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ABSTRACT 
Indonesian "kader Posyandum or village health post voluntees am a key linkin the provision of pray health came tervkcfa and health education to thiscountry' 170,000,00 nhabitan s. Yet Unle isknown about the ualty ofservice that they actuflly~,rovide, with most exisuln dt en derived fromther wnsef-r~wo fomthose of the mothers 94sre oroverit iswidely acknowledged that miadequate kader motivation and subsequent highrates of dropout ake achronic problem for the Indonesian primary health carestrategy, creating &equent disruptions in service is well an the necessity for 

Tha Muod7.;j a n ofthe RovrTA Proja, Naod in pan by USAIDS FVAy OW~g(PaW#PDC.02M4A.00.6131) to Halmn Kelle Itn tioy with suppoi from MSal0( Scienceand TechnolMgyHeaith contract ODPE-l018.C-MOS063-00 to the Academy for Devedop.
metnt. 

~ K 
S 

19 

Intl. Quady of Community Health Educaton, Vol. 11 (1)1927,91091 
0 1990, Daywood Publishing Co., Inc. 



20 tEIS ETAL 

continual recruitment and training efforts. The present study was conducted to 
shed further light on these issues through observations of kader behavior 
during village health post clinic days. These observations emphasized the 
amount and type of health education related to child survival that was per­
formed by the kader. Subsequent interviews with kader, mothers, and village 
leaders complemented these observationol data and provided further informa­
tion on present and potential motivators for kade. The observations indicated 
that while kader performed growth monitoring, immunization, and other 
village health post clinic activities appropriately, they failed to take advantage 
of opportuaites to educate mothers in nutrition, oral rehydration, and other 
important skill areas. In er: w indicated that while money for 
services rendered could l:d: imotivator for these volunteer, they felt 
that even more important. given limited resources, was an expression of 
appreciation on he part of the community being served. Thee data have 
proved critical for the design of ahealth communication campaign seeking to 
improve kader performance and lengthen their term of service. 

The ideal of global "Health for All by the Year 2000" is proving to be elusive, 
especially considering the declining resources being allocated to health services. 
Indeed, only the most cost-efficient primary health care and health education hold 
any potential for countres and populations with modest or minimal health 
resources. One approach io manrimizing cost-efficiency is to make optimal use of 
auxiliary or volunteer health personnel [1-4]. In the United States, community 
volunteers have been used in heart health promotion [51, 3moking prevention [6], 
and comirlnity mental health programs [7]. In developing countries, health 
auxiliaries and volunteers have assisted inor even borne primary responsibility for 

.child survival and other primary health care programs [8-10]. As money for hea , 'f 

services and education for those most in need has become increasingly scarc,/iott 
only in developing but also in developed countries, these low-cost resources may 
prove even more critical for any health promotion effort. Thu3, the "care and 
feeding" of health volunteers may prove an essential element of most, if not all, 
future health promoticn strategies. 

Like other community development projects in Indonesia, health promotion 
efforts rely on village health volunteers known as "kader" (used in the Indonesian 
language as either the singular or plural form of czdre, and pronounced kah-der) 

(11]. Kader have been called upon for village service in Inoonesit. for three 

decades, coriistent with the national traditions of mutual and communi:y self-help 

(11]. 
In Indonesia since 1983, primary health care and family planning programs 

have been used to help reduce infant and child mortality. The strate3y consists of 
nutrition improvement by means of child growth monitoring, immunization, oral 

rehydration therapy, mother and child health, and family planning programs. At 

the community level, the progr, c ducted in village health and family 

planning posts ("Posyandu")'volunteers ("kaderC). 
The Indonesian government hopes b have a total of 1,678,000 trained kader by 

one kader for every 100 people [11]. In an extensive1990, or approximately 
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review of the literature pertaining to health kader, Judd described their major
duties as including the encouragement of villager participation in health services
events, the collection and recording of basic health service data, some provision of
direct services, and actually conducting health education activities fill. She goeson to note that kader are most likely to perform data recording and reportinpfunctions while least likely to carry out educational activitics. The majority of
health kader are females between twenty and forty years of age and come frorm a
wide variety of socio-economic backgrounds. Most are employed, at least on a
part-time basis, and 
are appointed by village fo~dThey generally receive only 

tr this volunteer activity.
a f da ' tairing and subsequently little or no
supervision [11J. While m ngiosprovide kader with n , aamount of remuneration, ( smallrevolving credit loans, Bmeror other materialincentives have not been ' emp0yed systematically or extensively [11, 13]. Thus,X.ag opout rates, estimated to be as high as 70 percentwithin the first year and a half following training (11, 13]shouldnot be unex­
pected.


The innovative integration of electronic, print, and interpcrsonal channels of
communication in health promotion programs holds perhaps the greatest potentialfor reducing preventable infant and child morbidity and mortality in developing
countries (141. 
 In spite of the many problems attending the use of kader or theircounterparts in other countries, no other resource can provide mothers withfrequent and effective interpersonal communication about health issues which can
complement the information they may receive 
 through impersonal media. The
present study was conducted to complement the data summarized by Judd through
the use of direct observation of kader performance in a north coast area of Central
Java during days of health post operation. We felt that these observational datawould be less biased and more reliable than self-reports by kader or reports by
others describing their health activities. Moreover, we sought to assess directly th:
potential for designing low cost mctivatlonal systems which hopefully could be
applied to improving the performance of kader as well as reducing their dropout
 
rates. 

METHODS 

Setting 

This study was conducted in thirteen villages in the regencies of Jepara andDemak of the province of Central Java, Indonesia. The tota1 populatdun of thesetwo regencies is approximately 1.5 million, with an estimated 230,000 childrenunder five years of age. The major livelihood of is region is farming. Theaverage educational level is five to six years of primary school. Although mostknow the official national Indonesian language, almost all people use Javanese. 
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as study sites due to this being thearea. The ROV1TA Project for oral rehydration and 

vitamin A is a department of health intersectoral cooperative effort of collabora.tive work amofvarious non-g'VeMmental partners. With the Indonesian Depart.mcnt of Health as implementor the project relies additionally upon the expertise of
Diponegoro University (Central Java) asInternational management 

internal evaluator, and Helen Kelleras facilitator. ROVITAassistance in the area of social marketing from USAID' 
is also receiving technical 

HEALTHCOM Project.
Through the use of various social marketing techniques, ROV1TA staff attempt to

promote the appropriate use of ORT and vitamin A supplements to preventdehydration secondary to diarrhea and blindness due to insufficient consumptionof vitamin A. The present effort 
was a part of the planning for the interpersonal
component of this marketing campaign.
All observations and interviews were conducted during once-a-month sessions


at village health posts. During these monthly events, mothers proceed through a
 
series of stations for child growth monitoring and other primaryinterventions staffed primarily by kader. These kaCer are 

health care 
supervised by a headkader who, in turn, is Supervised bycenter. Typically, a paid staff member of the rejional health
the village head or another village official is present at any
given village health post clinic days. 

Procedure 
Four trained observers, divided into two teams of two each, droveselected village for the scheduled village health post session. Their tasks were to 

to each 
note in a binary checklist format which of the services were delivered and whether
any health education accompanied the services. The observers positioned them.
selves inside the village health posts and began their observations when the firstmother/child patient pair entered. They checked whether the child was weighed, 
whether the weight was recorded, and whether there was health education regard.
 
ing good nutrtion, birth spacing, breast fetding, oral rehydration and/or vitamini
observers subsequently noted whether the mother reprted being 4t

provided with vitamin A capsules (by chance, the observation days were in the
semiannual scheaule of vitamin A distribution), and oral rehydration salts. Ne,
the observers checked the health card and noted whether the child was severe;malnourished and, if so, whether a referral was made. Finally, the observers notedwhat, if any, health education was conducted.At the end of the village health post activities, each kader was interviewcd.

Variables assessed included general personal information, training experiences,supervision received, ratings of the difficulty of various tasks, and the potentialreinforcing value of hypothetical rewards kader could receive for work. Describedone-by.one to the kader, these hypothetical rewards included uniforms, badges,tablecloths, or glasses with the ROVMrA Project logo on them, praise from the 
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village, revolving loans, and lottery tickets. They weire then asked about their 
workloads, why and how kader quit, the issu" involved in promoting vitamin Aand ORS, and their experiences in health education. 

Finally, a parallel set of questions was a.ked of each village chief. Each wasasked first to describe the characteristics of guod kader and how to best persuadethem to continue in their work. Then each was asked to give approximate rates ofturnovcr for kader and general comments about the kader system. 

RESULTS
 
In all, a total of eleven village health posts were observed over the course of

eight weeks in the final three and initial four months of 1988-89. While weoriginally hoped to visit sixteen village health posts, some of the posts were notopen according to their schedules, perhaps due to low motivation of kader. A totalof forty-four kader were interviewed, eleven of those being head kader. Twentyvillage officials and four health srofessionals/supervisors were also interviewed. 
Given the small number in the latter category and the similarity of their data tothose of the village oficials, their sets of responses were combined for analytical 
purposes. 

Observational Data 
In the eleven village health posts observed, there was z median of five (range: 2to 10) kader present, keeping the village health post open for amean of two hoursand fifteen minutes (range: 60-200 minutes). A mean of thirty-two (range: 6 to 43)of children under five years (accompanied by their mothers) were provided

service. Five of the village health posts were conducting growth monitoring, whileten provided immunizations and family planning irtformation, and five gave out
oral rehydration packets. Seven village health posts included a summary tablewhere attendance records were updated and necessary referrals wre made.

In all, only four efforts at health education were noted, two of which were in one
health post. All four were addressed to the general group of mothers as they were
being processed through the village health post, and were an average of fifteenminutes long. Two of these attempts emphasized vitamin A, diarrhea, and othernutrition-related L&sues, while two others involved family planning. No other
interactions of a health education nature were noted. 

Intervtaw Data 
Perceptions of the difficulties of each of the various tasks associated with kaderwork are presented in Table 1. Originally, a 3-point scale of dizflcu!t; was used,

with alternatives representing "easy," "somewhat difficult," and "very diffcult."
As fewer than 20 percent of the responses represented the last category, this and
the "somewhat difficult" ratings were collapsed for analytical purpos. 
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Table 1. 
Percentage of Respondents Rating Each Kader Ta3k as "Easy" 

Respondent
Overafl % OMtC/I, Kader MothersTask p(N. o) (N.24) (IN.44) (N .32) 72 .Vd/uChil weighing 76 85 75 8 992 /L 4. noWeight recording 55 78 51 4a 6.95 .05Advice 

on:
 

Immunization 

6 42Famy lannig 

40 
29 8.45 .0538 55 34Dianhe 32 3.58 ns48 55 48 48 0.34Refeeralsa no

30 60 51 40 1.75 noVitamin A disrtjtion 81 75 82 80 4.80 riParer.nejcal se.vice 93 3943 48 18.54 .01Records/repols 44 80 5 2 21.97b .01Home viuit 32 82 45 38 12.89 .01General Advk-e 32 78 42Communicatton.baed 18 20.56 .01 
treatmentC 55 75 75 31 17.51 .01Amount of responslUty 85 85 57 81 4.93 
 noNumber of woir days 91 100 95 81 7.88 .05Tmne per cnic 90 100 93 81 6.34 .05
 

Number of paldenW

villagihealth post 84 100 a2 80Interaction 5.15 no

with:VMliage leaders 91Supervisors 
78 84 61 8.2670 .0577 84 4a 12.59 .01
 

aSeven offak, ffteen
made. kader, and fourteen mothers said that referral were not everEight offclabl, 
 eleven kader, and fourteen mothers reported thiu home v1is
Fyve officias, never occur.seven kedar, nnd ten mothers reported that comm-unity-lbed neveroccurs. 

4s can be seen, officials 2 nerally ranked varous kader tasks as "easier" than
di der hsl 
 in oth 
gngS 

is differential led to statistically significant a~t,~of the difficulty ofweight recording, family planning advice,paramedical service, record.ke2pg and repon Arihin& home visits, and generaladvice. Mothiers' 4 ti iriigs ef. ledto differences in ratings ofthe eae of community.based treatment, amount of work (time and number ofdays), and interctions with superiors. Generaliy, health education.related activ­ities (shown as giving advice) were rated as more difficult, while overall amountof work and responsibility were rated as easier aspects of kader work. 
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Table 2. Opinions about Potentially Most Effective Rewards 
oy Raspondent Category 

Type ofRwwd 
N ,on.te,Rwrs 

Complments from comnunity
Complments from supwr dar 
Vlstb by dist.ct offidala 

OvWa80 
iPernt) 

56 
34 

7 

Oflcae 
(Peewn) 

(?V a 24) 

0 
70 
20 

Kadw 
(PeWt) 

N -44) 

72 
25 

0 

Moehr 
(Peret) 

(N - 29) 

75 
17 
0 

Mater1.-iwas 
Monetary 
Sgn /ambol 

52 
9 

12V-26) 
53 
0 

(N-44) 
43 
s 

iNV. 3) 
63 

a 
Undom 39 4 40 30 

Table 2 presents ratings of the potential effectiveness of various rewards fromthe points of view of the officials, kader, and mothers. An even stronger lack ofagreement between ofCcials on the one hand and kader and mothers on the otherwas apparent in their rankings of non-material rewards. IKader and mothers tendedto rate "comp!iments from the community" as their most favored category, whileofficials perceived "compliments from supervisors" as the most potentially effec­tive reinforcer. Thewe differences were statistically significant (x2 = 41.51, df. 6,p < .01). In contrast, all three types of repondents saw money and uniforms aseffective znd "symbols" (e.g., shoulder patches) as ineffective forms of material 
remards. 

DISCUSSION 
The results of the current study suggest that the village health volunteersobserved were mom likely to carry out routine health post activities and toperceive these a.tivifes to be manageable than to carry out health education andattendant patient counseling tasks. Kadcr perceptions about the difficulty of theirjob were supported by the mnothers whose children are the recipients of the healthservics, while viliage officia!s and-supervisors agreed with each other on thereladve case of difficulty of the variow tasks.From a psychological perspective, less-thn-optimal levels of behavior mayresult from either a "skill" or "[performance" deficit. In the former case, additionaltraining wi!h appropriate supervision would be indicated, while in the latter caethe appropriate use of rewards could improve the performance when behavioralskills actually were adequate. With respect io the type of appropriate reward 
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should this avenue be pursued, kadcr and mothers again agreed that some expres­
sion of gratitude on the pan of the c.,'nmuniry they serve could prove effective, 
supplemented by money or work uniforms should resources exisL 

In the current phase of our health promotion efforts, we are utilizing the results 
of the above study to plan further for a kader motivational strategy. Specifically, 
focus group interviews with kader, village officials, and mothers are being con­
ducted to elicit specific reactions to prototypes of the various motivational tools 
listed in the surveys. Additionally, mock.ups of newsletters describing health 
promotion techniques and related health information as well as personal interest 
stories are being shown to the kader in order to determine the potential efficacy
and reinforcement value of this direct mail strategy. This strategy was added due 
to its potential as both a retraining and motivational intervention, especiallypi a 
country where mail delivery isreliable but typically the receipt of mail is rare an,,,, 
therefore, a special event. .,,/

As it would be difficult if not impossible to get each community to show its 
gratitude for the efforts of kader, we have also developed aeveral radio spots 
emphasizing this theme of community gratitude. The spots depict mothers and 
village officials discussing the value of kader and their intentior.s to thank them 
for their work. We are currently determining which of these spots would be most 
effective from the point of view of mothers and village chiefs a well as the kader 
themselves. 

Volunteers and health auxiliaries offer a tremendous human resource for efforts 
which could provide health care and education services for everyone. Without 
appropriate and ongoing training and supervision, however, the work performed 
by these individuals may prove to be of questionable qu4lity. Without sufficient 
reinforcement for their work, volunteers may serve only a minimal amount of 
time, further decreasing their effectiveness and increasing the costs of recruitment 
and training. The present study is part of an effort which seeks to make optimal 
use of health volunteers in a cost-efficient manner. 
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