot program in Human Sex
uality, with primary health ,.e 
 team 	as the delivery vehicle.
 

Lastly, there are many integrated projects globally that are now being

developed from within the population sector. is committed in
IPPF 	 more

than words to the development of such programs globally. In the he'is
phere it has 
such programs operating in Columbia, Mexico and Brazil in
 
liaison with JOICFP, and is planning to implement three or four more
 
programs 
this year and still others in 1982. The hallmarks of the
 
proqrams include:
 

1. 	 Parasite control --
Primarily geared toward intestinal worms
 
such as Ascaris lLmbricoides;
 

2. 	 Nutrition -- including community cooperative and home gardens,
 
breast-feeding and food supplementation;
 

3. 	 Family planning services 
-- including oral contraceptives,
 
condoms, natural family planning and vaginal tablets;
 

4. 	 Latrine purchase and use;
 

5. 	 Water supply development;
 

6. 	 Community organization -- this means joint management of the
 
project by community representatives and local government; and
 

7. 	 Income generation -- the community is encouraged to share
 
economic responsibility of the program and pay for services
 
in order to generate funds for program extension into other
 
health priorities.
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ALTERNATIVES TO CLINIC-BASED
 
NUTRITION PROGRAMS
 

Helen Bratcher
 

Seminar Speaker 

Introduction
 

Try to imagine this scenario of a family, typical in the Third World. 
Their shelter is rough, made of grass, mud, leaves -- maybe scraps of 
cardboard if it is in an urban setting; there is little water and what is 
available is unclean; cultivatable land is scarce, located some distance 
from the home, and subject to precarious weather conditions. 

There are many children; each looks younger than its years with
 
visible ribs, flag colored hair, dull eyes, and swollen bellies. They
 
all sit, listless, uninterested in even brushing flies from their eyes.
 
The family huddles in its smokey confine to eat the one meal of the day.
 
It is scant and no one's hunger is relieved. The family has more food,
 
but it must be portioned carefully to assure that it will last until the
 
next harvest.
 

One child cries at his mother's near empty breast. He is coughing
 
and hot with fever. The parents are concerned, but to lose a day's work,
 
and perhaps give up a chicken as payment to the health clinic seems
 
unwise, since it is most likely they will not understand or be able to
 
comply with the doctor's instructions. Early the next morning the child
 
dies.
 

Pneumonia caused the death, with malnutrition being the underlying
 
cause. But ultimately the real killer was the inadequacy or absence of
 
elements essential to the well-being of the community where the child
 
lived. Had there been a clean water supply, irrigation methods to
 
increase productivity of food and cash crops, or some hedltl knowledge in
 
understandable terms, the child may have lived. Many of the elements
 
composing the community contributed to this child's malnuLrition and, in
 
turn, many types of development projects could have improved the nutri
tion and health of this child.
 

Alternatives to Clinic-based Nutrition Programs
 

Nutrition can be integrated into any type of development progran
 
because there is nc one cause of malnutrition. The educational level,
 
economic condition, political situation and environment each play a part

in determining the nutrition and health status of the community. Thus,
 
the problem of malnutrition is not solved by a nutrition intervention
 
program alone, but rather by an integrative approach involving the many
 
elements composing the community. And the approach taken, the goals and
 
methods decided must reflect the felt needs of the community and be
 
appropriate to the material and human resources available.
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Food-aid does 
not assure better nutrition, nor does nutrition educa
tion. There 
is a better chance of success when such interventions as

food, education, and health care are integrated into programs that areplanned and supported by the community, and are appropriate to the
 
existing infrastructjre and culture. 
 Giving a mother a bag of grain for

her malnourished child does 
not assure it will reach the child's mouth.
 
Just as having a mother !isten to 
a health tare worker explain the

calcic n-eos of a six-month 
old baby does not mean the needs will be
 
met. 
 If a mother does not understand that her child needs more food or

if the food is unfamiliar to her, the child may not receive it. And if
she is asked to learn a nutrition concept, such as the four food groups,

unrelated to her life-style, or to perform 
a task such as boiling all

di inking water', which is beyond her resources, she may not participate.
The comnmunity must identify 
 ;r neeus and resources, and programs must
 
reflect these needs, and 
res ces, both hianan and material.
 

Two examples stand out 
in my mind where members of a community voiced
 
their 
needs, and nutrition was integrated into the programs addressing

those 
necds. In the first instance 
a public health doctor in Central

Americ had as a major objective to teach nutrition at the community
level. Community leaders had a different objective 
-- they wanted first
aid training. The doctor dgreed to teach such 
a course and achieved an

unexpected result. 
 Early in the training a film on malnutritijn was
 
snown. The class 
was surprised to learn the conditions they considered
 
normal or accep-able in their children, were really signs ot 
 illness -
degrees of malnutrition. They learned that the first-aid treatment was
 
to give the riqhi food in adequate amounts. The coimunity's and the
doctor's objectives wire integrated resulting in the improvement of the 
community's health and nutrition status.
 

A second examp!e, occurred in a rural village in Kananqa Province, 
Zaire. With an extrfrely low literacy level, the people expressed adesire to learn to read and write. A woman, obviously a leader in the 
vili le 
and church, with about a third-qrade education, asked for help to
 
beqin an idult reading class. The church, used as 
a gathering place, was

offered a- a classroom. The class was 
held very early in the morning to

allow th. women to return to their duties by seven o'clock. In the 
beainninq there were four 
to six women meeting three times a week.
 

Nutritior was integrated into 
the class when the teacher learned what
 
the women's interests were 
and developed appropriate lessons. Not

surprisinqly, family feeding and health care of children were major 
concerns. The teacher increased her knowledge on 
these subjects and, in
 
turn, used the information in her morning class.
 

Coon, the class, now meeting daily at the request of 
the women,

increased in attendance, and another teacher was needed. 
 For many women,
the c!ass offered ar opportunity to learn, share ideas and socialize.
Curious husbands were invited to attend as they became aware of the
readina, writinq ind counting skills the 
women were developing. Always

the class focused on practical subjects: the cost of family feeding, 
me jr planninq and preparaition, food habits and simple nutrition concepts.
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As the literacy class grew in popularity and attendance, the subject
 
matter was expanded to encompass other expressed interests of the class.
 

While conmunity rembers developed skills, there were other benefits
 
equally as meaningful. The health of the conliunity improved renark
ably as home gardens were planted and the produce used to give variety
 
to family meals; the use of pounded ground nuts and bananas was intro
duced .,s a weaning food; the "lowly" papaya ("paw paw") began to take on 
new prestige when mothers disctlveed its health benefits; and certain 
foods were utilized more etfectively when mothers learned over-cooking 
destroyed the nutrient content. 

The point illustrated tnrough this narrative is that nutrition 
improved neither throujh a Llini(-based program nor even Lhrough a 
planned nutrition program, but rather through a literacy program the 
community initiated and supported 4ith minimum heTpfrom outsiders. 

In the programs described above, nutrition is integrated into a pro
gram intended for other purposes. However, another ongoing program, 
intended for nutrition purposes, is successful because another need of 
the community is met: economic assistance. In Upper Volta, within the 
Sub-Sahara region of Africa, the food and nutrition program is based on 
the theory that a child's diet will improve if the income of the family 
increases. The program, targeted for 0-5 year olds and pregnant and 
lactatinq women, provides enough food to act as economic aid for the 
family, assurinq the targeted group will receive a better diet. 

In the past, only enough food was given to families to supplement the 
diet of the tar*qeted individuals. The effectiveness of this method was 
lim'ted as there was no guarantee the targeted individual received the 
food. Often, families did not participate because the long journey to 
the distribution centers and loss of a day's labor was not worth the 
amount of food received. As a result there was little or no change in 
the weight gain of the individuas registered in the program. 

The present Upper Volta program takes these realities into account
 
and addresses the real need of the community: economic assistance. The
 
food-aid packaqe now distributed is substantial enough economically, as
 
perceived by the mother, to make the monthly travel wo.-thwhile. There
 
is a guarantee the targeted individual will improve because the mother, 
in order to participate in the program, must establish a contractual 
agreement with the donor. She agrees to give the targeted individual a 
pre-determined amount of food (either from the donated food-aid package 
or its equivalent), seek health care when necessary and allow the indi
vidual to participate in the Growth Surveiliance System (GSS) to measure 
weight gain. The GSS is essential to the program because it is the 
ongoing indicator of whether or not the mother is keeping her contract. 

The program is realistic. The community required a food-aid/nutri
tion program that was adequate to increase food consumption and to 
provide economic 3ssistance. Through the GSS, the program continues to 
show success.
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Conclusion
 

The nutrition status of a community depends on the many elements con
tributinq to the makeup of that community. Therefore nutritiGn can not
 
be dealt with in isolation. Sometimes a nutrition program must be
 
designed to address other needs wnich are prerequisites to better nutri
tion, a," nutrition activitics miust be integrated into a program directed 
toward other objectives. However, what must be always present in every
prograr ib, a reflection of the felt needs of the corunity and involve
ment by the people the progran is designed to assist. 
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FACILITATION OF COMMUNITY ORGANIZATION:
 
AN APPROACH TO WATER AND SANITATION PROGRAMS
 

IN DEVELOPING COUNTRIES
 

Raymond B. Isely*
 

Seminar Speaker
 

Definitions
 

I/ 
Community organization' is a process intrinsic to a population, in
 
which existing social structures mobilize for action in the face of
 
defined problems. To facilitate the process does not suppose the crea
tion of new structures, nor the replacement of existing ones, but rather
 
their enhancement. In fact, the skills and concepts relevant to assis
ting the process in a given situation are dsually oriented toward working
 
within the framework of community resources and constraints.
 

That these resources and constraints vary greatly from region to
 
region, even from community to community, is well established and epito
mized in this description of a situation in Thailand:
 

Thai villages iideed differ, as any villager will confirm. Some 
are tranquil; some have a history of feuds. Some are pious and 
sober; others have a jug of moonshine under every porch and card 
games every night. Some villages are proud of themselves, and 
proclaim that they grow the sweetest tamarind or the biggest durian 
or the most beautiful women in the country. Other villages are a 
collection of houses with only a name for a cormnon bond, and no 
pride at all. 

Some villages are interminably curious. If a stranger strolls 
through them, he will be asked at every second house to stop and 
chat. In another village just down the road, he can walk for an 
hour with hardly a greeting. If he stays for a few days, some 
villages will prove to be ceremonious in their treatme,. of him, 
others relaxed and unbuttoned, still others suspicious and aloof.
 

Some villages are clean, others are dirty. Some are spread out 
over several kilometers, each house hidden from its neighbors. In 
others, the houses will be crammed together until their porches 
touch.
 

Villages are unpredictable. In one village located a few minutes
 
away from a large town, the visitor still has to explain that the
 
world is round; in another, hours from anywhere, the headman will 
let him listen to a recording of a Mozart quintet, played on a
 
wind-up Victrola.
 

* Co-presenters are Mary Elmendorf, Craig Hafner and Dennis Warner. 
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But most importantly, some villages 
seem able to solve their prob
lems while others cannot. Some villages are victimized by conmen,

their daughters seduced by recruiters for the city's brothels,

plagued by police looking for a rake-off, unable to stop the river
 
from flooding the fields every year--while other villages ignore

the conmen, keep out the recruiters, get the district office to
 
rein in the police, and build an earthen dam 
to hold back the
 
river.
 

All of these are everyday aspects of life, and together they shape

the quality of life in the village. There are limits, of course.

An impoverished village 
living on the edge of starvation is an
 
unpleasant place to 
live regardless of any other conditions. But

given a typical (for Thailand) level of natural resou :es, the
 
nature of the village--its gestalt, if you will--is a crucial
 
factor in determining whether its inhabitants' daily existence is
 
generally pleasant or generally unpleasant.
 

It is perhaps tie most commwonly overlooked fact of life in develop
ing countries._2
 

This variation ultimately means 
that the way in which community-level

workers facilitate community organization 
and the skills they possess

must correspondingly vary. The implications for training and support
 
are profound. Of course, similarities among communities help form a
 
basis for regional approaches to training and management.
 

A generic description of the process of facilitating comnunity organ
ization in a population group is depicted in Figure I.I/ 
 Each step in,

the critical pathway is needed for achieving stated objectives.
 

1. Meeting population leaders: The critical 
entry point for the

worker at which the 
process of confidence-building begins.


4
Puckles- describes the essential ingredient confianza in the
 
constitution of village structures in GuatemalaT The 
latter
 
depends on going beyond mere leader consultation.A/
 

2. Gathering information (community Lialnosis): 
 Demographic,

sociocultural, topographic, and health 6dta may all form a part

of the information gathered. Information also serves to 
broaden
 
dialogue and include women.
 

3. Identifying existing 
structures: Organizations capable of
 
serving as 
vehicles of community development are identified and

the worker seeks to strengthen, mobilize and coordinate them for
 
the subsequent steps. Most cormmunites present several candidate
 
organizations, such as 
councils of elders, development conmit
tees, or savings and loan associations.
 

4. 
 Selecting priority problems: The worker assists the now organ
ized group to agree on a set of problems of greatest importance
to the population. Community diagnosis also helps to define 
these problems.
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EACH STEP IN NECESSARY TO ACHIEVE OBJECTIVES
 

Meeting Population Leaders
 

Gathering Information
 

Strengthening Existing Structures
 

Selecting Priority Problems
 

Choosing One Problem To Work On
 

Informing The People About The Problem
 

Assessing Local Resources
 

Setting Staged Objectives
 

Setting Responsibilities And Time Schedules
 

Implementation
 

Evaluation Of Results
 

Figure 1. The Generic Community Organization
 
Process: A Critical Pathway
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5. 	 Choosing one problem to work on: From the problem set the
 
group selects the one to attack first of all. Usually the
 
problem chosen will be the most pressing to the dominant faction
 
or the most amenable to local solution.
 

6. 	 Informing the people about the problem: By means of explanation,

demonstration, and auxiliary materials the worker and others seek
 
to raise the level of knowledge of, and sensitivity to, the
 
problem and its ramifications.
 

?. 	 Assessing local resources: Money, labor, materials, and tech
nical expertise may all be needed to adequately address the
 
problem selected. The extent to which they can be obtained
 
locally is ascertained.
 

8. 	 Setting staged objectives: The solution to the problem, what
ever it may be, can usually be divided into several stages and to
 
each attached a concrete objective, a time for achieving it, and
 
a sense of what it takes in labor, materials, and expertise to
 
reach it.
 

9. 	 Setting responsibilities and time schedoles: The staged objec
tives, attached time frames, and resource requirements are
 
identified with individuals and groups withiin the population, to
 
whom are given the responsibilities for execution.
 

10. 	 Implementation.
 

11. 	 Evaluation: Achievements are matched against objectives.
 
Problems are identified as well as successes and used as plat
forms for launching A new critical pathway.
 

As Ross-6/ remarks, with each successful organized community effort
 
the cooperative and collaborative attitudes and practices of the 
com
munity are broadened and deepened. Likewise, unsuccessful efforts have
 
profound demoralizing effects.
 

Rationale
 

The appropriateness of the community organization process to water
 
and sanitation programs resides in two conditions for the success 
of
 
these programs:
 

1. 	 If water supply and sanitation fdcilities are to function pro
perly they must be maintained and repaired in a timely and
 
correct manner. Maintenance and rEpair can be assured in most
 
rural communities of developing countries only by an organized
 
and trained constituency.
 

2. 	 If the health and -'; .' benefits of improved water supply and 
sanitation aci1it,,.-. o-, to be obtained, then the population 
must participate i ...- ganized way to properly use and protect 
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water, and to incorporate essential -'P'sonal and domestic hygiene
 
associated with excreta disposal, food handling, and infant and
 
child care.
 

Maintenance and repair of facilities
 

The appalling rate of breakdown of water supply and sanitation facili
ties in rural areas of the developing world is well known.!/ Few
 
developing countries are able to provide sufficient numbers of main
tenance personnel or the institutional and material support needed to
 
maintain a widespread network of water supply and sanitary installations.
 
Most water supply ministries are seriously hampered by shortages of
 
trained persunnel, lack of transport facilities, deficient material
 
supplies and overly centralized organizations. Ministries of Health, the
 
usual repositories of responsibility for sanitation, suffer even more in
 
the usual case from these organizational maladies.
 

Responsibility must, therefore, devolve upon communities themselves
 
at least for the long-term maintenance and repair of facilities. Women
 
must necessarily play important roles in this regard.)/ As we shall
 
see, the success of community maintenance programs is dependent on how
 
well communities are organized. Community organization is in turn
 
conditioned by a number of other factors.
 

Achievement of health and social benefits
 

Even if the water supply is safe and in working order, and the excreta
 
disposal facility properly installed, a host of behavioral factors may
 
intervene to mitigate potential health and social benefits.
 

In the case of water supply, factors associated with water-drawing,
 
transport, and storage may bring abyut contamination of the source of the
 
household supply. Even more importantly, use of excreta disposal facili
ties needs to be reinfored by personal hygiene: handwashing, bathing,
 
and washing and protecting food after preparation. A sustained approach
 
to these matters depends on organization of supportive commnunity struc
tures, and networks of peer support for behavioral change.
 

Conditions for Successful Facilitation of Conunity Organization
 

Ideally, c&,iunity organization goes on without the influence of the
 
worker or any other external assistance. In fact, population groups may
 
quite properly be said to have their own intrinsic organization, i.e.,
 
the innate ability to deal with defined problems. Yet in prac-tTe,
 
normal social structures of many communities may have deteriorated and
 
function very poorly at best when challenged with such matters as techno
logic change. Possible explanations for variations in community adapta
bilitv have been suqWted by Ukandi and Seibel,_9/ Isely and Martin,i.O/
 

and Retel-Laurentin._.L/ Colonial policy, leadership factors, urbaniza
tion, disease patterns, and traditional systems of assigning status have
 
been cited among those correlated with variations in adaptive community
 
behavior.
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For water and sanitation the conditions 
for successful facilitation

of community organization need to be more explicit. Four conditions 
appear relevant. 

1. Trained personnel
 

2. Information about the community (community diagnosis)
 

3. Integrated approaches among sectors
 

4. Available technology and information
 

Trained personnel
 

Personnel need to be armed with skills of three types: diagnostic,
supportive, and evaluative. Diagnostic skills relate to the ability to 
delineate the comunities within populations that represent the main 
social units. Leadership, decision-making and communication patterns, as

well 
as the physical, demographic, economic and health characteristics of
 
the population should be assessed. The worker should be enabled 
to

gather data that will be immediately useful in guiding his/her action 
without spending undue time or effort in doing so. In essence what a 
worker needs to kiow is how he/she can operate within the resources and
 
constraints of a a.ven coumnunity to generate optimum participation in the
 
planning, installation, maintenance, and repair of supply and
water 

sanitation facilities. The categories of what information is needed are
 
explained below.2/
 

Supportive skills extend from establishing trust to guiding and facil
itating group discussion, and providing continuous support and empathy to
 
individuals and social structures until 
they become independently viable.
 
Steuart and Rulll 3 / list a number of subsidiary supportive functions: 

-- Creation of favorable group settings for community leadership to 
emerge and develop.
 

-- Reconciliation and mediation of conflict potential conflict,or 
where there is a threat to continuity of comunity organization.
 

-- Maintaining contact between community structures and their pro
gress on the one hand and external government or agency action on 
the other.
 

--Acting as a resource iink for village and external resources.
 

--Knowledge and appropriate use of technical back-up resources.
 

--Assurance of a continuity of surveillance and monitoring of
 
water and sanitation facilities.
 

Evaluative skills pertain particularly to understanding the relevance
of program evaluation to continuous program improvement and effective
ness; and to stimulating the participation of the community in the design
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as a means of developing greater
and aolication of evaluative procedures 

commitment on its part to the program. Community workers should also be
 

able to do simple process evaluation of events, activities, and the char
well as simple outcome evaluation
acteristics of local participation as 


of change in knowledge and behavior.
 

Information about the community
 

Bv means of simple observations and selected interviews, the com.unity
 

worker should be able to gather a modicum of data sufficient to make the
 

diagnosis of comnunity capacity to participate mentioned earlier. Data
 

selected from the following categories should be incorporated into
items 

a simple instrument feasible for use by community workers.
 

1. Physical features of the community
 
a. Topography
 
b. Types of soil
 
c. Water table
 
d. Types and location of water sources
 

e. Meteorologic and climatic features
 
f. Availability of natural resources
 

2. Biologic features
 
a. Water ouality
 
b. Common disease vectors
 
c. Prevalent water and excreta-related diseases
 

3. Economic features
 
a. Assets
 
b. Access to resources
 
c. Liabilities
 
d. Economic infrastructure
 

4. Demographic features
 
a. Distributions
 
b. Ethnic composition
 

5. Socio-cultural features
 
a. Beliefs about water and excreta
 
b. Water use
 
c. Excretion patterns
 
d. Local skills
 
e. Existing local organizations
 
f. Relationships to outside organization
 
g. Leadership patterns
 
h. Communication patterns
 
i. Decision-making patterns
 
j. Previous self-help experience
 

Integration of approaches among sectors
 

Specific reference to health workers has been deliberately avoided in
 

above in order to emphasize the intersectoral nature of
the discussion 
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both water and sanitation programs and the concern with facilitating
 
community orqanization. Several sectors depend jpon the success of
 
community organization for the achievement of their objectives at the
 
ocriphery of the population. Among them are agriculture, education,
 
public works and health. 'n a sense, facilitating community organization
 
is the primary objective for each, more important in the long run than
 
acnieving any specific tecnnical objective. If pumps are installed but
 
Dreak down, whom do they benefit? If latrines are constructed but are
 
not maintained, who will use them? .f a primary school is built but
 
teachers refuse to live in tne village, how will the children be taught?
 
A feeder road constructed Out not maintained may not result in increased
 
access to markets. if one worker undermines or fails to contribute to
 
.he success of .he community organization, others may not be able to 
achieve their objectives. Aorkers need to be able to refer "felt-needs" 
"r-o'n one organization to another and to feel a sense of accomplishment in 
success achieved outside their particular sector. Figure 2 illustrates 
these interrelationships. As depicted, the community organization 
process is at the center. Each community-level worker contributes to the 
q,'ocess while making specific technical inputs. 

-hese inputs need to oe made at appropriate points in the process.
 
The fiqure ;ndicates that the community organization is a dynamic cycli
cal process. Each suLcessfully completed project in fact enhances
 
:he atility of individuals and social structures to work together and
 
stronathens local ability to analyse and solve problems. With each turn
 
?f the cyc'e, as it were, the capacity of the community to absorb new
 
technical inputs and face new adaptive challenges increases.
 

Thus a community at one point may be able to successfully complete
 
anC mnaintain an open well with a bucket and pulley and, through what was
 
:earned in both a technical and organizational sense, be able to move on
 
later to the installation and maintenance of a handpump, or even later tc
 
the maintenance of a feeder road.
 

Tnese interrelationships need to be operationalized in joint inter
sectoral poli:y-makinq, joint middle-level management, and joint train
ing programs, juch as exemplified in the Panay Health Project in
 
the Philippines. 4'
 

Available tcnnoloqy and information
 

If community organization is to issue in successfully installed and
 
maintained water supply and sanitation facilities, then community members
 
must have access to adequate and appropriate technology, and information
 
on how to use it. Personnel in public education, oublic works, health,
 
agricultural, and other services may be the purveyors of both technology
 
and information. The results of community diagnosis should indicate
 
which of availao'e technologies are economically affordable, socially
 
acceptable and technically maintainable for both water supply and sanita
ticn. Careful analysis of previous local experierces of organized
 
problem-solving, particularly the most recent experiences will help to
 
determine whether the information and technology introduced at a particu
lar point in the community organization cycle can be absorbed and adapted
 
by the local oraanization.
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PUBLIC WORKS TECHNICIAN 

Water Supply
 

Road Construction
 

TEACHER HOME EXTENSION WORKER 

Literacy Domestic Science 
Technical Education Home Gardening 
Basic Communication Skills Community Organization: Family Planning 

Planning Execution-Evaluation 

ASSISTANT SANITARIAN HEALTH WORKER 

Sanitation Environmental Health 
Housing Health Education 
Waste Disposal Primary Prevention 

Primary Care 
Family Planning 

AGRICULTURAL EXTENSION WORKER 

Seed Improvement 
Cultivation Techniques 
Harvesting Techniques 
Grain Storage 
Animal Traction 

Figure 2. The Community Organization Process: Contributions 
of Various Community Level Workers 



A good case in point is that of villages in the South Cameroon, which
 
at the onset of efforts to stimulate community organization installed 
temporary protection of springs using strictly local materials, but late1
 
were able to commit funds and labor to a more permanent protection.i/ 
The introduction of more sophisticated technology close on the heels of 
the initial success was a key strategy. An important element in this 
transfe of technology was the introduction of a technique of splitting

rock. The project chauffeur, who had iearned the technique on trips to
 
another region of the country, taught the villagers how to pour cold 
water over a heated rock, This technique greatiy facilitated spring box
 
construction.
 

Information on the use of the many varieties of water supply and sani
tation technology is unfortunately in short supply. Most available 
manuals are written in English, Spanish, or French and use language dnd 
images too technical for practical use by community members. Needed are 
manuals generously illustrated with non-technical drawings Ind a minimum
 
of written explanation, such as those developed by AbelaP6I for village 
water supply.
 

Greater emphasis needs to be placed on the development of demonstra
tion models such as those described b , Pacey 7 / in Northern Nigeria for 
latrine slabs, and developed in India.1 /
 

Outcomes of Successful Facilitation of Community Organization
 

Case histories drawn from Africa illustrate three major benefits of 
effectively stimulating or facilitating the local community organiza
tion process:
 

1. Reinforcement of local management capacities
 

2. Enhancement of participation
 

3. Increased probability of program success
 

The first, taken from a village in the South Central Cameroon, illus
trates the catalyzing effect of efforts to facilitate community organiza
tion on local ability to manage water and sanitation facilities. This
 
village with about 1500 inhabitants in five hamlets, was one of four
 
selected as pilot villages in the AID/OCEAC Public Health training
Project (1972-76)A-/ Four years prior to the onset of the Project 
this village had experienced a remarkable reversal of what had been a 
deteriorating relationship between the older and younger generations.

Through the establishment of dialogue between the generations on a number
 
of important issues, a reconciliation took place which the Project
 
inherited.
 

A village health conmittee took shape readily in the central hamlet.
 
Despite having no technical experience with the protection of springs or
 
the construction of latrin'-, the committee was able to organize the 
temporary protection of one spring and the construction of over 40
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properly coveed pit latrines. Later the spring was protected in a per

manent manner, and plans were laid for pumping water from the spring to
 

an elevated reservoir and thence by gravity to a community standpipe. In
 

all, 43 pit l3trines were constructed (out of 50 households) and in use.
 

At a later date, the conmittee had calculated the costs of putting in
 

similar systems in the other hamlets. The health committee had become a
 

community water and sanitation planning board.
 

20 /

A second South Zameroonian village- presented in 1972 a distress

inq picture of a predominartly dependent population (elderly or very 

young), widespread endemic disease, and virtual absence of water source 

protection or excreta disposal installations. Leadership was confined to 

the hands of a few clan leaders surrounding a rather weak elderly tradi

tional chief. Crcriinity leaders aqreed to form a health committee, but 
sprin prctecticn and latrine construction progressed little beyond 

.he talking stage, except for a single pit latrine at a clan leader's 

nome.21/
 

The committee, however, provided a forum in which many others besides 

village elders participated. Discussions of issues surrounding environ

mental protection, direct health education presentations, and the base

line medico-social survey, exposed many, including women and youth, to
 

new technoloay and new information. In the second year of the Project,
 
with continued efforts to strengthen tlhe committee, other latrines began
 

to appear and protection of foir springs moved ahead apace. acilitation
 

.)f community orqarization had a salutary effect on both the character
istics ano the extent of participation.
 

Cohen and Jphoff?__2/ have in fact suggested a framework for analyzing
 

particioation as an impact of the community organization process
 

describel above. In simplest terms, this framework consists of two
 

parts: f1) the dimensions of participation in terms of what it consists
 

of, who participates and the cnaracteristics (the how) of participation;
 

and (2) the context of participation, comprising character*stics of both
 

the project and of the environment in which the project is implemented.
 

Fountairn_ 3/ reports a steady reduction in the prevalence of intesti

nal parasites as comnmunity leaders took hold of the long-term management
 

of latrine construction and use, albeit the incentive of periodic vermi

fuges played an important role. In the same Cameroonian village reported
 

earlier, :ornmunity leaders, on the basis of their success with the man

agement of the water supply, took advantage of a change in Cameroonian
 

land tenure law(s that allows for optional individual or ¢o munal owner

ship of land, to develop ccvmunity-Wide landholding ?AI In Malawi as
 
6


reported by Robertson,._l/ Jackson __ and Glennie,5L. enhancement of
 

organization at the community level was the prelude to a successful long

term maintenance program.
 

Thus .whether one is speaking of health or social benefits or simply
 

the proicr functioning and use of water and sanitation facilite.,
 

improved organization at the conunity level appears to be an essential
 
ingredient in the mix.

28 /
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Conclusions
 

Experience to date points therefore to coimiunity organization and to

whateter can be done to stimulate and enhance this process intrinsic to

local population groups, as an imperative to the success of water supply

and sanitation programs among most rural pc~qulations of developing

countries. Organized individuals and social strictures appear to be
 
essential for both the proper function of facilities and the achievement
 
of health and social benefits. Certain conditions however are needed
 
fui facilitation of the process: .ersonnel trained in the community,
diagnostic, supportive, and evaluative---sills, information about the
 
comm,unity to guide facilitation, integiation of approach among services
 
standing to benefit from successful counity organization, and tech
nology and information available to the community in appropriate To-nii
 
and at appropriate times in the continuous cycle of local development.

Finally, successful facilitation of community organization produces in
 
practice certain benefits: improved' lc:al management of water and sani
tation facilities, enhanced participation by commultty members, and

increased probability of project success in both an operational and 
an
 
outcome sense.
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PHARMACEUTICAL PROCUREMENT, DISTRIBUTION, AND USE IN
 
PRIMARY HEALTH CARE
 

A. Frederick Hartman*
 

Seminar Speaker
 

Description of the Process 

Overview 

Three inter-related factors underlie the importance of the Procurement 
and t'se Process:
 

1. 	 The economic impact of drug costs on programs and 
consumers;
 

2. 	The availabiltyr of drugs as a key factor in consumer
 
interest and program effectiveness; and
 

3. 	 The large number of practical opportunities for 
improvement in all segments of the Procurement and 
Use Process. 

In Europe and North America, drugs constitute 10-20 percent of expend
itures for health care, making them an important economic factor in this 
area.I/ In developing countries the economic impact of drug costs for 
goveriient programs is immense, often representing as much as 50 percent 
of health care budgets. In some of the least advantaged countries, as 
was true in Afghanistan, for example, import costs of wholesale drugs are
 
equal to entire national health operating budgets for salaries, services 
and other supplies. 2 / At the household level, expenditures for medicine 
make up a sizeable-chunk of household budgets. In remote rural Afghan
istan, 7 percent of total household income, both cash and non-cash, is 
spent on health needs, and 37 percent of this figure goes for drug pur
chases in the comercial sector--in villages that do not even have full
time shops. For the average 50,000 target population of a government 
rural health center in Afghanistan, the estimated annual value of drugs 
purchased on the open market is about $43,470.3/ This is 47 times the 
annual value of drugs dispensed through the government service. 4 / There
fore, any steps taken to increase availability and reduce dru§ costs in 
less developed countries (LDCs) will have significant impact on the 
economic and health status of individual families. 

Availability of drugs is a key factor in maintaining consumer interest 
and achieving signific4nt impact in pu',iic health pro,.ams. The credi
bility of health workers depends largely on their ability to supply these 
commodities. A rural health survey in Afghanistan showed that villagers 
value drugs more than they do health workers or a clinic. In a Latin 

*Cc-authors are Dr. Ronald W. O'Co.nor and Dr. Johathan Quick. 
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American country just embarking on a rural health program, cominity 
health workers turn to private pharmacies to replenish their stocks when 
program supplies fail them. This is necessary, they say, for without 
drugs they cannot maintain interest in preve'ntive services and health 
education. Adequate and timely supply of contraceptive drugs and devices

is especially critical in family planning programs in order to ,'avesub
stantial impact on fertility. 

Typically, pharmaceutical supply systems are hampered by problems 
arising out cf systems design, people, policy and techincal issues. It
 
is seldom possible to completely rebuild a supply system so that it meets
 
ev:.y expectation, but it is frequently possible to make Improvement, in
 
spec ftc problem areas which visibly improve overall service. Viable
 
appr)aches can be found to solve problems in the procurement and use of 
drigs, and important examples exist in a number of developing countries,

Impr'oveJ service need not await technological breakthroughs. Despite
ever-present constraining influences of political and private Interests,

improvements can be made if pra, tical approaches are taken.
 

Comonents of the Procurement and Use Process
 

Within each area of the Procurement and Use Process,'a number of crit
ical activities must bn performed. The various organizations aiid activ
ities involved combine to form a system, with lapses of judgement or per
formance in one area causing disruptions in another. For example, a 
mistake in drug selection may be the source of problems in the areas of 
distributions or use. Likewise, if information is not available on con
sumption rates or what drugs are currently in stock, inappropriate elec
tions and procurement may follo%4.
 

Interactions and relatiorships among suppliers, planners, outlets and
 
users of drugs are complex; thus, a description of the Procurement and
 
Use Process is useful for identifying problem areas and placing the. in
 
an organizational context. The process may be divided into four major

activity areas: selection, procurement, iitribution and use.
 

Drug selection addresses issues such as what prodrts should be avail
able for what problems and in what qvantities. Procurement includes 
consideration of fnance, purchasing methods, terms of payment, sources 
of supply, quality assurance, and decisions to make or buy. Distrithution 
includes import management, Inventory :ontrol and forecasting, storage,
waste management, and transport. Use Oicludes consideration of prescrib
ing and dispensing practices, traiiTn-g auxiliary personnel, packaging and 
labeling, matching supplies to appropriately trained personnel, and 
educating consumers.
 

Major Problems in the Procurement and Use Process 

Each system has a unique cootbina,Ion of constraints and deficiencies 
which contribute to its own particular set of difficulties. Our experi
ence in a number of countries in the developing world suggests, however, 
that some of these difficulties recur frequently enough to be regardtd as 
typical problems of the drug Procurement and Uee 'rucece. 
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One problem which cuts across all four areas of the process concerns 
the information used to make decisions. Information systems which regu
larly provide decision-makers with reltiable data on public health condi
tions, consumption rates, effctiveness of various drugs, and quantities 
of supplies on hand are seldom organized coherently. Critical decisions 
en what drugs to procure, what quantities to stock and how to distribute 
them should be based on users' needs as well as consumption patterns but 
frequently are not. Lack of this information often results in shortages 
of drugs most heavily used and relative abundance of less essential 
drugs. This scarcity of information results from a lack of emphasis on 
information system development and in inadequate training of government 
officials in the complex tasks involved in collectiog, collating, trans
mitting and analyzing data on supply systems.
 

The selection process is often inefficient where public officials lack
 
the pharmaceutical baclkground and knowledge of current therapeutics 
needed to make sound selections. In some programs drug selection is done 
by individuals with no formal health care training. Furthermore, poorly 
designed or poorly supervised information systems lead to purchase quant
ities which are frequently based on sheer guesses. The results of these 
shortcomings may be (1) the procurement of an unnecessarily large number 
of drugs which use up limited inventory capital and overload the distri
bution process, (2) purchase of expensive drug products when cheaper 
equivalents are available, (3) expenditure of limited funds on unproven 
drug combinations and symptom-relief drugs when more essential d-ugs 
(antibiotics and vaccines) are lacking and (4) procurement of drugs whose
 
clinical efficacy has not been established.
 

These selection problems are also associated with broader issues, such
 

as international regulation, the ability to deter.ine "effectiveness," 
and local variations in deter ining what are 'essential" drugs. A 
critical question is who in the system should determine whether or not a 
particular drug is "essential" or "effective."
 

Problems relatirg to procurement that consistently demand attention 
include supplier pirfomance, qualty assurance and the question of 
whether to make various products in-country or to buy from outside. 
Suppliers sometimes withdraw offers or change bids during the tender 
process, deliver substandard products or goods about to expire, or fail 
to replace bad batches. Improper supplier performance is often not 
controlled because officials may lack the background of professional pur
chasing agents and have not been trained in standard business practices.
 

Quality should be checked when drugs are first received and should be 
reverified when they reach the outlets that distribute them. Reverifica
tion is important because drugs may be acceptable upon arrival in that 
country, but their condition may deteriorate after long periods of time 
in the supply system. Environment, poor handlitn, storage, and packa.jing
 
all contribute to this problhu. Unfortunately, .jality assurance labora
tory facilities and personnel are frequently not available. While there 
are basic quality-monitoring practices not requiring sophisticated labo
ratories that could be performed, pharmacists in LDCs are frequently not 
trained in them and, thus, are usuall- not performed.
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Some countries could save money apd expand services if they couldmanufacture certain of their products at local facilities. In order tobe truly economical, the make-or-buy decision must be based on sounddemand and cost projections rather than on political slogans. Unfortun
ately, many countries lack the depth and diversity of professional expertise required to make sound make-buy decisions and, when local production
is selected, to implement the decisions. Where production plants have
been established, production inefficiencies are common. 
A major contrib
uting factor to existing inefficiencies is inadequate preparation in key

areas, itcluding industrial pharmacy, plant management, and standard 
manufacturing practices. 

Comon problems asso~ciated with distribution include inadequate storage facltties and transportation resources, inefficient stock management, and loss due to spoilage or theft. Storage facilities are often
overcrowded with incoming supplies stacking up, spilling into aisles, 
or
simply being left on loading docks. Moisture and pests destroy supplies

as 
they sit in warehouses and poor securit. causes additional losses from
theft. As one moves outward from the center of the supply system, stor
age staniards usually become wqrse; regional 
warehouses are often little
more than shacks and clinical facility storerooms only dirty closets.
The limited space available is often used suboptimally. Scarcity of
information or inefficient management of rolling stock keeps supplies
bottl. d up at central warehouses when there is space available at regional warehouses. Managers are frequently unaware 
of what supplies they

have on hand or where they are. Supplies needed in one region may gather
dust in another, simply because their presence is unknown, or because
 
mechanisms for transferring 5tocks do not exist.
 

Packaging and labeling are 
nnt only important for safe use of drugs,they are critical in determining whether, drugs are used at all. Users
 may reject products which do not meet their expectations of what good
medicine should look like. This the case
is often with drugs used in
 
government programs which 
are unpacked from bulk 
sources and distributed
 
in shoddy-looking packages.
 

Up to this point we have discussed problems related to specific activ
ities in the Procurement and Use Process. 
There is another set of behavioral problems which create toobstacles good management from within the 
system. Obviously, such lapses as theft, misappropriation of supplies,or professional indifference are detrimental. 
 Often these problems can
be traced to particular individuals, but widely-held attitudes are builtinto many systems &nd frustrate goal achievement. Material scarcity in
developing countries available
makes supplies valuable commodities.

Control systems become restrictive tending to result in a suDply-conserv-Ing rather than effective-use-promoting ethic. 
 The best example of this

attitude is the multiple signature process often needed to allocate smallamounts of drugs and equipment. Supplies become a source tacticalleverage in bureaucratic infighting. Officials resort to 

of 
rewarding

allies and punishing 
enemies by giving out or withholding supplies.
Manipulating supplies for "political" purposes often becomes the de factogoal of materials management in sme systems and public health considera
tions assume a secondary role. 
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Practical Opportunities for Improving Pharmaceutical Supply and Use 

A systematic analysis of current supply activities 

The first step in any improvement is describing the current actfvi
ties, identifying strengths and weakspots, and clearing defining neees.
 

Figure 1 presents a problem matrix that is useful in completing this 
analysis. Each function with its associated activities is listed on the 
vertical axis, and the resources needed to fulfill each activity is noted 
on the horizontal axis. Each box is then filled in as to the presence or 
absence of the resources, and what improvements can be made in the pro
cess. 

Establish priorities for improvements
 

Based on the above analysis, help the host government or interested 
agency identify the areas in which improvements can most productively be
 
made, in light of resource and political constraints.
 

Provide information 

Most LDC public health programs do not have all tht information they 
need for improvements. The lack of information may be with regard to: 
individual drugs (information for selection); the international drug
 
supply market (information for procurement); warehousing technques and 
equipment (distribution information); or to re-packaging and dispensing
 
techniques (use information).
 

Decide on a plan for improvement tht is within the resources
 
avail able 

This 	plan may include some or all of the following components:
 

1. 	Construction of warehouses or storage depots;
 

2. 	Purchasing equipment or vehicles;
 

3. 	Developing more effective policies and operational procedures in 
supply and maintenance; 

4. 	Training of personnel in various aspects of the supply process or
 
general management training, and 

5. 	Provision of initial stock of supplies to "prime the pumpo. At 
the risk of being too simple it should be stressed that providing 
more drugs without changing the ba.ic supply system does little 
to insure long-term improvements. 

Have 	realistic expectations for progrdm development
 

It is common to underestimate the time involved, the expertise re
quired, and the funds necessary to design and implement pharmaceutical 
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supply improvements. Assistance agencies, either public or private, will
 
not benefit host countries by providing them with partially completed
projects. As a major component of any public health program, logistics
sy3tem improvements require a continued coiitment over long periods of 
time. 

Management Sciences for Health is currently developing a comprehensive
operational manual for the Pharmaceutical Supply and Use Process. This
manual will describe each activity in detail, the anticipated problems,
and suggest practical strategies for improvement. Based on an analysisof pharmaceutical supply systems in more than twenty countries, the man
ual should be available for general distribution in early 1982.
 

NOTES
 

1/J'*es, B., The Future of the Multinational Pharmaceutical Industry
 
to 1"990, Halsted Press, New York, N.Y., p. 11, (1977).
 

2/Republic of Afghanistan, Ministry of Public Health, Financial Analy
sis-of Health Programs, Kabul, p. 21, (1977). 

3Mtanagerment Sciences for Health, A Field Survey of Health Needs,
Practices, and Resources in Rural Afghanistan, Boston, Mass., pp. 66-68,
 
(1975).
 

4/Management Sciences for Health, Drugs Procured for Basic Health Cen
ter?, Kabul, Afghanistan, (1978).
 

285
 



DRUGS AND PRIMARY HEALTH CARE
 

Cecile deSweemer
 

Seminar Speaker
 

Any aspect of primary health care derives its meaning from the objec
tives of primary health care, which are to decrease morbidity and mor
tality. Decreasing morbidity can be done by preventing, shortening
 
and decreasing the severity of specific illnesses or by strengthening
 
the ability to deal with new assaults and stresses. The same strategies
 
will help decrease mortality. It is clear drugs can be useful in all of
 
Lhz;e, but that other means such as physical exercise, nutrition, psycho
logical and social therapy, nursing and spiritual care are often more
 
powerful and meaningful.
 

Drugs should rarely bt! the only mode of preventing or treating an ill
ness; therefore providing for their effective provision and use should
 
only be one part of the broader effort to improve services. Moreover,
 
one should limit the use of drugs to those occasions where they can truly
 
contribute to progress tomards the service objectives. At all cost, one
 
should avoid the unnecessary and harmful "medicalisation" of problems
 
that are spiritual, social or psychological and should be dealt with
 
as such.
 

The steps inplanning of drug use are:
 

1. 	Selection of the high priority diseases;
 

2. 	Selection of actions to be taken to prevent or cure
 
these diseases;
 

3. 	Selection of place and person to carry out those actions; and
 

4. 	Selection of drugs that are most appropriate for these actions
 
and the persons carrying them out.
 

The selection of the high priority diseases does not only rely on
 
criteria connected with epidemiological characteristics of the diseases
 
(incidence/prevalence, social impact) and demographic characteristics
 
(population density and therefore size of population to be served), but
 
also on the availability of intermediate technology and relatively cheap
 
supplies (drug and equipment) to deal with the disease at the peri
pheral level.
 

In the selection of the drugs to be used, it is very important to keep
 
a number of points in mind. Drugs need to be selected by the follow
ing principles:
 

1. 	They need to be effective and to be used only for their pharma
cological effectiveness (placebos are too expensive to be used). 
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-- 

2. 	They need to be affordable, in terms of unit cost and their
 
total claim on the health budget (calculation based on 100
 
percent coverage of relevant cases).
 

3. 	The standing orders for prevention and treatment should be
 
formulated carefully to optimize the sensitivity/specificity of
 
the use of drugs. Wherever resources for drugs are scarce it is
 
important to increase the specificity of the use of each drug

(use it only where its indications seem almost certain). This
 
avoids wastage but is obviously counter-balanced by the fact that
 
some people needing the treatment, but who present with somewhat
 
less clear indications, are not covered. Because highly specific
 
use of drugs is not only more economical but also makes their
 
effect more visible, it is also important to insist on highly

specific use of drugs when a program is still establishing

credibility. In richer programs with good public rapport one can
 
increase the sensitivity of their use while maintaining a reason
ably high level of specificity, in order to improve the level of
 
effective coverage.
 

4. 	Drugs sIould be selected, distributed and stored in such a
 
way that they do not only support services by doctors and nurses,

but make the appropriate contributions to the work of auxil
iaries, community-based services and self-care. 
The 	use of drugs

should be structured in such a way that the choice of particular

drugs does not become an excuse for professionalization of
 
primary health care. Drugs to be included in primary health care
 
should be easy to administer, not reduce body resistance, or have
 
frequent severe side effects. The drugs should have a reasonable
 
long 	shelf-life under adverse conditions, should be pre-packaged

for 	individual use and have clear labelling with indications and
 
instructions. Their storage should be organized so 
that 	stocks
 
are 	readily accessible at all levels. To assure access and avoid
 
wastage, one has to simplify ordering and storage.
 

This 	last rests on a number of principles:
 

--	 the list of drugs to be provided in primary healtf care should be 
short at the most 40, 

the 	lesser trained the person, the shorter the list of essential
 
drugs at his/her disposal should he,
 

--	 ordering of drugs should be formalized at all levels, assuring
that all essential drugs are at hand and no drugs are accumulating 
at any point, 

in conditions of uncertain turn-around time and/or availability of
 
drugs at higher levels, use a rule of what amounts to be ordered
 
in order to keep a bufferstock at the periphery at any time. One
 
can use mathematical inventory models for this, but in most
 
developing countries itmay be necessary to reiterate calculat;ons

based on successive attempts at improving the system, as 
one
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mostly does not know what drug consumption will look like if
 
constant shortages in supply no longer intervene. Moreover,
 
one does not usually start with an accurate knowledge of the
 
time elapsing between placing an order and receiving it.
 

It would seem that a clear planning of a limited list of drugs, a 
maxtmum expected use (100 percent coverage of all expectf)d cases) per 
population unit, would permit quick and non-whimsical checking of peri
pheral orders. This by itself should shorten the turn around time, which 
is in many cases 8-12 weeks at present. Moreover, drug use cin suddenly 
increase dve to epidemiological conditions or increased population 
coverage. Apart from a well formalized system of routine ordering, one 
needs therefore a provision for emergency orders. Not only should these 
be acceptable and processed with due speed, but if they present them
selves too often, they should trigger a review of the routine ordering 
which must be too tight for comfort.
 

The provision of sufficient drugs is not just dependent on formaliz
ing the system of selection and storage/distribution. In many programs
 
the drugs are not budgeted for appropriately, or free drugs are politi
cally desirable but financially not feasible in sufficient volume. At
 
least in some places it may be possible to lessen the problens created by
 
these budgetary constraints by instituting cooperative drug-distribution
 
(Pharmacie Populaire) or h&ve health facilities use revolving funds.
 
Community financing of drugs can become an incentive for overprescription
 
of drugs particularly if the individual worker or the health system
 
receives a profit from the transaction. One should carefully avoid
 
building in such incentives and should also guard against indiscriminate
 
use of drugs by clear standing orders and appropriate training and
 
supervision.
 

To summarize, drugs should be an integral part of the scientific plan
ning for primary health care. The planners should select a limited list
 
of drugs that will directly contribute to the primary health care objec
tives. Develop a system of pre-packaging, storage and distribution, hut
 
aim at their consistent availability in sufficient volume. Standing
 
orders, reinforced by training and supervision, must aim at effective use
 
of drugs, recognizing the dangers of medicalisation of health problems.
 

NOTES
 

1l/Iflich, Ivan D. Medical Nemesis: Expropriation of Health. New
 
York: Paniheon Books, (197C).
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RURAL AND URBAN CLINICS FOR DEVELOPING REGIONS
 

George J. Mann 

Seminar Speaker 

Introduction 

The health needs of the developing countries are staggering. As a 
result, more and more frequently, foreign architects are called to devel
oping nations for consultation. One problem has been that these experts 
often have recommended expensive facilities without first properly
analyzing the local health problems and needs. In many cases these 
problems stem from poor nutrition, leading to mental retardation as well 
as other disorders. More often the water supply needs to be purified, or 
sewage and sanitary facilities deployed. In other cases, a simple
vaccine is necessary and can be admiinistered outdoors without any 
facility whatsoever. A simple economical, yet comprehensive, rural or 
urban health center or clinic is what is often needed on a comunity
level. 

Background 

Inmany countries, the concentration of physicians in urban areas has
 
caused an inbalance in the quality and quantity of health services 
delivered in the rural areas. In addition, the pressures of population
shifts from rural to urban areas have also caused an inbalance in empha
sis in the development of National Health Plans. 

In recent years it has become widely recognized that large, expensive
curatively-oriented hospitals are not responding to the health problems 
of rural areas. Many of these problems could be alleviated by having 
community-oriented health programs on a local level. 

The World Health Organization, USAID, World Bank and numerous Minis
tries of Health have recognized that a more effective approach to the 
delivery of health care would be through the less costly, more effective 
comunty-oriented health center. 

Philosophy of a Cmmunity Health Center 

A comnity health center should fit into the overall regionalized
development of a National Health Plan. It should have prearranged 
referral patterns to district hospitals. 

It should define and respond aggressively to the local health problems
of the community. Its staff should reach out to improve housing, sani
tary conditions, sewage and water supply, by teaching the people. It 
should have prorams for health education, environmental and public
health nutrition, family planning, and vaccitations. It should have 
minimal physical aroa, and have minimal staffing requirements. It should 
be relatively inexpensive to build and maintain. 
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What Is the Function of a Health Center?
 

A health center should provide a "first-line of defense" against 
disease on the comunity level. It should emphasize prevention of 
disease, through aggressive programs related to comunity health. 

Types of Community Health Facilitf.s: 

1. Home 

2. Dispensary (or local health clinic) 

3. Rural health center: 

--Free standing structures
 
--Health workers (on foot)
 
-- Mobile units 
--Landrovers
 
--Helicopters
 
--River boats
 
--Railroad cars
 
--Airplanes
 

4. District hospitals 

Servicer 	for Comunity Health Centers: 

The following services could be included in a Rural Health Center: 

1. Health education 

2. Environmental and public health 

3. Nutrition 

1. Family planning 

5. Home care 

6. X-ray 

7. Laboratory
 

8. Immunizations
 

9. Maternal and child health
 

10. Outpatient services
 

In some countries, some beds, a minor surgery, and labor and delivery 
rooms are provided. The latter, however, are in mW opinion services to 
be 	provided in the district hno-!tal.
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Criteria for Design of Community Health Facilities 

Attitudes 

The building design should r..cognize the local attitudes of people.
If the design is not responsive to the local culture, the building will 
not be accepted. 

Imsage 

The image of the Community Hiealth Center should be inviting to the 
people of the comunity. 

Accessi bility 

The Health Center should be accesilble and central to the community. 
(It could be located near the market, near a bus stop, near a school or 
church.) It should be located in ai situatinn where people will be most 
likely to use It. 

Site
 

The site should be ample and allow for future expansion.. 

Climate and natural ventilation
 

The building design should recognize the local climate (temperatures,
 
rainfall, snow, prevailing winds, orientation) and be designed according
ly.
 

Its design should take advantage of principles of natural ventilation,
 
since in most cases air conditioning would be out of the question. Over
nangs, breezeways, louvered windos, parches and landscaping are some of
 
the methods utilized by ;rchitects to respond to local climatic condi
tions.
 

Local methods and material s 

Often if a building is built, utilizing local methods and materials 
for construction, it is more 1ikely o 1e accepted b the community. It 
is also more likely to be .economical. 

Self help
 

Ore of the ways a Community Health Center can beccw. totally accepted 
by the cowu'.ity is for the members f the co&.,unity to participte in 
its planning, design, constructin, operatio'i and maintenance. 

Modest scale
 

A Community Italth Center shou~d be of modest scale and fit into the 
scale of the community itself. This can often mean residential scale. 
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Designed for minims staffing 

A Comunity Health Center should be designed for minimu statfing. 
Often these Health Centers won't be staffed by a doctor, rather by a 
paraprofessional or an R.N. or a physician's assistant. 

Services and utilities
 

Electricity can be generated. A supply of good water is essential. 
Sewage can be treated in septic tanks. 

292
 



PLANNING ACCESS AND CAPACITY FOR 
USE OF PRIMARY HEALTH CARE WORKERS
 

George C. Moore
 

Seminar Speaker 

Introduction
 

The desire to provide some basic level 
of healtn care coverage to all
has largely motivated the recent interest in primary care. As a result,
the World Health Organization (WHO) has adopted the optimistic slogan
"Health for All by the Year 2000." Concern over the lack of modern
health care for the majority of the world's people has lead to livelydebates in the literature.-4 If such issues are to be dealt with, then
adequate capacity and access to primary care programs must be provided.
 

Unfortunately, this issue is often swept away with generalities. 
 Can
 
the world provide health care 
for all by the year 2000? On a more
practical level, 
how can a local program planner approach maximum benefit
in terms of coverage and utilization of specific regional primary care 
programs?
 

This paper begins by clarifying the concepts necessary to answer
 
these c.jestions. Facility, coverage and access 
are care programs. The
 
paper concludes that (1) even with primary health care programs, much of
the world's population may be too spatially dispersed to be covered by
health care, and (2) that concrete tools for planning access and coverage

'n primary health r-re should be used more often.
 

Facilities, Capacity and Coverage
 

Often health care facilities will differ from the usual image of
facilit) as a building. Instead, primary care "facilities" in developing

countries often include a village health worker in his/her living room, a

mobile health 'nit and staff, or a midwife. In this sense, the term
"facility" is used to refer to all 
the resources collected at a place for

the purpose of providing health care. Using this concept of facility,
when planning primary care programs, is useful since it allows the
planner to focus on designing functional units, rather than buildings.
Moreover, it emphasizes that all "facilit,4s" fall oi a continuum of size
 
and complexity ranging from the small 
and simple to the large and complex.
 

In planning primary care programs, it is often assumed that providing

adequate capacity will lead to coverage. As a result, the goal of the 
program is often expressed as one facility per X thousand people. 
 It is

importart to recognize, however, that such capacity will not assure 
coverage.
 

Let us first define these concepts. If the overall goal of the
health care system is to meet the basic needs of the population, then
this goal might be divided into two sub-goals as follows: 
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Sub- goal s 

1. 	 Coverage: equity of access of the population to facilities 
in order to generate adequate demand for care. 

COVERAGE = DEMAND = the number of people who seek care
 
Rr the numer of peoplewho need care
 

2. 	 Capacity: a sufficient volume of effective services to 
meet normal variations in demand without 
either excess overflow or excess facilities.
 

CAPACITY = EFFECTIVENESS - the number of effectively treated cases 
DEND fhe rumber of people who demand care 

(It is understood that these definition- would be extended in practice 
to compensate for the severity o" different needs. Moreover, the idee of 
capacity as defined here could be divided into physical capacity and 
quality.) Given these subgoals, then the overall goal of the primary 
health care sy;tem can be defined as maximizing: 

EFFECTIVENESS = DEMAND X EFFECTIVENESS 
NEED Wr ---DEI 

and thus by substitution:
 

EFFECTIVENESS = 	COVERAGE X CAPACITY
 
NEED
 

In these terms, coverage implies that those who need health care 
will actually seek It. In this sense, coverage represents the potential 
for the utilization of health care. 2 / In practice, many primary health 
care workers (PHCWs) are underutilized because people do not bother to
 
seek care. This may be because the people live too far away, because the 
PHCW lacks their trust, because the PHCW lacks the necessary time,
 
skills, supplies, or equipment tj p,.,i,'de care, or for other reasons. 
Taking coverage into account when planning the program can help avoie! 
this underutilization.
 

Capacity refers to the ability of the PHCW to provide quality care to 
all those who seek it. If people are turned away for lack of time or 
another reason, capacity is inadequzate. Thus, capacity is relative to 
demand. If demand is low, a very skall numer of facilities can provide 
adequate capacity. Moreover, even an infinitely large number of facili
ties cannot meet the goals of primary heilth care program without ade
quate coverage.
 

Health Care for 	All? 

Let us now return to our initial questions: Is health care for all 
by the year 2000 a realistic goal? One limiting factor to which atten
tion should be drawn is spatial c.iverage. As showr, above, coverage is an 

294
 



essential cordition to an effective primary health care system. And in
order for people to be covered, they must be relativel., close to a 
fact I i ty. 

In ,irecent study of spatial access to village health workers inHealth IPegion V of Hondt.ras, this author showed that 100 percent cover
age of the population is not feasible in many under-developed coun
tries._/ The study assumed that a person would be covered by a village
health worker, if one was located within 30-minutes walking time from
 
the patient's residence. Data from the Honduran national 
census was

used. This provided data on 96 percent of the 450,000 people who live in
 
the study area, distributed among over 3,000 comunities. The study

found that after 80 percent of the population was covered, the remaining

uncovered population 
was so widely dispersed that additional health
workers would at most people. Given the costs ofcover 225 training and
supporting the village health workers, it is doubtful that the remaining
20 percent of the population could be covered economically. Similar
conclusio,s were reached regarding auxiliary nurse 
and physician-based

clinics. Thus, without significantly greater external grant funding,

countrles like Honduras cannot reasonably expect to provide spatial
 
accrss to even a village health worker for all 
by the year 2000.
 

This conclusion should not be interpreted as a criticism of programs

to,extend primary health care into rural 
areas. Clearly, much extension 
o,: such primary care programs is justified. However, even primary health
cire programs are limited in the amount of coverage and equity they canproduce with the funds currently allocated by the governments of the 
world.
 

It is often observed that the ratio of health workers to people

in urban areas is much higher than in rural are-as. This is true for
 
both developed and 
developing countries. This fact is often used as
 
evidence that resources are poorly allocated, and that more primary

health care workers are needed in rural 
areas. Roger EnglaniA/ has
 
correctly criticized international health workers for overemphasizing the
rural areas. 
 In fact, the urban areas are growing faster than the rural
 
areas. 
In addition, the urban areas contain densely concentrated popula
tion so tkat spatial barriers to access are minimized. The study of
 
Honduras cited above showed clearly that 
a rational planner seeking to

optimize coverage will 
cover urban areas before sparsely populated rural
 
areas. Thus, where not everyone can be covered, some concentration of
 
resources in urban areas is rational.
 

The real problem with health programs in urban areas is that often

only more 
expensive secondary and tertiary care are available. For
 
this reason as well, it is imperative that primary health care programs

be extended to urban areas, and that urban areas 
not be igrnred in the
 
name of rural programs.
 

Planning for Coverage
 

How can the local planner of a regional primary care program adapt 
the principles discussed here to local realities? Unfortunately, the
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literature on health planning contains very little to enlighten us on
 
this subject._ 6 / However, the field sf location-.1location analysis
 
within geography provides excellent toc'is to gjide this effort.7 /
 

First, the planner must identify the qu,!stions to be addressed. A
 
large part of present cenfusion in plannt',g for coverage results from
 
poorly posed questions. Thus, the following issues should be addressed
 
more or less in the ofer listud:
 

1. 	 What is the maximum amount that can be spent?
 

2. 	 How much is the program willing to spend to provide unit in
creases in the amount of demand, utilization, and effectiveness
 
produced?
 

3. 	 How many levels of facilities will be provided?
 

4. 	 What are the functions to be performed at each level , the 
resources to be available, and the rules of referral of clients 
among levels? 

5. 	 How many facilities should be allocated at each level?
 

6. 	 What location and capacity should be allocated to each level?
 

While it is impossible to discuss these methods in depth in the 
limited space provided, thi- paper argues that location-allocation 
methods provide an excellent tool with whih to approach this qupsiion. 

While considerable attention his been given to the above issues 1,
 
4, and 6 in the public health literature, the other issues mentioned have
 
often been slighted in practice. The location-allocation methods
 
mentioned earlier provide an excellent means to include the other factors
 
in tne analysis.
 

Given data on the location of people (or more sophisticated measures 
of demand) and possible facility sites, location-allocation methods 
provide computational techniques to select sites which maximize various 
related measures of coverage. Marginal return criteria can be explicitly 
considered to determine how many facilities and levels of facility should 
be allocated. These tecHtiques are being increasingly employed in the 
U.S. 	to plan emergency medical services and fire facilities as well as
 

8
primary care in rural areas. ,9 / Within the last few years, +he tech
niiues have been successfully extended to studies of amulance and rural
 
health workers in Columbi a_O/ and Honduras.. With National Science
 
Foundation (NSF) funding, Dr. Gerard Rushton is also carrying oout a
 
similar large-scale study in India, in collaboration with an Indian
 
university.Ll/ The author is currently working with Lic. Ulises Gomez
 
of the Hondurat National Planning Council and the Honduran Ministry of
 
Health to apply these techniques to a nation-wide study in Honduras.
 
USAID is funding this study. All of this experience shows that location
allocation techniques are a very useful extension to regional health
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planning methods. While 
space prohibits a further discussion of
location-allocation here, the bibliography will serve as guide
the planner who chooses to apply these methods. 

a tc 

Conclusions
 

The goals of primary health care programs require that high levels
of coverage to heclth workers be attained. Coverage is an important
factor in determining the utilization of health facilities, and a goodmeasure of the equity of the system. More attention should be given to
planning coverage as well as the capacity of regional health programs.

Location-alloLtion methods provide a very useful tool to facilitate such 
planning.
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SPECIAL PROBLEMS IN THE SUPPLY OF VACCINES
 
FOR CONTROL OF COMMUNICABLE DISEASES
 

Samuel L. DeShay 

Seminar Speaker
 

The Tanzania .'rogram
 

The Tanzania project is carried out through a grant from USAID to 
Tanzania, administered by the Loma Linda University for the Ministry of 
Health, involving maternal and child health (MCH) services, the training 
and setting up of 18 regional centers for auxiliary training, and the 
devel,)p..nt of the public health program for the nursing school. 

In the Arusha Declaration in 1967, Tanzania pledged itself to rapid
development of its large rural areas and its entire population of 
15,000,000. It has been estimated that upwards to 93 percent of the pop
ulation is rural based. 

One major step in the rural development was to attempt to bring scat
tered families together into cooperative villages where social services 
might be extended.
 

In 1973 the Ministry of Health was reorganized into three divisions--
Manpower Development, Hospital Services, and Preventive Services. This 
was done partly to overcome the overwhelming trend toward primary cura
tive services.
 

Primary Care Workers 

The auxiliaries now being trained fall into th.ee basic categories: 

1. The rural medical aide (RMA)
 

2. The maternal and child health aide (MCHA) 

3. The health auxiliary (HA) 

The RMA is trained for three years in simple curative and preventive 
serviceF-and functions as the team leader. The MCHA is trained for 18 
months and provides comprehensive RCH services, inc-ing antenatil care,
 
immunizations, family planning, nutrition services, health education, and 
simple deliveries. HAs also receive 18 months training and provide 
environnental sanitation services as well as various specific activities,
 
such as TB, leprosy and malaria control. This basic dispensary team pro
vides primary health care for an average of 7,000 to 10,000 people. 

Comprehensive services
 

Dr. Richard Ilart, Directcr of International Fealth, Lzma Linda Uni
versity, states that they rapidly discovered th;t "the motivation thaL 
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brings a sick child to a clinic for treatment was often not sufficient to
 
bring a well child on another day for immunization." Newer and less 
understood services, such as family planning, suffered even more, even 
when distance was not a problem. Yet attendance for curative services 
continued to climb exhausting both stiff and space; however, it was to be 
observed that the disparity between attendance at curative versus preven
tive services increased, even when provided on the same day and in the 
same building. 

Another problem which deserves conment is the economic impact of the 
oil crisit. District mobile teams often exhaust their travel budgets 
within the first few months of the financial year and remain idle there
after. The cost of maintaining vehicles in adequate repair has become 
more difficult with escalating prices and cost of parts and supplies. 

Hence, an important decision was made that the best method of maternal 
child health coverage was to move to daily integrated MCH clinics. This 
meant that all services, including clinical care, immunizations, ante
natal care, family planning, health education and nutrition evaluation 
would be available on a daily basis at all dispensaries, health centers 
and hospitals in Tanzania. 

Consequently, the plan that emerged was to completely integrate both 
the general clinic and M4CH services, so the only way to receive medicine
 
and be treated was to pass through an ICH component and receive the 
preventive services available.
 

Small Dose Vials
 

With this decision, the vaccines normally supplied in larger multi
dose vials were inappropriate hecause now the numbers on any one day were 
small. This started an ongoing battle with World Health Organization 
(WHO) and other vaccine suppliers. The request was made for vaccines in 
5, 10, and no more than 20-dose vials. These suppliers pointed out that 
this Is not cost effective for vacc'ne distribution, with which we must 
heartily agree. The primary cost of the vaccine is in the packaging, not
 
the vaccine itself.
 

Some decided to take the larger vials, use only what was necessary, 
and discard the rest. Most health workers were so conscious of supply 
limitations that they were not willing to waste the remeinder of the 
large vials; thus they began refusing to open vials unless they had a 
number of children available to vaccinate. As you can see, this meant 
that children were being turned away without vaccination, possibly not 
always returning on another day for this service, now missed. 

The standard seven immunization package was used in most places in 
Tanzania: BCG at birth, smallpox at one month, DPT and polio at 2-12 
months for three doses, and measles at six to nine months. In recent 
years smallpox has been dropped.
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Cold 	Chain
 

The greatest problem experienced with vaccines next to their initialcost is that of maintaining a cold chain for their proper preservationfrom 	 the time of their manufacture to the time of their use at a 	remote
dispensary. A rather elaborate cold chain distribution system with cen
tral 	 storage in Dar es Salaam where vaccines were received from abroad 
was set up.
 

Complicating this picture is the hot climate of Tanzania, the remotelocation of the rural dispensaries, poor roads and difficult transport,inadequate vehicles, variable air service the regions,to 	 the shortage ofkerosene for the refrigerators, largely due to unavailability or to cost 
factors.
 

The cold chain problem is currently receiving attention with coldroot; being located at Zonal MCH Headquarters. Six refrigerated VWKombies were secured for vaccine delivery from Zonal Headquarters toregional centers and district MCH headquarters. Vaccines were usually
shipped by air to the regional centers, then by landrover down to the 
district centers, and on out to the health centers and dispensaries.
 

Kerosene Refrigeration
 

A special training program the and 	 ofon operation maintaining kero
sene 	refrigerators was developed. 
 Initial evaluation suggests it has
worked fairly well. 
 There isa problem of kerosene distribution parallel
to the vaccitm. distribution which must be borne in mind in the development of a project such as the Tanzania program. Without this alterna
tive, the vaccination program would have ended geographically with the 
last 	source of electricity.
 

The Lesotho Experience
 

This project was much less ambitious and not fraught with the problems

and hardships of cold chain frustrations at the same level of magnitude.
Lesotho is a small country, though troubled with difficult roads and 
transport problems, there are other methods to accomplish the desired 
ends. 

We maintain a 200-bed hospital at apoteng, the Maluti Hospital, from
which many out-station clinics are maintained. The problems with
 
vaccines are largely minimized because of:
 

1. 	Easily available source and supply
 

2. 	Predictable numbers at the out-clinics from long-ter
 
experience
 

3. 	Short distances from hospital base to out-clinics
 

4. 	Use of S.R.N. students ts. administer vaccines
 

5. 	Reasonable vehicle maintenance ind availability.
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Evaluation done on acceptance of the HCH program in Tanzania indicates
 
22 percent more children's visits in 1979 over 198. A UNICEF baseline
 
survey of 3,471 Tanzanian households indicates that 20 percent of mothers
 
do not attend antenatal clinics, 41 percent do not take their children to
 
clinics, and 61 percent do not know measles can be prevented.
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SUPPLY OF VACCINES TO CENTRAL-LEVEL OF NATIONAL
 
HEALTH SYSTEMS
 

Ciro de Quadros*
 

Seminar Speaker
 

Introduction
 

The member states of the Pan American Health Organization/World Health
 
Organization (PAHO/WHO) have pledged to work together to attain a level
 
of health for all the people of the Region by the year 2000 that will
 
permit them to lead a life socially and economically productive. They

have also endorsed the declaration of Alma Ata which recognizes that
 
primary health care is the key to attaining the goal of "Health for All
 
by the Year 2000," as part of social and economic development.
 

The essentil objective of the concept "Health for All by the Year
 
2000" is to provide all the peoples of the world with adequdte health
 
services through primary health care. The essential health services to
 
be provided through primary health care are: adequate food and housing;
 
protection of houses against insects and rodents; adequate water to
 
permit. cleanliness and safe drinking; suitable waste disposal; services
 
for the provision of pre-natal, natal and post-natal care, including

family planning, infant and childhood care, and nutritional support;

immunization against major infectious diseases of childhood; and preven
tion and control of locally endemic diseases.
 

Furthermore, PAHO/WHO have emphasized the importance of immunization
 
by adopting a resolution aimed at ensuring that by 1990 all children of
 
the Region as well as the world will be provided with such immunization
 
services as a milestone toward "Health for All by the Year 2000."
 

In implementinq the resolution regarding immunization, PAHO and WHO
 
v(ted to establish on 3 permanent basis, an Expanded Program on Immuni
zation (EPI) with the goal to reduce morbidity and mortality from
 
diptheria, whooping cough, tetanus, measles, poliomyelitis and tuberculo
sis. Othpr goals are to promote countries' self-reliance in the delivery

of imrrunization services and regional self-reliance in vaccine quality
contril and production.
 

In 1977 the governing bodies of PAHO passed a resolution calling on
 
member countries of the Region to expand their immunization programs and
 
to formulate specific plans for the development or maintenance of immuni
zation activities through their primary health care systems, particularly
 
maternal and child health services.
 

However, all efforts will be for naught if a constant supply of potent
 
vaccine is not assured at the levels of the health system. The previous
 

*Co-authors are Halter Umstead and Peter Carrasco.
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presentation in this seminar session dealt with all the problems related
 
to the flow of vaccines from the central to the peripheral levels, what
 
is universally known as t'e "cold chain." This paper will deal with the
 
problems of availability of good quality vaccines at affordable cost for
 
developing countries at the central level of their health syste, and an
 
innovative solution to these problems through the operation of a Revol
ving Fund under operation by PAHO since 1979.
 

Purpose of the EPI Revolving Fund
 

Few children or pregnant women in the developing world are now being
 
immunized. The consequence is up to 5 million deaths per year with a
 
similar number of crippled or mentally retarded children. Vaccines are
 
among our very best health bargains: they should be made available for
 
all children and women of child bearing age.
 

In order to assure that vaccines are available to all countries of
 
the Region, the EPI Revolving Fund was established with the following
 
objectives:
 

- To enable member countries of the Region to procure the require
ment for vaccines and related supplies in an orderly and 
continuous manner in order to avoid disruptions in their pro
gramming due to lack of vaccines or lack of im~mediate funds for 
their procurement.
 

- To permit countries to use local currencies instead of U.S. 
dollars to reimburse their vaccine purchases, thus avoiding delays 
and loss in trying to exchange their currencies for U.S. doflars. 

- Vaccine requirements from all participating Revolving Fund 
menbers will be consolidated resulting in economies of scale, thus 
providing vaccines at low prices. 

- Improved delivery and receiving of vaccines thus minimizing de
lays and losses, especially for small countries and territories in 
the Region. 

- Member couAtries can program their activities more effectively due 
lo the constant flow of supplies that can be achieved with the 
continuous availability of funds in the Revolving Fund. 

- Members participating in the Fund will be assured of good quality 
vtccines that meet PAHO/WHO standards. 

- Contracts established with the world suppliers of vaccines allow 
for urgent orders to be placed and delivered on short notice. 
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Revolving Fund Operations
 

Procurement cycle
 

The annual requirements are submitted 
to PAHO during the third
 
quarte. The annual requirements of all are
the countries consolidated
 
and constitute a base for the annual 
contracts. gids for annual 
con
tracts are solicited during the third quarter from all the qualified

suppliers who have around six weeks 
to prepare and submit their offers.
 

Tne contracts are awarded 
at the end of November or beginning of

December to the bidder who offers the most 
advantageous price, taking

into consideration the cost of tra,isportation, capacity of the bidder 
to 
meet WHO's specifications regarding production and transportation of 
vaccine, and delivery of the required vaccine at the required time. PAHO
 
will r'ject bids of suppliers whose services were not satisfactory in the
 
past o. whose products do not meet the WHO specifications.
 

PAHO assume, the responsibility for delivery of vaccines before the 
end of each ojarter -- usually in the third month of the said quarter.

If the country wishes the delivery be made ea. tier or by a specific date

in the first twe ,w.nths of the quarter, it is necessa:y that this be
 
indicated well in advance.
 

Any cancellation or reduction of quantities must 
be requested from
 
PAHO at least a month prior to the quarter in which vaccine is to be
 
delivered. When cancellation is not received on time, the country

requesting the vaccine is responsible for any charge caused by the
 
carcellation, up to the total 
cost of the order.
 

Vaccines prices
 

In general since 1979 prices for vaccines have been steady, although

there has been some fluctu-ition. (In the beginning, due to special

circumstances, the contracts were extended for 
18 months, from January

1979 to 
June 1980, and from July 80 to Decembe- 81. In the future they

will coincide with the calendar year,) 
 From January 1979 to Decem'ber
 
1981, the prices of vaccines for EPI has increased 3.7 percent. If the

reduction in the prices of measles vaccine is not taken into account, the
 
estimated increase was 
11 percent compared with 1979.
 

Volume of orders, 1979-1980
 

From 1979 to present, PAHO has placed more 
than 500 purchase orders
 
of vaccines for in a total
EPI amount of 6 million dollars. Approxi
mately half of the total 
amount relates to measles vaccine, which is the
 
most expensive of the viccines. The majority of the orders were placed

with EPI suppliers, but some of them were placed with other suppliers due
 
to inability of the EPI supplier to fulfill the demand because of produc
tion problems.
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Quality control
 

The procedures of quality control of the vaccines are the ones applied
 
by WHO and UNICEF in their purrhases. Vaccines are purchased only from
 
those suppliers who can meet WHO specifications. The suppliers send
 
PAHO the protocols of each lot of vaccine to Le shipped. In order to
 
ship vaccines witnout delay, the shipments are released by the suppliers
 
oefore PAHO's specific approval is received, but tne suppliers are
 
responsible to assure that the vaccine will meet the specified condi
tions.
 

When PAHO receives the production and quality protocols, it examines
 
them and if recessary gets in contact with the suppliers. To preserve
 
vaccines's full potency duti'- the transportation, suppliers are
 
requested to use transportation .jntainers suitable to keep the vaccine
 
at an appropriate temperature. All shipments have to be made according
 
to specific guidelines for packing and transportation of vaccines issued
 
by WHO. In case it is necessary to test the validity of a vaccine that
 
has arrived in doubtful condition, samples are sent to the PAHO Reference
 
Laboratory for Quality Control of Vaccines according to PAHO's instruc
tions.
 

Oelivery system
 

The supplier and PAHO headquarters telex the flight details on each
 
shipment of vaccine to the consignee through the PAHO Country Represen
tative. Each notice indicates steps to follow in case of delay of the
 

a doubtful condition due to undetermined
vaccine or its arrival in 

cause. When the vaccine is shipped, PAHO maintains contact with the
 
airline to assure that the vaccines are refrigerated during tranporta
tion and to obtain and confirm flight details to the Country Represen
tative. The suppliers have responded satisfactorily in the fulfillment
 
of quarterly orders, as well as urgent ones. Aproximately 85 percent of
 
the deliveries have been made within the required time. 1" several cases
 
there were delays in the deliveries due to difficult f' ght connections
 
of certain airlines flying to the Caribbean and Central American coun
tries. There were cases of arrivals during holidays or weekends and
 
cases where the supplier shipped vaccines in containers which did not
 
meet the contract specifications.
 

Invoicing
 

PAHO sends the appropriate invoice to the countries as soon as it
 
is notified that the vaccines were delivered in good condition. The
 
invoice includes a 3 percent service charge which is applied only t: the
 
cost c. vaccine. The invoice must be paid within 60 days and can be paid
 
in local currency.
 

rvaluation of Revolving Fund procedures: benefits and problems
 

Besides the advantages of this procurement system as outlined above,
 
it has to be mentioned that prior to the establishment of the Revolving
 
Fund, PAHO was unable to coordinate vaccine procurements, nor could
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purchase action be until
taken funds were deposited for earh request.

Each order was of necessity treated as 
a separate transaction requiring

the solicitation of bids and negotiation of delivery and other terms and

conditions. As 
a result there was considerable repetitive effort and

deliveries were unnecessarily delayed. In cases 
of urgent requrements,

orders were placed solely 
on the basis of the supplier's ability to meet
 
delivery and without regard to price.
 

Conclusions
 

The El 
 Rc.iolving Fund nas facilitated the consolidation of require
ments and the 2rderly scheduling and placement of purchase orders. 
 This
in turn has made possible the establishment of :ong-term contracts which
 nave produced favorable p,-ices and 
a ready supply of quality vaccines.
 

Some of the major problems identified in the first three years of
 
operation of this Revolving Funa include:
 

1. The authorized level of the capitalization of the Revolving Fund
is 4 million dollars. The available capital is only 2.3 millions. 
 Due
 
to the delay in settling invoices, sometimes up to nine months, the
Fund's actual rotation rate is 1.6 which results 
in 3 purchasing Dower of
 
approximately 3.6 millions of 
dollars annually. This is insufficient to

take care of all of the countries and does 
not permit the procurement o"

cold chain equiprent and other related EPI supplies. It also makes it
 
impossible to place quarterly orders in a timely manner.
 

PAHO is 3ttemoting to increase 
the ievel of cdpitalization of the

Fund. 1i the meantime, efforts are being maae to use 
the Fund more

effectively by speeding up payments 
and increasing the rotation index 
to


This rate of tirnover would increase! the purchasing Dower to 4.6
millions per year. 
 it 's already identi.ied that this problem is caused
 
n part by differences in the financial and accoun';ing systems as between
 
PAHO and the memoer countries, which 
is now in the process of being

corrected.
 

2. 
 Another problem to be mentioneo has to ,do with the increasing

concern of the countries cue to lack of familiarity with some ov the

suppliers and the 
lack of knowledge of PAHO procedures for establishing

the annual contracts, In the future the countries wiil have an oppor
tunity to participate in this process. Circulation of the bid documents
 
will be made i,-advance for comment and reconmendations by the countries
 
regarding th. -boratories to be included or not 
in the bid.
 

3. There are still problems with sor.e vaccine shipments, partic
ularly to some Caribbean Islands where flight connections are an obstacle
 
for smooth deliveries. 
 This problem is being dealt vith through constant
 
contact with suppliers and airline carriers.
 

To conclude, this purchasing mechanism has enatled 
the participating

countries tu assure constant flow of to
vaccines their central store,

which is the first link of the national cold chair system.
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V. PROGRAM PARTICIPANTS
 



SPEAKERS
 

Abel, Rajaratnam, M.B., M.P.H., Chief Medical Officer, Rural

Unit for Health and Social Affairs, 6211 Sheridan St.,

Riverdale, MD 20840.
 

Adelman, Carol, M.S., M.P.H., 
Nutrition Advisor, Near East
Bureau-AID, Room 4731, N.S., Washington, D.C. 20523.
 

Ajello, Ciayton, M.P.H., c/o Westinghouse Health Systems,

P.O. Box 866, Columbia, MD 21044.
 

Annel, Mary V., 
M.D., A.P.H., Director, Health Promoters'
 
Program, Jacaltenanqo, -uehuetenango, Guatemala.
 

Bakken, Kenneth L., 
M.P.H., Dr. P.H., Department of Inter
national Health, School of Hygiene and Public Health,

Johns Hopkins University, 615 N. Wolfe St., Baltimore, MD
 
21205.
 

Benjamin, Samuel D., M.D., 
Medical Associate, International

Planned Parenthood Federation/Western Hemisphere Region,

105 Madison Ave., N.Y., NY 10016.
 

Bennard, Bruce, M.Ed., 
Evaluation Coordinator, Program for

International Training in Health, School of Medicine,

University of North Carolina, 208 N. Colunbia St., 
Chapel

Hill, NC 27514.
 

Boostrom, Eugene E., M.D., 
Dr. P.H., Senior Program Officer,
Health Manpower Development Staff (MEDEX), School of
Medicine, University of Hawaii, 1833 Kalakaua Ave., 
Suite
 
700, Honolulu, HI 96815.
 

Bratcher, Helen, M.S., M.P.H., Director of Nutrition, Catholic
Relief Services, 1011 First Ave., 
New York, NY 10302.
 

Carlson, Dennis., M.D., M.P.H., Department of International

health, School of Hygiene and Public Health, Johns Hopkins

University, 615 N. Wolfe St., Baltimore, MD 21205.
 

Carr, Peter, M.Sc., Health Management Adviser, Division of
Comprehensive Health Services, Pan American Health Organi
zation, 525 23rd St., N.W., Washington, D.C. 20037.
 

Castanon Romo, Roberto, M.D., M.P.H., M.Sc., Director

General of Information and Evaluation Systems, Secreta
ria de Salubridad y Asistencia, Lieja 7, Mexico City,

Mexico.
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Chen, Lincoln C., M.D., M.P.H., Visiting Faculty, Harvard
 
School of Public Health, Department of Population Sciences,
 
665 Huntington Ave., Boston, MA 02115.
 

Colle, Royal, Ph.D., Center for International Studies, Cornell.
 
University, 70 Uris Hall, Ithaca, NY 14853.
 

Cooke, Thomas, Vice-President, Manhoff International, 1511 K
 
St., N.W., Washington, D.C. 20005.
 

Coray, Georgiana M., M.S., Manpower Coordinator, Jordan Ministry
 
of Health, Westinghouse Health Systems, P.O. Box 866, Columbia
 
MD 21044.
 

Cosminsky, Sheila, M.A., Ph.D., Chairperson and Associate
 
Professor, Department of Sociolojy and Anthropology, Rutgers
 
University, Camden, NJ 08102.
 

De Quadros, Ciro, M.D., M.P.H., Regional Advisor, Expanded

Program on Immunization, Pan American Health Organization,

525 23rd St., N.W., Washington, D.C. 20037.
 

DcShay, Samuel L., M.A., M.P.H., M.D., Associate Director,
 
Department of Health and Temperance, General Conference of
 
Seventh-Day Adventist, 6840 Eastern Ave., N.W., Washington,
 
D.C. 20012.
 

Do Vitry, John, De Vitry, Gilbert, Bradley and Ray, 226 North
 
Arch St., Lancaster, PA 17603.
 

Dobyns, Phyllis, M.S., Save the Children Federation, 1800 K
 
St., N.W., Suite 921, Washington, D.C. 20006.
 

Emrich, John, M.D., Executive D±rector, Project Concern Inter.
national/Cua t.la, 3802 Houston St., San Diego, CA 92138.
 

Ericsson, Sif, Ph.D., Train:ig Coordinatcr, Strengthening

Health Delivery Systems in Centc£l and West Africa, Boston
 
University, 33 Bay SLate Rd., Boston. MA 02215.
 

Fendal, N.R.E., M.D., D.P.H., F.F.C.M., Chairman and Professor,
 
Department of International Community Health, Liverpool

Schocl of Tropical Medicine, Pembroke Place, L.,..rpool LC
 
5QA, United Kingdom.
 

Feilden, Rackkel, M.P.A., Management Sciences for Health,
 
141 Tremont Zt., Boston, MA 02111.
 

Fernandez Sacasas, Jose., M.D., Ministry of Health, Havana,
 
Cuba.
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Foote, Dennis, Ph.D., Assistant Professor, Institute of Com
munication Research, Stanford University, Cypress Hal],

Stanford, CA 98103.
 

Garrett, Nancy, M.P.H., 
Director of Professional Services,
 
Canadian Nurses' Association, 50 The Driveway, Ottawa,
 
Canada K2PIE2.
 

Gerber, Michael S., M.A., Ph.D., Executive Director, Inter
national/African Medical and Resear..h Foundation, 833
 
United Nations Plaza, New York, NY 10017.
 

Gottschalk, Janet, Dr., P.H., 
Professor of Community Health,

Indiana University School of Nursing, NU 414, Indianapolis,
 
IN 46223.
 

Gulhati, Kaval, M.S.W., 
Center for Population Activities,
 
1717 Massachusetts Ave., N.W., 
Suite 200, Washington,
 
D.C. 20036.
 

Gwatkin, Davidson, M.P.A., Senior Fellow, Overseas Develop
ment Council, 1717 Massachusetts Ave., N.W., Washington,
 
D.C. 20036.
 

Hafner, Craig, Water and Sanitation for Health Project,
 
1611 N. Kent St., Arlington, VA 22209.
 

Haines, Robin C., M.A., Coordinator of Project Development,

International Nursinq Services Association, P.O. Box
 
15086, Atlanta, GA 30333.
 

Hartman, A. Frederick, M.D., M.P.H., Management Sciences for
 
Health, 141 Tremont St., Boston, MA 02111.
 

Heiby, James R., 
M.D., M.P.H., Medical Officer, Research
 
Division/Office of Population, AID. 
--ishington, D.C.
 
20523.
 

Helfenbein, Saul, M.A., M.S., 
Assistant Director, Division
 
of Teaching, Training and National Program Development,

Boston University Project for Strengthening Health Deliv
ery Systems in Central and West Africa, 53 Bay State Rd.,
 
Boston, MA 02215.
 

Heller, Peter S., Ph.D., Assistant Division Chief, Govern
ment Expenditure Analysis Division, International Mone
tary Fund, 70(0 19th St., N.W.. Washington, D.C. 20006.
 

Hilton, David, M.D., A.B.F.P., Former Medical Consultant/

Lardin Gaoas Rural Health Prrqram, Church of the
 
Brethren, 10153 S.W. 51st St., Cooper City, FL 33328.
 

310
 



Hoey, Jan M., M.S., Management Training Specialist, Manage

ment Sciences for Health, 141 Tremont St., Boston, MA
 

02111.
 

M.A., Ph.D., Director, Telecommunications
Hudson, Heather E., 

Application, Academy for Educational Development, 1414
 

22nd St., N.W., Washington, D.C. 20037.
 

Jaeger-Burns, Janice., M.S., Regional Advisor, Primary Health
 

Care Nursing, Pan American Health Organization, Rm. 807,
 

525 23rd St., N.W., Washington, D.C. 20037.
 

Jen, Ezbon, Dr. H.Sc., M.P.H., M.S. Ed., Department of He'lth
 

Education, School of Health, Loma Linda University, Loma
 

Linda, CA 92350.
 

Kaminsky, Donald, M.D., M.P.H., T.M., Associate Director,
 

Foundation Planning, HOPE Center for Health Sciences Edu

cation, Carter Hall, Millwood, VA 22646.
 

Lynn, Wilma, Regional Representative for the Caribbean,
 

Partners of the Americas, Black Rock, El Dorado, St.
 

Michael, Barbados.
 

Lyons, Joyce V., R.N., M.Ed., Manpower Development Director,
 

Health Mannower Development Staff (MEDEX), School o'
 

Medicine, University of Hawaii, 1833 Kalakaua Ave., Suite
 

700, Honol-ilu, II 96815.
 

Mann, George J., M.S., Associate Professor, College of
 

Architecture and Environmental Design, Texas A&M Univer

sity, College Station, TX 77843.
 

Mohseny, Maria G., M.A., M.Ed., Staff Associate, Traditional
 

Birth Attendants Training Program, Management Sciences
 

for Health, 141 Tremont St., Boston MA 02111.
 

Moore, George, Ph.D., Consultant, A-t. F7, Clubhouse ')rive,
 

Leesburg, VA 22075.
 

Crdonez Carceller, Cosme, M.D., Ministry of Health, Havana,
 

Cuba.
 

Petrich, Ernest E., M.P.H., Senior Program Officer for
 

Systems Development, Heplth Manpower Development Staff,
 

School of Medicine, University of Hawaii, 1833 Kalakaua
 

Ave., Suite 700, Honolulu, HI 96815.
 

311
 



Reyes, Martin, Paramedical Health Worker/Coordinator, Project
 
Piaxtla, Ajoya, Mexico.
 

Rodman, Ann, Box J1368, JHMHC, University of Florida,
 
Gainesville, FL 32610.
 

Rosenfield, Allan., M.D., 
Director, Center for Population and
 
Family Health, School of Medicine, Columbia University,
 
78 Haven Ave., New York, NY 10032.
 

Russell, Sharon Stanton, M.A., Director, Policy and Planning,

Westinghouse Health Systems, P.O. Box 866, Columbia, MD
 
21044.
 

Schneider, Rose M., M.P.H., 
Assistant Program Director-Health,

Foster Parents Plan International, Box 400, Warwick, RI
 
02887.
 

Smith, Edgar A., Chief, Malaria Section, Office of Health,
 
Bureau for Development Support, AID, Wast-ington, D.C.,
 
20523.
 

Smith, Richard A., M.D., M.P.H., Director, Health Manpower

Development Staff 
(MEDEY), School of Medicine, Un.versity
 
of Hawaii, HI 96815.
 

Sorkin, Alan, M.A., Ph.D., 
Senior Associate, Department of
 
International Health, School of Hygiene and Public Health,

Johns Hopkins University, 615 N. Wolfe St., Baltimore, riD
 
21205.
 

de Sweemer, Cecilia, M.D., D.T.H., 
D.P.H., Dr.P.H., Depart
me-t o. International Health, School of Hygiene and Public
 
Health, Johns Hopkins University, 615 N. Wolfe St.,
 
Baltimore, MD 21205.
 

Taylor, Carl E., M.D., Dr.P.H., Professor, Chairman, Depart
ment of Internatione: Health, School of Hygiene and Public
 
Health, Johns Hopkins University, 615 N. Wolfe St.,
 
Baltimore, MD 21205.
 

Thapa, Rita, M.D., 
M.P.H., Senior Public Health Administrator,

Royal Nepalese Embassy, 2121 Leroy Place., N.W., Washington,

D.C. 20008.
 

Thorne, Melvyn C., M.D., M.P.H., 
Associate Professor, Depart
ment of International Health, School of Hygiene and Public
 
Health, Johns Hopkins University, 615 N. Wolfe St.,

Baltimore, MD 21205.
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Tinkham, Catherine, M.P.H., Professor and Nursing Coordinator,
 
SHDS African Project, Boston University, School of Nursing,
 
53 Bay State Rd., Boston, MA 02215.
 

Weaver, Don, Director of Programs, HOPE Center for Health
 
Sciences Educatinr, Carter Hall, Millwood, VA 22646.
 

Weiss, Eugene M., M.P.H., PL.D., Visiting Scholar, Center for
 
Population Planning, School of Public Health, University
 
of Michigan, Ann Arbor, MI 21205.
 

Werner, David, Director, Hesperian Foundation, 964 Hamilton
 
Ave., Palo Alto, CA 94302.
 

Wood, Christopher H., M.D., F.F.C.M., S.M. in Hygiene,
 
Director of Training, African Medical & Research Founda
tion, 833 United Nations Plaza, Ne% York, NY 10017.
 

Wray, Joe D., M.D., M.P.H., Deputy Director, Center for
 
Population and Family Uealth, Columbia University, 78
 
Haven Ave., New York, NY 10032.
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MODERATORS
 

Alderman, Michael, M.D., Professor of Public Health, Cornell
 
University Medical School, 411 East 69th St., New York,
 
NY 10021.
 

Baumslag, Naomi, M.D., M.P.H., Associate Professor, Community
 
Health, Emory Medical School, Atlanta, GA.
 

Cash, Richard Alan, M.D., M.P.Hl., Institute Fellow, Harvard
 
Institute for International Development, 1737 Cambridge
 
St., Cambridge, MA 02138.
 

Coady, Davida E., M.E., M.P.H., Adjunct Associate Professor,
 
Epidemiology, School of Public Health, U.C.L.A., Los
 
Angeles, CA 90024.
 

Dunlop, David W., Ph.D., Economist/Health Planner, Office of
 
Health, Bureau for Development Support, AID, Washington,
 
D.C. 20523.
 

Elling, Ray, Ph.D., Department of Community Medicine, Univer
sit-" of Connecticut Health Center, Farmington, CT 06032.
 

Golladay, Fred, Senior Economist, World Bank, Department of
 
Tra!sportation, Water and Telecommunications, 1818 H St.,
 
N.W., Washington, D.C. 20423.
 

Hill, Mary S., Ph.D., Chief, Nursing Education Branch, Division
 
of Nursing, Health Resources Administration, Center Building,

Rm. 3-70, 3700 East-West Highway, Hyattsville, MD 20782.
 

Howard, Lee., M.D., M.P.H., Liaison Office, Pan American Health
 
Organization, 52% 23rd St., N.W., Washington, D.C. 20037.
 

Isely, Raymond B., M.D., M.P.H., Associate Director, Water and
 
Sanitation for Health Project, 1611 N. Kent St., Arlington,
 
VA 22200.
 

Jeanes, C.W.L., M.D., Chief, Healt.. and Population Section,
 
Social Development Division, Canadian International DeveJop
ment Agency, Hull, Quebec, KIA OG4.
 

Kessler, Susi, M.D., Director, International Health Programs
 
Office, American Public Health Association, 1015 15th St.,
 
N.W., Washington, D.C. 20005.
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Levinger, Beryl, Ph.D., Teachers College, Columbia University,
 
New York, NY 10032.
 

McCollum, John, Ph.D., President, Social Education Research
 
and Development, Suite 75, 5454 Wisconsin Ave., N.W.,
 
Washington, D.C. 20015.
 

Mahan, Russell A., M.S., Ph.D., Technical Associate, World
 
Education, 215 Park Ave., South, New York, NY 10010.
 

Masson, Veleta, M.A., Primary Health Care Practitioner, Com
munity Medical Care, 1118 19th St., N.W., Washington, D.C.
 
20001.
 

Mercer, Mary Ann, M.P.H., DepArtment of International Health,
 
Johns Hopkins University, 615 N. Wolfe St., Baltimore, MD
 
21205.
 

Meriwether, Delano, Department of International Health, School
 
of Hygiene and Public Health, Johns Hopkins University,
 
615 N. Wolfe St., Baltimore, MD 21205.
 

Meyer, Anthony J., Ph.D., International Education Specialist,
 
AID, AID/DS/ED, SA-18, Rn. 324, Washington, D.C. 20523.
 

Moen, Ahmed, Dr. P.H., M.P.H., M.H.A., International Health,
 
College of Allied Health Sciences/College of Medicine,
 
Howard University, Washington, D.C., 20059.
 

Ogden, Horace, M.S. Ed., Bureau of Health Education, Center
 
for Disease Control, 1600 CLipton Rd., N.E., Atlanta, GA
 
30333.
 

Pillsbury, Barbara L.K., Ph.D., Acting Chief for Evaluation,
 
Asia Bureau, Rm. 3208, AID, Washington, D.C. 20523.
 

Pines, Jim, New TransCentury Foundation, 1789 Columbia Rd.,
 
N.W., Washington, D.C. 20009.
 

Reynolds, Stanley, M.A., S.T.B., World Neighbors, 5116 North
 
Portlend Ave., Oklahoma City, OK 73112.
 

Royaltey, Harold, M.D., Director, Community Health Programs,
 
Project HOPE, Center for Health Sciences Education,
 
Millwood, VA 22646.
 

Schima, Marilyn, Dr. Ed., M.P.H., M.A., Association for Vol
untary Sterilization, 708 Third Ave., 19th Fl., New York,
 
NY 10017.
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Simpson, Thomas, M.D., Tropical Medical Center, Johns Hopkins
 
University, 615 N. Wolfe St., Baltimore, MD 21205.
 

Singleton, Andre, M.Ed., President, International Center for
 
Training in Population and Family Health, 14130 9th St.,
 
Zion, IL 60099.
 

Sinnette, Calvin, M.D., Assistant to the Vice-President for
 
Health Affairs, Howard University, 512 W St., N.W., Annex
 
2, Washington, D.C. 20059.
 

Smith, Elise F., M.Ed., Executive Director, Overseas Education
 
Fund, 2101 L St., N.W., Suite 916, Washington, D.C. 20037.
 

Storms, Doris, M.P.H., Research Associate, Department of
 
International Health, School of Hygiene and Public Health,
 
Johns Hopkins University, 615 N. Wolfe St., Baltimore, MD
 
21205.
 

Tinker, Ann, M.P.H., DS/HEA, AID, Washington, D.C. 20523.
 

Wallace, Edwin A., M.D., M.P.H., Director, Office of Inter
national Affairs, Assistant Clinical Professor of Preven
tive Medicine, University of Wisconsin, 1300 University
 
Ave., Madison, WI 53706.
 

Zuniga, Mary Hamlin de, M.P.H., Apartado 3267, Managua, Nica
ragua.
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POSTER PRESENTERS
 

Allgood, Barbara, M.P.H., Supervisor, Family Health, North
 

Jersey Community Union Health Center, 105 Charlton St.,
 

Newark, NJ 07103.
 

Amini, Ataollah, M.D., D.P.H., Dr. Ph., 511 N. Daisy St.,
 

Goldsboro, NC 27530.
 

Bauhahn, Maurice J., Editor, International Medical Laboratory
 

Newsletter. 1721 Benjamin, Saginaw, MI 48602.
 

Bloeser, Carl, M.A.P.A., M.P.H., Director, International De

velopment, The Center for Health Studies, Hospital Corpo

ration of America, P.O. Box 550, Nashville, TN 37202.
 

Eng, Eugenia, M.P.H., Assistant Coordinatcr, Practical Training
 

in Health Education Project, School of Public Health, Uni

versity of North Carolina, Chapel Hill, NC 27514.
 

Garber, Barbara, M.S., Health Educator, North Jersey Community
 

Union Health Center, 105 Charlton St., Newark, NJ 07303.
 

Gardiners, Laurel, M.P.H., Canadian Indian Health Service,
 

Manitoba, Canada.
 

Gimon, John, M.P.H., Acting Chief, Physician Recruitment,
 

Retention and Support, Indian Health Services, H.S.A.,
 

Parklawn Building, Rockville, MD 20852.
 

Gleich, Carol S., Ph.D., Health Manpower Education Specialist,
 

Bureau of Health Professions, HRA, PHS, DHHS, 3700 East-

West Highway, Hyattsville, MD 20782.
 

Hardy, Gladice, M.D., Meharry Medical College, Nashville, TN.
 

Hosken, Fran P., M.A., Editor/Publisher, Women's International
 

Network News, 187 Grant St., Lexington, MA 02173.
 

Idewu, Olawale 0., M.D., Di.rector, Nigerian Health Services
 

and Resea:7ch Foundation, College of Medicine, University
 
of Lagcs, P.M.B., 12003, Lagos, Nigeria.
 

Kadish, Joseph, Ed.D.. Chief, Interdisciplinary Program Branch,
 

Division o! Associated Health Professions, Bureau of Health
 

Professions. U.S. Public Health Service, 3700 East-West
 
Highway, Hyattsville, MD 20782.
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Mercenier, Pierre, M.D., Professor, Instii-ate of Tropical
 
Medicine/Unit for Research and Education in Public Health,
 
Prince Leopold, URESP, Kronenhurgstraat 25, B-200, Antwerp,
 
Belgium.
 

Post, Barbara, Frontier School of Midwifery and Family Nursing,
 
Frontier Nursing Service, Hyden, KY 41749,
 

Revson, Joanne E., M.P.H., Dr. P.H., 
Assistant Professor,
 
Center for Population and Family Health, Columbia Univer
sity, 60 Haven Ave., New York, NY 10032.
 

Risser, Sarah F., 
M.S., Director, Community Development, Med
ical Division, World Radio Missionary Fellowship, Inc.,
 
Casilla 691, Quito, Ecuador.
 

Thompson, Barbara, M.P.H., 
Public Health Director, Center for
 
Medical Missions Training, 5882 Covered Wagon Trail,
 
Nilbourn, GA 30247.
 

True, Robert H., M.D, , Building Village Based Health Systems,
 
Institute of Cultural Affairs, 4750 North Sheridan Rd.,
 
Chicago, IL 60640.
 

Turner, Virginia M., M.P.H., Program Officer/Health, Phelps
 
Stokcq Fund/African Paramedical Training Program, P.O. Box
 
2930, Washington, D.C. 20013.
 

Warpeha, Rosalie, D.D.S., M.P.H., Western Jamaica Dental
 
Director, W.I. Dental Service, Jamaica.
 

Zim:merman, Margot L., Program Officer, Program for 
the Intro
duction and Adaptation of Contraceptive Technology, 2030 M
 
St., N.W., Suite 700, Washington, D.C. 2C036.
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ALSO AVAILABLE FROM NCIH:
 

DIRECTORY OF U.S.-BASED AGENCIES INVOLVED IN INTERNATIONAL ;!EALTH
 
ASSISTANCE
 
Contains information on more than 300 agencies in the private sector
 
which have health, nutrition and population programs in developing
 
countries--private and voluntary organizations, civic greups, profes
s;onai associations, labor unions, universities, *small business groups
 
and transnational corporations. The Directory, in looseleaf binder for
mat to allow for periodic updating, is arrange alphabetically by type of
 
organization. It is also cross-indexed by state, by categories of assis
tance provided (primary health care, nutrition, health planning, etc.),
 
and by regions of assistance (Africa, Caribbean, etc.). 1980. 268 pp.
 

ORAL REHYDRATION THERAPY SUPPLEMENT
 
The first in a series of periodic technical supplements to the above
 
Directory, with information on approximately 60 U.S.-based organizations
 
involved in oral rehydration therapy activities overseas. Includes
 
organizational profiles, a listing of resource organizations, and bibli
ographic information. 1981. 74 pp.
 

INTERNATIONAL HEALTH: MEASURING PROGRESS
 
What type of "outcome" indicators are useful for measuring the effec
tiveness of international health projects? How can "process" be mea
sured using indicators of coverage, equity and community participation?
 
Should "benefit-cost" concepts be used in evaluating health programs in 
developing nations? How can the management of health services be ade
quately evaluated? These and other questions related to evaluation are 
dealt with in this publication, which contains more than 30 papers which 
were presented at the 1980 NCIH international health conference. 1980. 
142 pp. 

HEALTH FOR HUMANITY: THE PRIVATE SECTOR IN PRIMARY HEALTH CARE
 
Funding for private and voluntary organizations, personnel, training, and
 
program coordination are among the m;'ny topics discussed in this publica
tion, which contains papers from the 1979 international health conier
ence. The papers, by more than 25 contributors from the United States
 
and abroad, reflect the international health community's concern in 
defining the role of the private sector in health care delivery. 1979.
 
130 pp.
 

HEALTH IN COMMUNITY DEVELOPMENT
 
This publication, designed to call attention to the health needs of less
 
developed countries, contains papers presented at the NCIH conference on
 
"The Dynamics of Change in Health Care and Disease Prevention" in 1975.
 
Some of the topice covered are primary health care as an agent for
 
change; constraints encountered in implementing primary health care
 
programs; redirecting the education of health personnel; integration of
 
health services with comnunity development; and the role of private and 
vluntary organizations, government, and multinational corporations in 
international health development. 1975. ?12 pp.
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The National Council for International Health 

The Natienal Council foi International Health 
(NCIH) is a ptrvate and voluntary organization of 
concerned groups and individuals working together 
to promote more effective United States involve. 
ment in international health programs. Founded in 
1971. NCIH works to: 
" Gather. coordinate and disseminate new ideas 

and technological resources among private and 
public Lgencies oronted toward international 
health. 

" 	Identify qualified health manpower for short
term response to emergency international health 
needs. 

* 	Enhance the effectiveness of private and volun
tary sector organizations involved in interna
tlicnal health activities through training, educa
tion. planning and networking. 

" 	Channel the technical assistance resources of 
!he United States, particularly via domestic pri. 
vale sector groups, to improve basic health ser
vices iii the developing world. 


