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Ronald S. Waif(
Marianne C. Burkha1t

H ealth care in most parts of the developing world is not pro\'ided by
physicians. U.~onphysiciansn-our ternl for the myriad of health

. ..-.protcssionals from nurses to midwi\"es to traditional healers-arc
treating illness~ dispensing medicines, caring t<)r pregnant worrten and newborn
infants~ teaching nutrition and sanitation, and saving lives. The impact of
nonphysicians on the world's health is incalculable, :.lnd yet many obstacles stand
in the wa,' of their tl.li1 ,'tilization.. .

These obstacles-linlited rcsources~physician resistance.. legal restrictions-
and their solutions-proper training, denlonstration projccts and policy
change-on-ere discusscd at the tirst majl''' inter\"national conterence on nonphysi
ci~s in family health care, organized by TIl( Pathtinder Fund and held in
Freeto\\·n.. Sierra Leone on Septernber (-+, 1980. Fr<>n1 2+ countries.. oyer one
hundred policymakers.. program directors and service' pro\'iders gathered to
share problems and ~trategies for change. This \"olumc publishes the proceed
ings of that conference so that its condusion can be shared with a wider
audience.

The Pathtinder Fund has long been concerned that family planning and
family health care be deliYcr\?d to the broadest populations with maximum
satc~~ cfficacy and efficiency. Expcrience with proj~cts tllndcd in Asia.. Africa ar-d
Latin America has sho\\"n that properly trained and supported nonphysicians arc
not only important but essential in reaching rural and periurban populations. .'
Sub-Sahara Africa \\'as chosenlS the conference focus because of its unique
contradiction-a long histor:' cf employing nonphysicians and a continuing
dearth of physicians and clinics.. combined with financial.. geographic and
political obstacles to full nonphysician utilization. It is hoped that this confer
ence \\'ill sen'c as a catalyst tor Sub-Sahara African decision-makers seeking
inno\"ati\"c ~olutions to theIr health care challenges.

The :.:nergies and enthusiasm of the Planncd Parenthood Association of
Sicrra Leone, co-sponsors of this conference, \\"ere essential to the mceting"s
success. Their hard \\'ork and attention to detail ensured a warm and smoothh·
run atmosphc~e. Re\"crcnd }.K.C. Renner.. Honorary Pf(~sident.. Dr. Arnold A.
Aubee.. Vice-President.. and Edmund 1: Cole, Execulti\'e Secreta~~, provided
expert leadership to the Association"s conference committf;:e.. which included Dr.
Moira Bro\\"nc'l Dr. Ahmadu T Fadlu-D'een.. Jonathan G.E. Hyde,. Nance )ere
Jones, Sam J.K. Lcwis,! Dr. Joseph C. Oju Mends, Cynthia A. Pratt" and Dr.
Joseph TO. Vincent.



Eight additional experts, \\'ith the Sierra Lel)neans nlentioned abo\'c~

tormed the International Advison' Conlmittee. Invaluable assistance and advice
were provided by Adcleke Ebo, the Honorable J. Robert Ellis, Grace E. Dclano~
Dr. Josephine ~1. ~anlboze, Protessor O. Ransome-Kuri, Dr. Hamid M. Rush
wan, and Dr. Pierre Sende. Se\'eral nlenlbers of the Pathfinder staff \vcrt; critical
to the dc\'clopnlcnt and inlplcnlcntation of thc confercnce.. including Dr.
~larasha ~tarasha, James \Y. Crawford, Richard B. GaInblc, 1)r. H. Robert
Holtrop, John ~1. Paxnlan, Freya Olafson, and Loretta Hambach. The editors
specifically extend their appreciation to Laura Singer, AJlison L. Stettncr, Julie
A. Hart and Janit P ~ickerson for their editorial assistance.
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Welcotne

Rev. J.I(.C. Renner

D istinguished ladies and gentlemen., on behalf of the Planned Par
enthood Association of Sierra Leone, I \velcome you to this
conference on "The Nonphysician and Family Health in Sub-

Sahara Africa. 'n The Planned Parenthood Association of Sierra Leone is yeIT
grateful that The Pathfinder Fund selected Freeto\vn as the venue of this
conference to \vhich you ladies and gentlemen from all over Africa and other
parts of the \vorld have bcen invited.

I am sure you have accepted the invitation to participate in this conference
because of your concern for t~1e vcry limited sen'ices offered by physicians in the
delivery ofmaternal and child health.. and family \velfarc programs in Africa. You
are a\vare of the dearth of trained physicians in our contincnt. If \\'C must reach
the nlajority of thc population in our ditlerent countries., nonphysicians must bc
used to carry out programs providing bettcr health sen'iccs in our communi~: I
am therefore pleased that this conterence \"ill give all of us the opportunity to
exchange ideas on the use of nonphysicians, to examine training" curricula" and
administration, and to discover \\'hat \\'ays nonphysicians could be most ctlec
tive in supplementing the \vork af physicians in meeting the health needs ofour
communities. \iVe pray that in the presentations by the speakers,. and the
discussions that \\'ill follo\\; each of us \\'ill be able to share thoughts and ne\\'
ideas that can be implemented in our local communities. This c0nference is a
milestone in the administration of health programs in the continent of Africa.



Welcotne

Richard B. Gamble

Your Excellenc~~ your WorshipttI! the Mayor" distinguished guests"
. and ladies and gentlemen, it is a grcat honor tor me to be able to

bring greetings from The Pathfinder Fund, fronl our Board of
Directors, from thc staffofThe Pathtindcr Fund (some of\"hom are here), from
the members ofThe Pathtinder Fund, and from many people \vho have talkrd
to us about this conference and are looking tanvard to sharing \vhat \ve learn.

This is a very important occasion; it is a tirst opportunity to discuss the use
of nonphysicians in family hcalth care, something that \\'e knO\\' is \'ital if
senrices are to be nlore \\'idely a\'ailable than they are no\\', Though \VC ha\'c
chosen to have the conference in Africa, it does not mean that all other countrics
have solved their problems, In fact" \\'C from the United Statcs ofAmerica expcct
to learn concepts from this conference that we can apply \\'hcn \\'e rcturn home
and in our travels else\vhcrc,

We are particularly grat~ful to the Planned Parcnthood Association ofSierra
Leone, an organization of \vhich I have known for oyer t\venty years. It is most
fitting that this conference is taking placc during thc weck ofthe 21St annivcrsary
of thc Association. \Vc are vcry gratcful tar thc coopcration of thc Govcrnmcnt
of Sierra Leone, the Ci~; the Hotel" and thc many people" including the
International Advisory Committec" \vho have "'orkcd so vcry hard to make this
conference possible and to ensurc that it \"ill bc a great success.



Welcome

Mavor J'V:ne Holst-Roness

H onorable Ministers, Chairman of The p.lthfinder fund, Mr. Presi
dent of the Planned Parenthood Association of Sierra Leone, mv
dear colleagues, distinguished ladies and gentlemen, it is indeed a

great pleasure tC)J" me to be called as Chairperson tCJI" this conference on "The
Nonphysician and family Health in Sub-Sahara Africa." I ha\T great picasure in
wlccoming you here to OUI bir city. both as iViayor of the Municipality, and as
the past founder-member and president of the Planned Parenthood Association
of Sicrra Leone.

Today marks a milestone in the history of the Planned Parenthood Associa-
, .

tion of Sierra Leone as \\T gather here from \"arious walks of life and from
\'drious states in Sub-Sahara Africa-Anglophone and Francophone-through
the auspices ofThe Pathtinder fund. Allow me to extend congratulations to the
pPASL on the e\'C of ~'our 21st anni\Trsary for taking such a bold and
courageous step at this particular time to break through the bureaucratic
barriers inhibiting bmily health delivery. It is a t:lr cry today from the days when
faInily planning was tc)Unded. Excuse me if I elm a little personal here, but I recall
two \'Cry important meetings in the house of our belo\Td iVJ rs, \\'illiams in 1958
and also in the house of Mrs. Adams, who \\Tre really the people who nurtured
family planning, They descr\"e all the laurels tc)r this achie\Tment. Pathfinder, in
sponsoring this conference, has pro\Td that they ha\T been progressive, prog
rammatic anu dedicated to the c..:.use of better life tor mother. child and family.

FamilY health in Sub-Sahara Africa has rather different connotations from
family health in Europe and c\'Cn in Asia. The t:m1ily is beset by problems of
malnutrition, poverty, bad housing, illiteracy and superstition-problems which
can be soh-cd only if nonphysician personnel can be allc)\\Td to rarticipate in thc
actual programming and nmning of the clinics rcsponsible tor child carc, family
planning, nUl.rition and antenatal care. Because of the shortage of personnel and
because of language barriers, community health programs arc \'ery rcstrictcd.
Thc training of nonphysicians as wcll as nurses to be educators for thesc
programs will mean that the burdcn on thc physicians in an o\'crcrowdcd clinic
will be extremcl~' lightencd, that the patients will get quicker attention, that thc
providers will speak numerous languages and dialects, that there will be
improvcment in hcalth and nutrition, and that the population problems will bc
considcrably rcduced, with a concomitant effect on national development.

What type of people should ,,'ou train then ~ What curricula do you wish to
covcr? What methodology do you use to change the mentality of the pcople and
of thc laws through this new delivcry of sen,ices? Using pilot projects to
demonstrate the effectivcncss and safcty of using nonphysicians would ccrtainly
help answcr thesc questions. These arc the challenges for which you will havc to
find solutions in thc ncxt fcw days.

J



Official Opening Address

Ham Williams
"

Madame Chairpcrson~ Honorable Ministers~ Excellencies, Chair
man of the Board of The Pathfinder Fund~ ladies and gentlemen~

I have great pleasure in extending a most cordial welcome to all
of the distinguished guests here this evening. Sierra Leone is honored to be
hosting yet another international conference so soon after the successful comple
tion of the 1980 Conference of the Organization of African Unity.

The theme of this conference is "The i':onphysician and Family H,~alth in
Sub-Sahara Africa." When wc consider the \'ast population of Africa~ and the
relatively low physician/population rario, the need for a conference of this
nature becomes very obvious. The nonphysician has a \"Cry important role to
play in augmenting the sen'ices of physic~ans in the areas of communicable
disease control, maternal care, child health, nutrition and go\'Crnmental sanita
tion~ all of these being impoitanr factors contributing to family health. Family
health care by a nonphysician can be of paramount importance in the organiza
tion of effective m2ternal and child health sen'ices, for nonphysicians often have
the advantages of being able to communicate in the same language with the
background needed to understand traditional practices and customs. They are
usually culturally integrated and trusted by the community. Financially the use
of nonphysicians in family health care delivery reduces the overall costs as the
level of training and administration required are hoth relatively low.

During the course of this conference topics such as the nonphysician and
child spacing, the importance of family health care in improving thc hcalth of
mothers and childrcn, thc advantages of nonphysicians, categuries of nonphysi
cians needed for the delivcn' of family health scn'iccs and scvcral others will bc. .
dealt with by vcry distinguished spcakcrs drawn from all over Sub-Sahara
Mrica. The participants includc top policymakers and influcntial membcrs who
will return to their various countries. sectoral ministries, and comn1unities after
the deliberations here with the message that the nonphysician has a very
important role to play in family health sen'ices. It is the fen'ent hope of the
conference organizers that participants and obsen'Crs will implement the ideas
and recommendations that will result from the deliberations of this conference.

My Minist~; in keeping with the Government policy to impro\'(: the quality
of family life in Sierra Leonc, has embarked upon a fertility adviso~' family
health services project in collaboration with the United Nations Fund for
Population Activities (UNFPA) and the World Health Organization (\VHO).
This project has alrcady startcd at the Lumley Health Center and is rapidly
gaining momentum. One of the objectives is the provision of training fac1lities
for all categories of health personnel and an integrated maternal and child health
sen'ice. This project is obviousl~' directly related to the theme of this conference,



I most sincer~ly thank The Pathtinder fund officials from Boston~ "'1as
sachusetts for funding this conference and I welcome them most warmly. I must
congratulate members of the Planned Parenthood Association of Sierra Leone
who ha\'e collaborated with the officials of Pathtinder in planning this conter
ence and drdwing up what promises to be ~ \'Cry interesting and comprehensive
program, I have no doubt that their eft(xts will bt= amply rewarded by the
success of this conterence. l\ladame Chairperson~ Honorable fviinisters, Mr.
Presid~nt, ladies and gentlemen, I have great pleasure in declaring this confer
ence t(xmally open.



Key"note Address

Marasha Jlarasha

Your Worshipful the wlayor, your Excellenc~~ Honorable IJdiC.S and
gentlemen, it is a gren honor and pleasure fcx me to address the
opening session of this important conference on the role of the

nonphysician in f:m1ily health care in Sub-Sahara Africa. I wish on behalf ofThe
f'athfinder Fund to welcome you all and to express our profound hope that our
deliberations will be meaningful and fruitful. In organizing this conference we
found the cooperation of our hosts in Sierra Leone inyaiuable. Their warm
welcome and hospitality were without parallel, and this has encouraged and
gratified us tnIly. I am sure all the delegates gathered here join me in extending
to our Sierra Leonean hosts our most heartfelt appreciation. \Ve cherish a!! ~hat

has been done here to render our Slay and meeting in Freetown most con\ocnieDt
and comfortable.

Sierra Leone toda\" is ~he focus of much international attention in Africa.
The Organization ofAfrican Unity held its sLlmmit in this great country las~ July
and His Excellency Siaka Stn-cl1s, the President of this country, is fittingly the
current chairman of the OAC. \Ve can be excused therefore if we tecl that we are
meeting here today at the center of Africa's glory and honor.

The purpose for '\'hieh the OAU exists, namely to strrlggle to improve the
lot of our people on this continent, is also the concern which inspires our O\\'n
gathering here. As a people con...-erncd \\'ith the care and welfare of families, we
cannot act in isolation from the crucial concerns that propel the cantinent vf
Africa at any time. Our conference indeed comes at a significant time in the. . "-

histor\" of this continent. when Africa more than e\-cr before stands determined
to ensure that the decade of [he eighties will ~'ield fruits of practical efforts to
soh-c the age-old problems that han~ relentlessly afflIcted us in the past. \Ve must
not lose sight of that signitlcance, and abo\"C all we must ensure that our
deliberations will contribute to the improyement of the li\'Cs of the people of
this country. \Ve cannot therefore ha\"C J conference for talking's sake. Our
conference should be as only a dwelling place for action ~ it can assume meaning
only if it speed!' us to better and more etlective action towards our objectives.

Let our conference define the actions and let our conference also identif\'
the items of that action. \Vhere is the action of famil\' health care to be? \Vho is
going to realize that action? How are they going to realize that action, and in
what direction? These are the questions that '.\'1.: must concern ourselves with
and for which we should pro\'ide answers and guidelines of action. In The
Pathfinder Fund we ha\"C neyer stopped asking ourst:ln:s these same questions
for over the decade th:1t we ha\"C been in Sub-Sahara Africa.

l



In the next tc\\' da\,s \\T shall listen to excdlent contributions from all of the
speakers. 'Ve shall listen to and .Kcept some ne\\' ideas on ho\\' to hdp
nonphysicians hdp us in exten·iing t:unily health ~~en'ices to our people. This is
as it should be. \Ve shall entertain and contiI'm some of our old ideas about the
problem and again, this is as it should be. But learning from our discussions and
arri\'ing at our rccommendations should be seen as only the tirst step to\\'ards
the long tcsting and difticult implemcntation of thc.;e ideas. 1() be ~incerc in our
purposc and COIKcrn wc must translatc ~nto action the concepts that \\'C shall so
beautifully exchange and 'l(cept among our-;dn:s. It \\'ill be three lb~'s of \\'ork,
but it \\'ill be many more lb~'s of action in the tidd \\'ith our people, to tran<ate
these ideLls intu the sen'ices \\'hich the people need \\'here they, li\'e.

Pathtinder sponsors not only contCrclces, n:search, seminars and \\'ork
shops, but also ,'arious len:ls of sen'ice ddi\T~' in the tidd of bmil~' planning
and bmily health care, Accepting that AJrio is a continent in .1 righteous hur~'

to sah'e its problems, \\'e \\'ill mm'e t:lst \\'here other international agencies of
our mcans and scope drag their kct. \\'c aim at bcing innm'ati\'e, hut abm'C all
\\'e realize hm\' eftcetin: it is to stimulate and uphold the programs that the
people in our recipicnt countrics ha\'c already dC\Tlopcd or startcd,

That Sub-Sahara Africa's bmily hcalth carc problem is gargantuan is a \\'cll
kno\\'n hct. I necd not d\\TIl on it therdexe, but sufticc it to sa\' that onc of the
greatest contributing bctors to the escalation of ~he problem is the shortage of
\\'cll-trained and \\'dl-equipped personnel to handk and contain it. It is ob\'ious
that the number of formally trained and equipped medical personnd that Africa
can produce \\'ill only diminish in comparison to the grm\'-:h of the problems \\T
ha\'c to tackle, \Vhereas pronsions t<)r training of such personnd need be
continued and in bet expanded as necessary, another de\'l:lopment--thc in
creased usc of tr.lditional attendants, traditional healers, and nonphysicians
must bc paid increasing attention if a realistic attack is to bc nude on Sub-Sahara
Africa's health care problems.

The Pathtinder Fund is often called upon to ddine \\'ho \\T mean by
nonphysicians. It might make things clearer right .It the outset to ans\\'er this
question. By nonph~'sicians \\T mean tirst- protessionals like nurses, mid\\'i\'Cs
and trained auxil' aries of all kinds, QUI' broader ddinition also encompasses
e\'en people \\'ho ha\'e not been t<)rmall~' trained but could be trained t<)I" specitic
family health care tasks, such as traditional heakrs, social scientists, teachers,
agriculture extension \\'orkers, \'illagc leaders, nutritionists, and so on. It is thcse
nonphysicians, so closely tied to the people of Africa, \\'ho must be recognized,
increasingl~' support'_'lt and progressi\Tly equipped to play an cftectin: part in
the ddi\'Cry of proper ramily planning Llnd family health care in Africa.

As \\'ill be noted by man~' «)Il~rib'ltors to our discussion, one must
anticipate difticultics and hindrances in thc course of mobilizing non physicians
to participatc in family planning and family hcalth care acti\'itics in Sub-Sahara
Africa, Ho\\' to get eftccri\'C numbers of nonphysicians interested and im'oh'ed
in ddi\'ering health sen'ices? Ho\\' to train, equip and othen\'ise prepare them

Kevnote Address 9



for this important role? And then, ho\\' to overcome protCssional, social and
even statutory prejudices, which in some of our countries tend to militate
against the participation of nonphysicians? All these and many others are the
problems that will confront us as we try to implement the recommendations we
\vill make at this contCrence.

In summar~', on behalfofThe Pathtinder fund and its representatives at this
cor:ference I wish to im'ite you to view us as not merely conference sponsors,
but also as an organizatiun interested (indeed, more interested) in the tollow-up
and implementation of this contCrence's resolutions and recommendations. Our
involvement in and our strong representation at this conference symbolize the
great importance which The Pathfinder hmd attaches to the problem that will
be under review and the need to resoh'e it. vVe shall be under no illusions about
easy success; rather we shall brace ourseh'es t(Jr a challenging time ahead. The
future of Africa lies in action dnd this contCrence must prepare us for action in
order to be relc\·ant.
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The Health Status of the Family
in Sub-Sahara Mrica

Gladys Ejomi-Martin & G.L. A1onekosso

The \VHO definition of health-"a state of complete physical. mental
and social \\'ell-being, and not merely the absence of disease or
intlrmity"-is an ideal we ha\"C been struggling fcx years to achie\"C.

But in spite of the tremendous progress in science, medicine and technolog~~

millions of the \\'orld's people, especially in den:loping countries, continue to

sutler. ~ot onl\' do we lack the necessary human and tinancial resources, but
, .

what we do ha\'e is une\'Cnly distributed. Better !i\'ing conditions and health
facilities are generally tlmnd in cities and towns \\,here less than +0% of the
population li\'C, while the rural majority lack the basic prerequisites tCJr health
nutritious t<')()d, safe \\'ater and ~Kicqllatc housing-as well as the intcxmation
and sen'ices needed to fight disease,

The Family in Sub-Sahara Mrlica
The family has becn defined as "a group of things related by common

characteristics or properties" (\Vebster's Dictiona0~ 19-2). for our purposes, this
may be modified to "a group of persons related by common demographic, social
and cconomic characteristics."

Thcrc are nIral families and urban families: between 60% and 80% of the
African population li\'es in rural areas \\,here one bmily unit may share se\'Cral
roots, while in densely populated urbar areas man~' family units share one roof.
There are nomadic families: it has been estimated that 50 to 100 million nomads
and semi-nomads are roaming the \\'orld, 90% of \\,hOI11 li\'C in Africa and Asia.
Most of those in Africa are tound in the Sub-Sahara region, And there are
refugee families: refugees from the ra\'ages of natural disasters (droughts,
desertification and Hoods) or political strife usuall~' bring with thcm their O\\'n
set of health problems.

Demographic, Social and Economic Profile
Certain demographic, social and economic characteristics are used fl)r

assessing a family or country's le\"C1 of de\"Clopment and health. Data based on
records, extrapolations or projections may not ah\'ays be perfectly accurate, but
trends are dctectable and significant,

In 19-5 thc distribution of the population by age group in Africa was 18%

under 5 years and ++% under 15 \'Cars of age, This proportion of the population

Health Status of the Fami~"



is generally considered to be "unprodLKti\'e," but require tc}od, housing, cloth
ing, edlKation and health care, In contrast, this age group~orms only 25% of the
popUlation in the de\'eloped world,

The birth rate between 19-5 and 1980 was projected as +5.- per 1000 for
Africa and 1-.+ per 1000 in the de\"Cloped countries, The death rate in Africa is
abOLu: twice that of the de\"Cloped countries. In 19-3 the infant mortality rate in
Africa was estimated to be ISO per 1000 li\"C births.

The Gross Domestic Product is not easy to measure in de\"Cloping CVln
tries-because the largest portion of economic activity is related to agriculture,
mainly subsistence farming, which is neither costed nor regarded as income. In
19-+ the per capita GDP was CSS+,920 in the developed countrieJ, while in
Africa it was CSS380. Although f()od production is increasing, this gain is offset
hy wastage from pests and incre"lsed population. Education among children is
improving; however, the level of literacy in the general population remains low.

In 19-3, a re\'iew of the progress made in African health since 1960 showed
that there ha\'e been some signiticam: imprm'ements, the most outstanding
achievement being the eradication of smallpox, Although more health centers
had heen huilt, the\' \\"Cre found to he underutilized, understaffed and often
unresponsi\"C to the needs of the people. Furthermore, the increase in health
facilities, personnel and resources has heen surpassed hy an e\"Cn greater increase
in the population, since death rates ha\"C decreased but birth rates remain high.

During the 1960'S it was '.:stimated that Africa has an average of I doctor per
50,000 inhabitants; 1 nurse per -,000; I mid\\'ife per -,000; I auxiliary per 3,500;

I em'ironmental technician per #,000 and I sanita~' engineer per 2,700,000.

Approximatel~' half of the urban population and onl~' II% in rural areas had
potable \\'ater, either from pri\'ate or public sources. Some countries have
impro\'ed upon these figures during the past decade, but we have not yet
achie\Td our goals.

Unfortunately the health status of the family in 1980 has not impro\'ed
significantly, But \\,hat did change during the last decade was our concept of
health and our priorities, \\'e arc nO\\' com'inced that families can become
conscious of their health needs and be moti\'ated to change or modify the factors
that affect their health.

Basic Health Needs of a Family
In addition to adequate tood, potable water and decent housing, the basic

health needs of a family include p':c\"Cntive, promotive and curati\'e care
(especially for mothers and children) and importantly, education in the ways to

achie\'e and maintain good health and li\'ing conditions, There are millions of
people in the world who have nen:r known what "well-being" feels like. Indeed,
in some families, ill health is the norm. Tragically, an undernourished, under
grown child may be \'ie\\'cd as healthy b~' his parents. It IS not enough for a
person trained in health care to be able to assess the health needs of a famil\'.
Because sickness nearly ah\'ays begins in the home, it is essential that family
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members be able to percei\'C a state of ill health in themselves and others and be
educated to understand the factors which cause disease and death.

The mother has been called the first-line basic health worker. Children can
undertake several activities to improve the health of their younger siblings. Ip
the course of this conference, examples of the use of layml'~l in health care
activities will be presented.

Our financi,11 resources are limitt'd, b(il our human resources are plentiful.
vVith the shift in recent years away from hospitals, beds and doctors to
communities, families and nonphysician health care workers, we have taken an
important step toward achie\'ing the goal of health care for all our people.

Heaith Status of the Fami~i' IS



Morbidity & Mortality in
Mothers & Children

o. Ransome-J(uti

M ortality and morbidity in de\'eloping coum:-ies are still unaccept
ably high, with the life expectancy of many barely over +0 years
of age. Because children under ti\'C and women of childbearing

age are the highest risk groups, whatever we do in the area of family health must
strongly emphasize the problems of maternal and child health.

Perinatal mortality in our countries ranges from 60-80 per 1,000 li\'C births,
as compared with 14-.1 in Japan, 19.9 in Sweden, and 18.3 in Bulgaria. Our
tlgures, then, are roughly f(mr times as high as in de\'eloped countries. Con
tributing to perinatal mortality are such f:1Ctors as poor antenatal and postpar
tum care, birth injuries and aspiration pneumonia.

The most frequent cause of morbidity and mortality in newborns is pre
maturity; the percentage of low birthweight babies has been found to be as high
as 73% in some African conmluniti(~s. Ten percent of the babies born in our
countries are twins, which, because the'.' carr\' an increased risk of obstetric. .
complications, fall into a high-risk category. ~eonatal tetanus, neonatal jaun-
dice, aspiration pneumonia and other infections frequently result from inade
quate obstetric care.

Efforts to imprO\'C care during childbirth, as well as during pregnanc\',
should help to eliminate many of the current hcalth risks to mothers and babics.
In fact, studies in Ethiopia and other parts of Africa havc shown that good
prenatal carc can producc up to a fourfold rcduction in morbidity and mortality.

Children undcr the agc of fivc dic mainly from discascs which could bc
prevcntcd or casily treated ifdiagnoscd carly. T!lC leading causcs ofdcath among
children in dcveloping countrics arc: gastrocntcritis, bronchopneumonia,
measles, malaria, ancmia, tetanus, diphthcria and malnutrition. Thc lattcr condi
tion affects onc-tenth of our childrcn.

In the past, attcmpts to prC\'Cnt thcsc discascs in dcveloping countries havc
failed becausc hcalth activitics havc bccn dircctcd towards curc rathcr t;lan
prevention, bccause all the contributing factors havc not becn taken into con
sideration, and bccausc thc technology f<Jr instituting prc\'cntivc health meas
urcs is inadequate. In ordcr to institute cflective prc\'Cnti\'C measurcs, an under
standing of thc factors contributing to high mortality and morbi(:Jty is essential.

Environmental Factors
Great emphasis has bccn placcd on poor cnvironmcntal quality as a cause of

mortalit\, and morbidit\' in manv communitics. Thc situation is worscned bv
.. .... w
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poor personal and domestic hygiene. Contributing to mort<lliry and morbidity
in a population are ell\'ironment~ll [Ktors such as poor disposal of solid waste
and teces, the un~l\'aibbility and/or cont~lInin~ltionof \\'ater, and the unhygienic
handling and preparation of food.

To understand hm\' these factors contribute to dise~lse, \\'C must underst~lI1d

common con~munity practices and interest ill taking correcti\'C measures. COI11

mun~ty interest depends in part on "'hether the people:

• Belie\'e that disease can, in [let, be pre\'Cnted.
• \lew the ad\'Crse enyironmemal [letors as real problems.
• Think t1ut the imprm'Cment of the el1\'ironment em be ettecti\'C 111

pre\"Cnting dise~lses. I

Strategies tCJ[ imprm'ing el1\,ironmental hctors can be determined only atter
a detailed study of the health and hygiene pr~Ktices of members of th.:
community, their method of generating and disposing of solid waste and
collecting ilnd llsing \\'<ltcr, ilnd their perception of the relationship of poor
em,ironmental t:Ktors to disease.

A large sector of the African population, both in urban and rural ~lITaS, docs
not haye access to a satC \\'ater supply. Of the total +0 million urban d\\'ellers in
19-5, 13% li\'Cd in dwellings connected to puhlic sewers, and 6-IYo \\'ere seryed by
household s~'stems. Hm\'C\'Cr, only 21% of the l<j'i million rural d\\Tllers Iud
adequate excretal dispos~ll t:Kilities in 19-5

2 (a tigure actu~lll~' helm\' t1ut of 19-0).

At present, the majority of the popubtion in deYdoping countries relics on
untreated ground and surface \\'ater tCJr drinking and other purposes. This
situation is exacerbated hy high population grm\'th rates, which result in rapidl~'

increasing demands t'or \\'ater supplies ~md accelerated generation of \\'aste ~lI1d

waste waters.
The contamination of \\·~lter hy \'iruses, p~lthogenic bacteria and other

parasites can occur eith::r at the \\'Llter source itself or during cOI1\Tyance of the
water from source to consumer. In many cases cOlltamination occurs during
storage. This contamination is the main cause of disease.

In a study in Nlodurai, India, Rajesekoran et al. showed that in order to

deri\T full bendit from protected \yater suppli.:s, personal hygiene is as impor
tant as a readil~' a\'Jilahle and <ldequate quantity of \\'~lter. h~ Brazil it \\'as
demonstrated that \\'~lter stored in homes, including treared and chlorinated
water, is usually tC)lInd to he contaminated, irrespectin: of the source,;

The water prohlem is compounded hy the hct that in most African
countries, as in many others, the responsibility tc)r the supply of drinking \\'~lter

is often dittllsed among a number of departments, agencies and ministries.
Frequently, there arc jurisdictional disputes which may center on the question of
who is to take charge of profit~lble urban water suppl~' enterprises or ne\\'
projects. In contrast, when it comes to rural water supply, each ~lgency is happy
to turn O\'Cr the responsibility to another,

Attempts by authorities in many countrics to PIT\Tnt through legislation
the unhygienic handling of cooked t()od haye bilcd, Acti\'ities such as street
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hawking are established cultural practices and the main source of livelihood t<Jr
many t:unilies. Moreover, many t:unilies depend on them for their meals. In a
community survey in a suburban area of Lagos, breakt:lst in the nujurity of
homes was bought from street hawker~. A reasonable and appropriate strategy
would be to train hawkers to prepare t()()d hygienically-thus providing them
with the opportunity to sell their wares and reduce health hazards, while
r~spccting the cultural practices of the pecple.

Pregnancy
There is now clear evidence that maternal JIlli int:1nt mortality rates increase

as a result of unwanted and poorl~' spaced pregnancies. According to the \-\THO
Technical Report Series ~o. ++2:

• Between 10% and 50% of pregnancies are unplanned.
• Abortion undertaken outside the medical authority results in high mater

nal mortality and morbidity rates.. .
• There is a higher incidence of mental disturbance among mothers who

have unwanted pregnancies.
• \Vhile maternal mortality risk is slightly lower with second and chiI'd

pregnancies than with the tirst, it rises with e"1(h pregnancy beyond the
third and increases significantly with each pr-:gnancy beyond the tifth.

• A number of complications of pregnancy and deli\'Cry, such as placenta
previa, accidental hemorrhage and prolapsed cord~ and cJmp!ications
such as pre-eclamptic toxemia, prematurity and damage to the birth canal
and baby, ha\'C been sho\\'n to ha\'e a ~tatistical association with high
panty.

• Also associated with high parity are nutriti£mal dcticiencies in the mother
\\'hich may result in anemia, inadequate calcium supply and diffIculties in
breasttceding.

• Incfl. jsing fetal death rates have been found to occur WIth higher parity.
• Some studies ha\'C suggested that within each socioc~onomic class, chil

dren from small families have higher I.Q.s.
• Late fetal mortality rates ha\'C been reported to be lowest when the

interval between the termination of one pregnancy and the beginning of
the next is between 2 and 3 years. The highest infant mortality rates occur
when the interval is less than 2+ months.

• The ri~ks of maternal mortality and fetal loss increase when the mother's
age is below 20 or abO\'C 35 years.

o A number of congenital detects, such as Down's syndrome, are associated
with advanced maternal age.

These points make up a dramatic argument tor incorporating family
planning into an integrated family health service. Its introduction, of course,
must take due cognizance of the setting, so that the services will blend with the
cultural, social and economic circumstances of the community.
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Socioeconomic Factors

Cultural and social practices. Man~' health problems contributing to
high mortality and morbidity stem from the cultural characteristics of the.
community. Svstems of health care exist within mam' rural communities that are. . .
based on traditional healers and traditional birth attendants. The approaches to
health problems offered by these people have gained acceptance even when they
are injurious, For example, neonatal tetanus is known to be caused hy treating
the umbilical cord witl~ contaminated material, and mismanagement of obstruc
tive labor has resulted in many ruptured uteri. Resulting deaths arc attributed to
supernatural causes, 2.nd sacrifices are ofl-ered to appease ~.ngry spirits.

In Yoruba land, treating children with convulsions b~' burning their feet or
pouring cow's urine down their throats is common practice. Although we know
that cow's urine is a cause of hypoglycemia, 90% of Yoruba women believe that
it is the best cure for convulsions. The practice ofcutting the umbilical cord with
a bamboo stick or treating the cord \,'ith cow dung is a major cause of tetanus in
the newborn. Other traumatic and destructive practice') include female circumci
sion and child marriage, and sending the baby to stay with the grandmother or
other relatives during the weaning period.

Some cultures believe that a male child does not "become a man" until he
has passed blood in the urine or until he has karned to cat pepper~ that some
children arc born to die~ that eating eggs, meat or fish will turn children into
thieves~ that yellow-colored breast milk is poisonous to the baby; and that
smallpox is caused by whistling in the sun.

Societies which discriminate against women or usc them as "beasts of
burden" increase the risk of pregnancy and childbirth, contributing to high
mortality and morbidity rates. But these are practices by which many social
systems have been ordered for generations. They arc not discarded rapidly and
must be given due recognition. The introduction of scientific medicine into
these societies can be disruptive unless it is made compatible with the culture of
the cOamlunity. Doctors and other health workers have hitherto ignored these
factors and have treated only their results-ill people-while an important
aspect of ill healt!- ~eft untouched.

Ignorance. The source of superstitions, taboos and harmful practices i,'l
ignorance. In many developing countries, for instance, the weaning period is
fraught with danger because of ignorance of the child's needs. In Lagos, a survey
indicated that 7.5% of fathers put a stop to breastfeeding because they felt they
\vere being neglected.+

On the other hand, desire by many inhabitants of de\'Cloping countries to
be "modern" by copying vVestern culture-a culture which is poorly understood
and alien to their ecology-has altered the !:tructure of the socie~~ in many cases
with harmful effects.

The importance of overcoming ignorance to improve health cannot be
overstated. Studies in Lagos have indicated that high, \' levels of education
among parents are correlated with lower child mortali~' rates-an observation
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that is supported by studies elsewhere. Attempts to educate should be con
sidered an integral part of health care, and must also be carried out with proper
respect for cultural practices, attitudes and beliefs that are tighti~' wo\'en into the
fabric of communit\' life.

Povert)r. Studies ha\'e consistently found the highest mortality/morbidity
rates among the lowest socioeconomic groups. The alleviation of poverty must
therefore be of prime concern to our go\'ernments. In the words of Adeoye
Lambo:

The probler.t today is not primaril~' one of absolute physical shortage but of
economic and social maldistcibution and misuse.... Our tir~:t concern is to
redesign the whole purpose of deyclopment. This should not be to deyelop
things but to den:lop men. Any process that docs not lead to hl!man fultill
ment--{)r eycn worsc, thal inhibits it-is J tr,wcsty of thc :Jca of dC\'c1opment
, . , A deYclopment proccss that bendits only the wcalthlc:'it minority and
maintains or cycn iJ1creases the disparities bc(\\'ecn al~d within countri,:s IS not
deyelopment. It is exploitation.

InadecJuacy of services. Health sen'ices ap?ropriatc'o tr.~ needs of
communitie~)arc inadequate in many countries in .·\!rica, particularly in the nIral
areas. IITl.f:.ligration into urban areas has depleted the sen'ices a\'ailable and
rendered them ineffecti\'e. Some health sen'ices, on the other hand, are under
utilized because they do not respond to the health needs of the people. Health
care tcchnolog:ic~ ~~'troduced intn African countries from \\'estern nations are
often unsuited l,,-~ <;:Gl\'ing our health problems. There is urgent need for
inno\'atior:. and creati\'ity to design rele\'ant technologies which can be main
tained by au. .:\'cl of technical development. Faci!ities which feature the latest
m,~dical technology may be sophistICated but not necessarily appropriate.

Integration of pre\-.:nti'.'C and curati\'C services has been slo\\'. In com
munities where movement of patients among medical facilities is unrestricted,
there is a tendency for patients to attend two or more diftcrent sen'ices t'J seek
the same k-ind of care for the same condition.

Many African countries ha\'c no measurable obje-::tives concerning national
health. Achievcmcnt is measured only in terms of the numbers of hospitals and
health centers built and workers trained. These efforts do not always contribute
to the health status of the people, and often add to maldistribution of sen'ices.

Conclusion
High mortality and morbidity rates in African countri~s, notably among

mothers and children, are caused by a wide range of environmental, socioeco
nomic and cultural fac(ors, and any attempt to reduce death and disease must
begin with a careful analysis of ~hese factors. Only then can rational strategies be
developed and workers trained in methods of health care which are compatible
with community attitudes and practices, and \\ ith the a\'ailable resources and
technologies.
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Irlfertility in Sub-Sahara Africa

B. T Nasah

I n Africa, marriage, whether traditional or modern, is unlikcl~' to be
stable if the unioi' docs not produce children. 1 To the African, children
constitute a source of stren~lh, pride, social insurance, consolation at

old ag~ and ;l guarantee of lineage continuity. The high cost of diagnosis and
management of infertility-both in terms of physician skill and time required
as well as the diHiculry in sel\'ing large numbers of people aftected, highlight the
enormi~' of this problem and unC:crscore the need for a widespread effort in
prevention and health education in which nonrh~'sician workers can playa key
role.

Defmition and Classification
The tertility of a woman is ma.ximal in the age group 20 to 25 years, thereat:

ter progressi\'Cly declining until the menopall~e. It is generally recognized that
tertility in the male decreases with advancing age. A COU?le may be considered
intCrtile it: after one year of unprotected coitus of averag~ frcquenc~~ no preg
nancy has resulted. Though trequency of coitus in normal couples is variable,
twice or three times a \n~ek ma~ h, considered average. The period of one year
has been chosen because se\'eral studies have shown that 800/.1 of couples would
achie\'e a pregnancy atter one year, 90% after 18 months and 95% atter 2 years.
Approximately 5% of couples remain im'oluntarily intCrtile for no obvious
cau~e.

Intertility may be classified as primary or secondary. Primary infertility im
plies th2.t no pregnancy has been achieved by the couple, whereas in secondary
infertility there has been a previous prq;nancy, which may ha\"C resulted in
abortion or in premature or full-term dcli\"Cry. Childlessness may also be the
result of pregnancy wastage from repeated abortions, premature delivery or
Stillbirth.

A third classitlcation-unpron::1 fertility-is commonly found in African
communities and includes couples who, largely because of sociocultural and
family pressures, perceive themseh"Cs "infertile" after a period of less than one
\·ear. Indeed, man\' such women attend infertility clinics onlv a few months after. . .
marnage.

Prevalence of Infertility
Data on the occurrence of infe~tilityas a community problem in Sub-Sahara

Africa is lacking and where available fragmentary. ~ \Vhat intormation docs exist
indicates that in many areas of Africa a large proportion of women complete
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their rq :,oductin: years without gi\'ing birth to a live child. In parts of Gabon,
the Sudan, Cameroon and Zaire, prevalence rate~ of childlessness dmong wom
en 50 years of age or older arc as high as +0%. High le\'ds of childlessness have
also becn recorded in parts Clf East Africa and in other areas of the world.

These rates contrast with a pre\'alence of childlessness in women over 50
years of "lge of only 3% to 6% in other areas of Cameroon, the Sudan, Zaire,
~iger, Senegal and Upper Volta. These lcw'er rates are comparable to: _~s in
parts of India, the U.S.A. and Canada.

E\'Cn in the same geograpnical region some ethnic groups and saTre age
groups h2.\'C higher proportions of childless women than others. In Northern
Cameroon, one researcher t(mnd a higher childless population of reproductive
2.ge among ~loslems tlun among non-~1oslems. When one considers the im
portance of the child in an African family, the need for research to define the
causes of these high le\'Cls of intertility becomes e\·ident.

Influencing Factors
The factors intluencing the prevalence of infertility may be divided into

three groups: sociocultural f _l.urs, sexuall~' transmitted diseases, and other dis
eases and disorders.

Sociocultural factors. Cultural practices such as age of marriage, poly
gam~', frequeIK~' of coitus, incidence of dl\'orce, and marriage stability may
intluence fertility. Other sociocultural factors including traditional practices such
as the dO\\T~~ female circumcision, the "'fattening room" and other practices
rdating to pregnancy and ddi\'Cry ha\'C also been identified as important vari
ables. Socioeconomic factors, too, pla~' a role where basic health sen'ices arc
lacking anci the incidence and complications of sexually transmitted diseases and
malnutrition arc high, leading to increased le\'Cls of infertility.

Sexually transmitted diseases. Gonorrhea is the most common
cause of mechanical tubal r)bstruction. This microorganism with a predilection
for uterine and tubal mucos;' may often be carried tor many years asymptomatic
ally by women, \\'hile about 90% of newiy infected men manifest symptoms. In
one series of 86 consecutive female patients in C ganda hospitalized for acute
peh'ic inflammatory disease, one-third were positive tor N. gonon-hea, and 25%

of the patients \\'Cre infertile, compared. to 15% in a matched hospital control
group.l A high pregnancy \\ astage rate of 29% was found among these patients.

In a case-control study of puerperal infection in our hospital, N. gonorrhea
\vas found in 25% of the cases compared with only 8% of the control group.
More recently, I reported detecting N. gonorrhea in 10% to 15% of the pregnant
women, and 25% of all patients attending our Infertility Clinic and the Child
Spacing Clinic. 4

Reports from the C.S.A. and Sweden""'- show that nongonococcal infec
ti()n~ arc being increasingly identified as a cause of acute pelvic intlammatory
disease and tubal occlusions. The crganisms here include Bacteroides [ragelis,
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possible c~'tomegalovirus, and Chlam~'dia. An epidemiological survey in the
Eastern Pruvince of the Cameroon showed a signiticant correlation between
Chlam....dia tmchomatis and infertility.. .

Other disease and disorders. The frequency with which genital
tuberculosis is found among intertile \\"()men has ranged from 2% to 6%.Il·<iY..J In
one s':ries from Ibadan, :\'igeriL1, of 82 \\'omen \\'ith genital tuberculosis, 62%

complained of infertility,lI This disease may often be silent, but one striking
sequela ma~' be premature menopause, further contributing to infertility.

\Vith imprm'ements in medi(·1 C1re, \\'omen homozygous t<)r sickle cdl
hemoglobin (either 55 or SC) now sUITi\'e to reproducti\T .1ge. High le\Tls of
infertility, pregluncy wastage (spontaneous L1bortion and stillbirth) LlI1d prema
ture deli\'ery ha\'e been reported in these \\'omen.

To the best of m~' knmdedge, no dctinite el1\'ironmental agent has been
causally linked with infertility in Africa. Some spn:itic dietary elements (such as
crocodile meat reported ,15 a cause of male infertility in the Central African
Republic) an: still without scientitic supporti\T e\,idence. ~1edicaments and
herbs han: not been shm\'n to ha\T any s~'stemic effects, although L1pplied locally
they ma\' result in injur\' to the genitals. TrLKe metals and clements, such as zinc.
•. • L

copper an.d uranium are suspect, but their precise eftects are still being iI1\TS-
tigated. The role of \'itamins in human fertility renuins unclear, although C\'i
dence in man ..lI1d experimental animals suggests that nutrition is associated with
tertility and reproducti\T capacity. Exrreme nutritional states sllch as those expe
rienced during the ci\'il disturbances in :\'igeria in 196--19-0 were shown to
aftcct reproduction in a number of \\"()men.

C'- uses of Infertility

Causes in the female. O\'lILuion dYSfunction includes disturbances in
the hypothabmo-piruitary-m'arian axis (primary or secondary to psychosocial
stress), premature ()\'arian t:1ilure, pol~'cystic m'ari ..m disease l2 , and temporar:,'
absence of o\'ll!ation \\'ith subsequent amenorrhe"1 ..ltter cessation of use of oral
or injectable contraccpti\Ts. In "lddition, intCrtility can be traced to peh-ic in
t1amn dtory disease caused b~' gonorrhea, tuberculosis, postabortal infections,
extragenital infections, appendicitis or postoperatin: adhesions that result in
tubal obstructions or peri tubal adhesions.

Causes in the male. ;\'1ales are diagnosed as hLl\'ing 10\\' fertility poten
tial \\'hen the concentration of spermatozoa is under 20 million/m~ with more
than 25% of abnornul t()rms ..lI1d less than +0% motility after n\'o hours incuba
tion at rO, if these results remaii~abnormalonrepeJtedanaiysis.Thisis known
as oligospermia. OligospermiL1 is the most common CJuse of male infertility in
the African porubtion \\T studied, It has been implicued in ,0% of cases of
primary male intertility ..md 30-+°% of secondary infertility,l~ ~1cchanical ob
struction of,sperm nO\\' in the nulc may indude blocked c,mals, hypospadias,
premature C-jaculation and impotence (\\'hich is often ps~'chological).
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Causes in the couple. A coupk's lack of a basic understanding of
reproductive physiology can result in reduced krtility. This includes such situa
tions as having coitus only at a time in the cycle when o\"lJlation is unlikel~' or
having sexual intercourse without penetrating the vagina. The role of health
education in overcoming this probkm is apparent. In certain poor areas nutri
tional deficiencies such as anemia or \'itamin ddicienn' ma\' afiect hormonal
function in both partners. Thyroid disease and goiter, common in some areas in
Africa, may playa similar role, .dthough this relationship is still unpro\'CI1.

In some cases in which both partners ha\'e lowered fertility, .1 pregnancy
might result if either one had a difierent partner with higher tertility. for exam
pk, the man may be impotent with one partner but not necessarily \\'ith other
women, while the woman may ha\'C vaginismus \\'ith her partner but not Yl'ith
other men. In a few cases, immunological incompatibility between tile sperm
and the cervical muclls may be a signiticant t:lCtor causing sperm agglutination.

ueatment of Infertility
Treatment of the major causes of intCrtility, such as tubal occlusion, is ottcn

unsuccessfuL e\'Cn 111 technologically rich and d~\'Cloped countries. Surgical
intef\-ention requires highly skilled stafi' Jnd specialized t:lcilities. Achie\-ement
of pregnancy after rep'lir of blocked tubes \'aries widel~~ but is gener'll!~' con
siderabl~' less than \0%. In one series of patients, .llthough tubal patency had
been demonstr.~tcd in 'io% of the women f()I!O\\'ing surgery, pregnancy occurred
in only 1+.8%, and half of these pregnancies ended in spontaneous abortions or
ectopic pregnancies, so that the tinal success rate \\'as only -.+%.

It is e\'ident from these data that, without neglecting those already aft-ected,
eft-<xts to soh'C the intCrtilir: problem must be directed towards prel't'1ltioll.
Although some causes ('!' lI1i~'" ~ dity, including et:rtain genetic t:lctors and malt()r
mations of the genital traer, '-ll''': ;'rl- 'Jre\,entablc, the majority of acquired cop-
ditions that aft-ect krtility can be ;1 It'd through:

• Sex education, public health ann .. giene.
• Control of \-enereal and nomenefcal intCction:

-usc of condoms, earh' and eftecti\'e treatment
-BCG, mumps and rubella \'accinations
. -~puerperal and postabortal care
-proper treatment of abdomin.ll conditions such as appendicitis
-control of parasitic diseases (malari'l, tilariasis, schistosomiasis).

• Correction of nutritional deficiencies and blood disorders,
• lmprm'ements in obstetrical care.
• Early im'estigation of childless marri;lges.
• Earh' treatment of abnormal conditions.
• A\'oidance of unnecessary operations Of procedures, such .1S repc.lted

cauterization, o\Trenthusiastic D&C, ICD insertion in nulliparc')L!s
\\"()[11en.

• Pn:\-ention of damage b~' trauma, heat, chemicals and X-ray exposure.
• Screcning t()[· gonorrhea during pregnancy in high-risk groups.
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Sociocultural and health service implications. As has heen men
tioned hd(HT, most traditiolul African cultures place ,1 high sociJI \'alue on
tCrtility, particularly as a demonstr,ltion of the consummation of the marriage
and as one expression l)f the couple's soci,11 role. It t()lIows that an intCrrile
couple in our society is subje -cd to ,1 t!:re,lt de,ll of stress.

A childless woman is tredced with LOlltempt ,1I1d dishonor b~' the Ati-ion
society whiLh \'ie\\'s her inkrtility .1S punishmellt t()r some social transgression.
It is not surprising, therek.·e, tlut these \\'omen either willingly or under pre
ssure from rebtin:s, in-Ll\\'s ,1I1d the sOLiety spend ,111 their limited tinanLial
resources on tr,lditiOlul healers ,1I1d doctors. In .1 study in Yaounde, Cameroon
expressions of stress among intl'rtile women attending infertility diniLs took the
ti:.)J"JllS of \\'eeping, insomnia, ,1I1orexi,1 ,1I1d e\'en suicide.

The t:lLtors to \\'hiLh intCrtilin' Ius been .lttributed by the \'ilbgers are, in
order of importanLe: diss,ltist:lLtion of ancestors, \\'itc!lcraft, general ill health
and venereal disease. Many tribes bcliC\T tlut, to o\TrconK this problem, the
god of krtility ,1S \\TII .15 the .1I1cesrors should be .1ppeased; in nuny tribes in
Clmeroon it is common to find sbughtering of .1 s,lLrificial animal upon the
bodies of the intl'rtile L{)llple.

Inability to be.u children is ,111 'lLcepted re,lson for di\"()rce in many cul
rures.1-J. The bilure Or.l pregnancy to result in ,1 li\'e birth is Lonsidcred to rdlect
on the adel)u.lLY of ,1 \\"()J1un or, in extreme examples, ,1S C\'idenLe of sexual
misconduct. In some cultures impotence of the male ma~' also he grounds ti:.)r
divorce b~' the \\'oman. In parts of ITganda, a marri,lge is not considered con
summated ulltil the birth of children and their sur\'iLll through inbIK\'. In the

L •

Southern Sudan, the death of children among the .\-lurle tribe Ius resultel~ in
L

raids on neighboring trihes to obtain \\'omen .1nd children.

Conclusion
IntCrtility is, of course, doseh' reated to a \\'ide range of conditions atkLting

health. Because of the enormous social, ps~'chological and financial costs of
intCrtility, \\'e must pa~' speci'll attention to this .1rea as \\T address our countries'
health needs. Better epidemiological studies ,1I1d programs in pren:ntion and
health education, as \\TII as the usc of nonph~'sici'lI1 health \\'()rkers in the
deli\'t:ry of these sen'ices, should help us come to terms \\'ith this serious but
largely a\'oidahle problem.

Professor Ojo's Comments
\Ve cannot l)uite measure the dimension of the traumatiL etkct of intCrtility

on a couple in AfriG1. In :'\igeria, \\"here -,% of gyneLoiogic11 Lonsultations .1re
t()r inkrtility, a \\'oman \\"ill go to almost ,1I1~' length to ha\'e a baby. As ProtCssor
:'\asah Ius pointed out, there is .1 geogr.lphical p.lttern of intCrtility in Afric'1,
and eyen \\":thin ,1 Lountry, fertility rates ditlcr sh,lrply from one region to
another. There is, h()\\'C\"cr, a serious lack of statistics on infertility ,1I1d sexually

" "

tran...;mitted dise.lse on this colltinent, and \\"e must m,lke it our business to
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gathcr morc cpidcmiologic'1l data in ordcr to dcsign morc dt'ccti,'c thcrapcutic
and prc"cnti\'C mcasurcs.

On the subjcct of sccond<1ry intCrtili~~ wc must explorc such factors <1S
postabort.1l and pucrpcral carc in thc t(xm.ltion of tubal occlusions, \\'hich <1rc,
in turn, a major cause of intCrtility. finally, we should not Ignorc the role of the
male in intcrtili~·. ProtCssor ~:.lsah discussed the disorder known as oligosper
mia, and this is quite imp<Ji"tant: what is also important is tlut thc man acccpt
his responsibility. In :\igCi ia \\'c find tlut pcr/ups ~o% to +ocYc) of thc cascs of
intcrtilin' .1re .1ttributable to the male, but th'lt men arc rcluct.1I1t to (omc t()rth
t()l' an cx.1milution. This situation is represcilt.lti\·e, I think, of the rest of Africa
as wcII.
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Primary Care for Improving
Maternal & Child Health

Belmont Williams

To better understand the need tor primary care in imprm'ing the
health of mothers ..md children in Sierra Leone, we must ha\'C some
basic information ..lbout the country. Sierra Leone is a tropical area

with a constantly high temperature and humidity and hea\'y rainfall. There arc
numerous ri\'ers and lakes, and a wide coastal belt of low-lying lands which
prm'ides us a mixed blessing-some of the tinest rice-growing swamps, but also
a breeding ground for diseasc.

Farming and tishing constitute the main occupations of most of the popula
tion~ however, most rural t:lmilies practice subsistencc farming and lack adc
quate storage facilities. As a result, some basic f()ods arc \'Cry expensi\'C and m~'.'

not cven be a\'ailable during the dry season. Consequentl~~ nutritional ddicicn
cies contribute to the poor hcalth of Sierra Leone's people, particularly mothers
and children.

Fertility and Mortality
Thc total population as estimatcd in the 19-+ census was 2. - million; about

80% of thc population is rural. Although thc density of population per square
mile (101 pcrsons) is high, of greatcr significance is the total number of persons
per compound, per house and pn room. For young children, this is a major
contributor to disease.

Approximatc~~' 16% of the popUlation is under the age of 5 years and about
40% is under 1\. ~early one-quarter of Sierra Leone's people is comprised of
females aged JS-+9. Nlothers and children together constitute about 65% of the
population.

In Sierra Leone the birth rate is \'Cry high, but so is the mortality rate, and
infertility is also a problem. The infant mortality rate in 1969-19-1 was estimated
at 130lIooo livc births in the \Vestern area, "'here health and other facilities are
much better than in the rest of the country. It is estimated that as man~' as 30% of
the children die before they reach the age of 5. In most parts of Africa, up to
two-thirds of all deaths occur in children under 5 ~'ears of age, while in dcvel
oped countries less than 5% of all deaths occur in this agc group.

Thc maternal mortality rate-the number of dcaths occurring as a result of
pregnanc~~ labor, delivery and during the puerperium-has been estimated at
about +50 per 100,000 li\'C births and accounts for about one-fourth of all deaths
among women.
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The major causes of death in children under 5 (which are largely prevent
able) are: measles, gastroenteritis, nconatal tctanus, broncho-pneumonia, mal
nutrition, whooping cough and tubcrculosis. Also largely prcvcntable are the
major causcs of maternal dcaths, including eclampsia, rupturcd urerus, ankpar
tum accidents and postpartum hemorrhage.

Maternal and Child Health Services
vVe can now sce thc enormous nccd to providc better services tor mothers

and childrcn, but we are faced with many problems, including lack of financial
resourccs, low levels of education, inadcquate nutrition, poor cnvironmental
sanitation, and cultural int1ucnces and taboos which adversely affect health.

One of the major limitations in providing basic health sCf\'ices is the lack of
trained personnel. Only about 30% of the population has access to modern
medical facilitics, the rest depending on traditional healers, herbalists, medicine
men and tradition11 birth attendants. In our efiorts to improve primary care in
Sierra Leone and in other African countries, we can find inspiration in the work
of two great pioneers in maternal and child health-the late Drs. E. Jenner
vVright and ~1ilton Margai.

Nearly 50 years ago, Dr. Jcnner-Wright was operating a maternity center
with weeklv antenatal and infant welfare clinics in Freetown. At that time the
"grannies" who performed the duties of midwives were almost exclusively re
sponsible for the health of mothers and children; only women who were ex
tremely ill were taken to the hospital. In the provinces, the approach of a
medical tean1 aroused distrust and suspicion. A young and enthusi-astic doctor,
Sir Milton Margai, dedicated himself to the social, economic and health prob
lems of Sierra Leone, and in an effort to imprm'e maternal and child health,
started training "Village ~laternity Assistants" at a general hospital. Great em
phasis was placed on cleanliness at all times, but particularly during deliveries, as
well as on recognition of abnormalities in the antenatal period. The training was
supcf\'ised by professional midwivcs and lasted 18 months.

This program sef\'ed as the foundation for one begun ninc ycars ago to train
"Maternal and Child Health Aides" \vho will take over the work of the Village
Maternity Assistants. In contrast to the VMAs, who were illit(:rate, MCH Aides

Primary Care 29



must be between the age of 18 and 40 when in training, and their salary is to be
paid by the Government. Thus Sierra Leone continues in its etlort to upgrade a
longstanding tradition of using auxiliaries in maternal and child health.

Conclusion
The importance of primary care in imprm'ing the health of Irdthers and

children cannot be overemphasized in our attempts to achie\'C health for all by
the year 2000. There must be a\'ailable in each \'illage a core of people trained to

provide basic medical and health sen'ices, either on a paid or \'Oluntary basis.
Trained personnel must be taught how to diagnose and manage common dis
eases, recognize abnormalities earl~', and refer thcm to thc appropriate personnel
and institutions tor treatment. Reliable transportation and good roads arc neces
sary if this supen'ision and referral system is to be successful.

I would like to emphasize that primary care docs not meal! only diagnosis
and treatment. It also includes health education, nutrition education, family
planning (particularly moti\'ational acti\'ities and provision of improved
methods of child spacing) and el1\'ironmental sanitation. For the people of the
community to accept and practice pre\'Cnti\'l~ and promoti\'C health measures, it
is necessary to ha\'C their support and active participation. There must also be a
strong network of institutions--health centers, district and prm'incial hospitals
and centrally located rderral and specialty hospitals tor secondary and tertiary
care. Primary care tor mothers and children-two-thirds of our population-is
our most critical health challenge, and we must muster all a\'ailab1c resources,
including nonphysician manpower, to meet it.
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The Importance of Nonphysicians
in Family Health Services

Edward Otis Pratt

The term "family health" was used originally to refer to comprehen
sive health services delivered to various members of the community.
In time, as health needs were assesst~d empirically, a more specific

orientation toward the mother and child developed. Most recently, the
sociomedical focus has begun to include the father. Family health, therdore, has
not always meant one specific strategy but rather is an evolvilIg concept.

Global and Spe~ific Aspects of Family Health
At the present time, most Sub-Sahara countries are engaged in "Basic

Needs"" SUIYeys and assessments. These involve examination of various predis
posing factors (such as poor housing and living conditions, lack of proper food,
inadequate health care, low levels ofsocial engineering and low income distribu
tion) to determine the minimum standards that wdl ensure improved health and
living for the ur.derprivileged.

Most of the countries in the Sub-Sahara group sufter from serious social and
economic ddiciencies. As a result, policies, strategies and models have been
developed for health systems which would be more responsive to the needs of
those with distressingly high morbidity and mortality rates: the poor and the
undersen ~d who live primarily in rural communities, and paticularly, mothers
and children. A '""cafeteria" approach for the delivery of health sen'ices has been
considered appropriate, incorporating a number of combinations, including
family planning counseling and sen'ices.

Although most countries have attempted to dissc!l1inate sen'ices through
out the various levc1s of the community, it was not until the Alma Ata Confer
ence in 1978 that Prif/1anT Health Care was formalized bv the world health. .
community as the design best suited to meeting the health and social needs of
the poor, the undersen'Cd, and rural communitif's. The methodology of ap
proach, however, varies according to the social, cultural and epidemiological
parterns of disease and the ecology of the community.

Current thinking, based on empirical evidence and accumulated experience,
focuses on the use ofcommunity systems to deliver basic health sen'ices, particu
larly at the primary or village level. These community systems develop from the
bottom up, through gradations of rderrals to a higher and more sophisticated
service level.
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Nonphysicians: Roles, Functions and Constraints
Today we will look at one of the practitioners ofbmily health-the nonphy

sician sen'ice provider. In examining the role of this worker in community
health care, I want to highlight certain fe:ltures of service delivery which ma~'

Pi ovoke debate and open avenues t()r discussion.
Traditional health providers consist primarily of physicians, nurses, nutri

tionists and supporting health staff \Vhen health is thought of in the context of
the community, howenT, it is considered the business of e\'Cryone within the
community, requiring participation t:lr beyond the medical profession. Sociocul
tural determinants strongly support this perception,

As the .~c'.}F(' of health care is widened, the domain of the sen'ice pro\'ider is
:lIso enlarged. In this evo!ution, the nonphysician-the key worker-constitutes
the basic unit of the system. The nonphysician can be di\'ided into two
categories-paramedical and nonmedical-pert()rming medical and nonmedical
roles, respectively. The rationale t(Jl" the application of nonphysician personnel
to rural health care delivery is based on the fact th'l( the number of physicians
available to the population is IO\\~ and their distribution is mostly hospital-based
and urban-oriented. The case is made, thcrd()rc. hr training nonphysicians to
perform a wide range of tasks including health supen'ision, monitoring and
community diagnosis.

In developing a program in the present context, it is important to categorize
nonph~'s!cian personnel with respect to their roles within the deli\'Cry system,
The functions and levels of intervention required of nonph~'sicianswill be deter
mined b~' the type of services required, tasks to be pert<'mned, development of
training curricula, scope of iI1\'olvement of other community sectors, In'Cls of
implementation and support, and knowledge and skills. In short, eflccti\'C par
ticipation of the nonphysician in health care is dependent on the t()llowing: a
careful appraisal of the health status of the community~ community diagnosis of
health needs, \\'hich bears on program planning~ and consequent delineation of
services in terms of task-oriented training, a\'ailability and development of
personnel.

\Vithin the scn'~ce structure in which nonphysicians function, three le\'Cls
may be identified: top level. including various protcssionals who ha\'C manage
ment and supen'isory responsibilities or who prm'ide sen' ices, or both~ middle
level, including paramedical ,md similar-level personnel from other disciplines
who should supplement or complement the top level or relie\'C it of certain
responsibilities, and may assist in management ,md supen'ision of the third
le\'eI~ and bottom le\'eL \\'hose members participate in community-based ac
tivities such as self-help projects, running of \'illage councils and local entrepre
neurism, In addition, traditional practitioners engaged in traditional healing and
birth attendance within the \'illages and outreach communities may form an
intrinsic component of the health system at this level. Included in this threc
tiered system arc educators, lawyers, social workers, midwi\"Cs and nurses, health
workers, demographers, sociologists, entrepreneurs, engineers, artisans, un
skilled workers and semi-literate and nonliterate workers,
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EtfectiYe nonph~'sician partICipation is dependent upon the indi\'idual's
capabilities and adaptability to the health s~'stem, and upon acceptance by the
members of the community. The process of adaptability is impn)\'ed immeasur
ably when the activities of nonph~'siGm sen'ice proyiders arc carefully selected
and consistent \\'ith intended health practices and ~ociocultural norms.

Part of the justitication t()r considering lhe nonphysici.m as a prO\'ider of
health services is the lack of hunun, nuterial and tin,mcial resources a\'ailable to
us. Medical and social thinking must therd()re be gearcd toward utilizing c\'Cry
available resource to achiC\'C hcalth goals at a rcduccd cost and within a shorter
time span, and toward a gradual departure from urhan hospital-oriented care. If
this line of reasoning is de\'l~loped, the role of the ph~'sici in communit~'-hased

heal~h care would need to he moditied.
A major constraint in the use of nonphysicians is the lack of enthusiasm

from policymakers and the community itself for pre\'Cnti\'e care as opposed to
curative care. Curati':e care-almost all of which has been prm'ided b~' the
medical sector in the past-is, by virtue of its episodic nature, dramatic and
highly visible. As a result, it is more inclined to political (and therefore policy)
orientation and pressure than the more loosely articulated system of preventive
care, which, though cost-eftccti\'{~, <'.ppears less attracti\'l~.

Furthermore, resistance by poLcymakers has resulted in restrictions upon
the usc of nonphysicians in family health programs. These constraints stem
from:

• Existing medico-legal statutes which are puniti\'e and do not relate to
current alignment of healtI1 needs and practitioner's skills,

• ~ledical statures restricting full reasonable participation and increased
responsibilities by nonphysicians in the spectrum of health sen·ices.

• Tardiness in reddining health care needs and appropriat~ responses \\'hich
take ?ccount of the optimal utilization of personnel.

• Lack of proper ;t:<:f ;tutio71alizing of the role of the nonphysician, by sta
tutes if necessary, ·lp.d absence of detincd reasonable limits within which
the indi\'idual can pertorm effecti\·cly.

• Inability to focus on the de\'clopment of appropriate curricula tor non
physician training based on an up-to-date reassessment of standard pre
\'cnti\'e, promotive and curati\'C procedures,

• Failure to recognize the advantages of resource transtcr in the optimal
utilization of the nonphysician sen'ice prO\'ider.

• Inability or unwillingness to redefine policies that would allo\\' the non
physician worker to be etfecti\'Cly integrated into the contemporary com
munit\· health care sen' ices structure.

Relevant Nonphysician Activities
There are numerous activities intim:.tely related to the support of family

health programs in which participation by community members-especially
nonphysicians-is desirable, and which can create ,'e\\' norms ofcommunity and
individual hcalth. Some of these activities arc:
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• Commlmimblc Discasf Control Prl{fT1-n1w. in which there is signiticant in
teraction among memhers of the COll':llunity and the suryeillance team
composed of community members.

• HnttT Pro.!7mms. in which members of the community assume the respon
sibilit~· for prntection of potable \\'~ner sources.

• Ellpil'01ZmClltnl H.'tricllc Prl{l7mms, in whidl indi\"idu~ll entrepreneurs, mar
ket operators Jnd shopkeepers arc re~ponsibk t()I" refuse aJ1(~ \Tctor con
troL as \\TIl as human \\'aste dispos~ll.

• FmJli~" L~(c Pro..Frrmm (consisting of bmily planning, counseling Jnd t:mlily
life or sex education), aimed ..It stimulating ..1\\ ..lreness, understanding and
Jcceptance of measures to ensun' till' sun,iy ..11 of mother and child, and the
a(hien~mentof ..1 better qU~llity of lik.

In the tl)regoing discussion \\'C han' dctillel1 the \' ..lrious entities im'oh"ed in
llonphysici ..l11 p..lrticip ..nion in the delinTy of he..llth C..lre sen·ices. Considerahle
thought \\'ill need to be gin'll to t(>rIll~llizil1g the role ..lIld functions of this \Try
important dement \\'ithin [he (oll1ll1unit~· hCllth (~lre :,;~·slem.
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The Concept of Coverage
in Family Health Services

Josephine M. N amboze

F amily health can be defined as the prO\'ision of promotive, preven
tive, curati\'C and rchabilitativc health care to family membcrs to
enhance their ph~'sical and emotional well-being,

The family is the basic unit of an~' community. The principal functions of
the t:m1ily can be identitied as reproduction, the upbringing and education of
children and the fultillment of adult needs, Famih, health sen'ices should there
fore be broad enough to ensure that the health of family members and the entire
family em,ironment ~lre at optimal le\-cls t(X the pertormance of these functions.
If the entire familY is treated ~lS a unit in the deli\-cn- of health sen'ices, then- .
even'one is likeh' to benefit.

, ,

Our challenge is to prmide the most dlccti\-c means of sen'ices to the
greatest proponion of the population in the most eco: lomic manner. CO\'erage
should include maternal and child health sen'ices, family planning, nutrition,
health education and elwironmental sanitation, as well as ef!orts to imprO\'C the
economic status of the family, Some sen'ices should be offered as outreach
programs at the family le\'el, and others in a simple heaith establishment, but in
all respects e\-cry sen'ice must be Jcceptable to the population_

Because the cO\Trage im'oh-cd in the delivery of family health care is quite
extensi\'C, to have a single indi\-idual ttlltill all the necessary tasks would im'oh-c a
long and expensive period of training and \\'ould produce a person too high
abon~ the len~l of the people he or she is expected to senT, It appears, therefore,
that family health can be more appropriately carried out by a team of nonphysi
cians \"\'hose titks ,,'ould \'ary from place to place but ,,-ho would be able to carry
out the basic family health sen'ices-panicularh' maternal and child health and
family planning-right do,,-n to the grassroots.

The Needs

Maternal health services. The mother can be regarded as one of two
supponing pillars of the family~ if she is not in good he;'ilth, the family suffers. It
is therdore imponant to ensure the health of mothers during pregnancy and to
offer proper antenatal care and skilled supen'ision during labor and delivery_
Indeed, all family members must be educated to cooperate in promoting the
health of the expectant mother, In addition, high-risk mothers must be iden
tified and referred to a physician tor supen'ision during the antenatal period and
deliven:
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Outreach services. Home \'isits can help to identi~' environmental,
sociocultural, economic and educational factors that may contribute to ill health
among family members. For example, it is important to find out if the younger
children in the family arc suffering from protein-caloric malnutrition, which
sometimes is aggra\'ated while the mother is pregnant with a new child. The
immunization levels of the children, as well as the tamil~' planning needs of the
parents, should be determined. Marital stability should also be of interest, and
any crisis which may lead to the breakup of the family group should be iden
tified and handled early for the benefit of the entire family group. Solutions to
these and other problems can be de\'ised through meaningful health education,
referral networks, or other practical measures depending on family needs and
resources.

Child health services. In many de\'eloping countries the infant mortal
ity rate is about 10 times Cl.~ high as in the developed countries, while the
mort~ity among preschool age children (I -4 .\ ears) is about 30 to 40 times as
high. Most of the cases of morbidity and mortality in these two age groups can
be prevented through health education and supervision, immunization pro
grams, and improvement of nutrition and environmental sanitation. Mothers
can be trained to provide simple health care to family members, particularly the
children, and educated to recognize those situations which require the interven
tion of a health care provider. Children are a major stabilizing force within the
family, and safeguarding their lives strengthens the family unit. Family planning
can also become more meaningful to the parents if they know that the survival of
their children is guaranteed.

38 ADVA.\TAGES OF NONPHYSICIANS



Economic services. Proyision of adcquatc hcalth scryiccs can hdp Llm
ily mcmbns bccomc morc producti\T .md ultimatdy imprm'c thcir economic
situation. Thc majority of thc popubtion of Africa, \\"ho li\'c .1S pClsant t:lrIllns,
can bcnctit from .Kh-icc on ho\\' to gct maximum production t()r hoth subsist
CIKC and cash crops. Thcy nccd assist,lIKC \\'ith Llrmin~~ mcthods, tools and
supplics to imprm'c nutrition tl.)r thc t:lInily. A markn shOlt!d bc m.llk a\'aibhk
tl.)r a surplus of Llrm produce such .11, \Tgn'lbks and eggs, .md granaries should
be built for the storage of grains. Thus, a person \\'ith cxplTtisc in agriculture
extension methods is a \'aluabk .lssct to thc health carc team.

Thc t:1mily hcalth scryicc progr'lm should ha\'c .1 componcnt dcsigncd to
improyc thc carning pO\\Tr of \\"()ll1cn. Onc \\'.l~' of .Khie\·ing this is to introducc
t:lInily pbnning so that the b'lhy .lrri\'es \\'hen thc t:lInily is best prcparcd. By
means of t:unily pbnning, a mother could .l\'oid bcing in thc last months of
pregnancy .It thc timc of ,1 busy h.1nTst, t()r o.lmpk. ,\lothns could also be
t.lllght tr,llks \\'hich ,lrc not .ltfcctcd b~' scasOl1.l1 dl.mges. If a \\"()man spaces her
childn:n, limits hcr bmil\' sizc, ,1Ild incrcascs thc LlIllil\' incomc, the health status. ,

of all the LlInily members is Iikdy to imprm'e.

Organizational Structure
.\1, mcntioncd prc\'iously, thc most dkcti\T organization of nUnpO\\Tr ap

pears to be a team of nonphysici.ms b'om many disciplines \\'ho could be trained
in yarious aspects of t:uTlily hCllth. The tcam kader should be an .lllxiliary "'ith
basic background in public he.llth, mid\\'ifery, nursing and Llmily planning. The
kader should "'ork "'ith .It kast thrce primary hc.llth ,,'orkers and a team expert
on elwironment.11 sanitation.

The \\"()rking base should be a health center "'ith .' maternity unit statlcd h~'

t\\"() mid"'i\Ts so that the\' can \\'ork in shitts. Altern.lti\'cl\·, the rok of mid"'i\Ts
, ,

could be tilkd b\' traditional birth .lttendants "'ho h.l\T undertaken a training
, L

coursc. This team should bc cxpccted to carry out pre\'cnti\T, proll1otiye and
curatiyc ,,'ork including t:1I11il~' planning, nutrition and imprm'cmcnt of cn
\'ironmental sanitation, It \\'ould bc idcal to ha\T .111 agriculturc cxtcnsion

L

\\"()rker as ,,'dl as .1 comll1unity dCYdopment .lssistanr as memhers of the tcam,
although thcse indi\'idluls might lx undn thc jLrisdiction of others outside the
family health sphere.

In the planning ,md impkmcntation oft:lInily hcalth sen'ices, it is important
to recognize st:\Tral probkm arcas wch as the bck of trained and experienced
planners in many Sub-Sahar'l countries. In addition, our expcrience has shO\\'n
that too much dependence on outside assistance tl.)r tin.lI1ce, personnd and
equipmcnt has nude it ditlicult tl.)r thc recipient countrics to sustain progr.lms
"'hen such ~;upport is cut otf.

Anothcr probkm has bccn the t:lilurc to 'llhpt programs to suit loell condi
tions. Bctc)("C a tamil~' health progr,lm is initiated, it is important tlut thc com
munity understands its purpose and be gi\Tn thc opportunity to participate
acti\Th' in it. for inst,lI1cc, thc (ommunity kadcrs (an idcntit\· \\'ho is to bc

, "

trained as primary health carc \\"()rkns. This approach \nmld cnabk thc commu-
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nity to teel that the program is part of their li\'es~ othel\\'ise it might be regarded
purely as research,

It is important to record ~lt the outset certain baseline inf()rn1ation on the
community, such as size of the population, birth~, morbidity and mortality data,
a\"Crage t:m1ily siLe and income, as ",ell as any other data that might be used tor
e\'aluation purposes. The people conducting the program should be familiar
with the community culture, beliefs and practices, frequent changing of staff is
not desirable. The physiciJn or other regiOlul super\'isor in chJrge of the area
should maintain a keen interest in the program by making \'isits, studying the
reports, Jnd nuking recommendations, as well as encouraging reciprocal rderral
of CJScs.

Conclusion
The ultimate objecti\"C of ~l family health program is to imprO\'C thc quality

of lite f(>r all family members, with particular attention to the health of the most
ndnerable-mothers and children, :\ strong famil~' planning component should
enable parents to ha\'e the desired number of offspring, while the SUI\'i\'al of
those children should be guaranteed by protecting them against pre\"Cntable
disc~lses, C;i\'cn the limited resources a\'ailable, a team of nonph~'sicians trained
in family health "'itr. the cooperation of \\"orkers in related disciplines should be
the most efl~cti\"C means of Jccomplishing these objecri\"Cs.

Notes

l. .\lARCIAl·X..\1. The he.llt 1
1 of the flmil~', 11(JI-/d Hcnltb, :\ugustSeptembcr 19-,"

., \\'ILLIA.\lS. CD. & JELLIFFE. D.B. ,\Imher .1Ild child he.llth: DdiYcring of ser
\'ice,>, ((htc)rd: Oxt()rd l"ni\'l'rsin' Press. 19-2),
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Constraints in Providing Adequate
Family Health Services

The Hon. ]. Robert Ellis

T he implication of the term ~lsed for Third World countries
"developing" countries-is that the governmental sel\'ices available
are inadequate for the needs of the people, One aspect of this-

inadequate health care-is the result of insufficient human, financial and mate
rial resources, Exacerbating this major constraint is the lack of skilled manage
ment systems which would make the most eftective use of the scarce resources
we do ha\T,

En'n if there were suftlcient numbers of doctors to resolve the maldistribu
tion problem that exists in almost e\'ery developing count~~ especially in rural
areas, the~' would still be incapable of carrying out their role unless they were
supported b~' specialists, nurses, technicians and pharmacists, and supplied with
facilities, gadgets and complex machine~' which are the tools of the modern
praCtitIoner.

The health problems of de\'Cloping countries do not lie in the unavailability
of intensi\'C care units, CAT scanners, dialysis machines or cardiac pacemakers.
for those who have already enjoyed the fruits of life, these tools are mal\'Clous.
But de\'Cloping countries need those tools which can ensure that infants will
sUl\'ive the dangerous first fi\'C years in which controllable elements take a
devastating toll of human life. It is to the four basic sel\'ices provided in Family
Health-care of mothers and children, control of communicable diseases, safe
drinking water, and sanita~' waste disposal-that the resources of developing
countries must and should be allocated, For if we t~· to emulate the sophis
ticated technologies ofdeveloped countries, we \\'ill only make limited 1 esources
even scarcer,

Issues
Let us look at the issues which frustrate our attempts to recruit physicians as

partners in the deli\'C~' of prima~' care sel\'ices,
Discussions at international tora, most notably at the Alma Ata Conference,

confirmed the need for prima~' health care delive~' systems throughout devel
oping countries, In this necessa~' ende;1vor, what role has the physician played?
HO\\' many of us can claim that there has been a movement of the medical and
dental associations ofour respecti\'e countries to participate in our government's
primary health programs? Was there a mass exodus of physicians from urban
centers to rural communities so that health care would be accessible to the rural
populations? Most physicians I know feel that practicing prima~' health care at
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nlral clinics is far below their level of training and expertise, and that their skills
can be better utilized at the secondary or tertiary level. These arguments are
valid and justifiable.

This being a fact, how many of us h~l\'C been successful in at least engaging
physiciJ.ns to take part in primary and f:1I11ily care training programs? As poor as
our l )untries are, we religiously s'~t aside funds to allow a few doctors to

undert J public health graduate training. But despite these generuus oficrings,
thc rcsponse to these programs from physicians is \'Cry disappointing and otten
thc funds go begging t<J[ a lack of candidates. If candidates are trained, they are
not givcn the support necessary to implement and support rural health
programs.

Othcr examples of gm'Crnmental failure to induce physicians' participation
include: voluntary physician service in tertiary institutions to reduce cost of
tcrtiary care~ use of generic and less costly drugs as opposed to brand names~

cost-bcnefit analysis in their delivery systems~ and im'ol\,ement in operational
and applied research programs to resoh'C health and epidemiological problems.

The ability to make a substantial impact upon the most prevalent diseases of
developing countries docs not necessaril~' require the skills and education of a
physician. This can be accomplished instead b~' training indi\'iduals in \'arious
arcas of health care deli\'cry within the del'dopilllf colmtl''Y itself. \Vhat then are the
constraints which have made it so difiicult t<)I" nations to implemcnt such
programs?

Constraints
One such constraint is the manag<.'ment of health care deli\'Cry systems. As

one looks at the infrastmctures of organization in de\'eloping countries, the
central levels of gm'Crnment-those levels at which the ministries are estab
lished-are still dominated by physician administrators. The art of management
lies in the ability to pro\'ide sen' ices and back-up support \\,here needed, eficc
tively and efiicientl\'. This is not within the ability of most, nor is this art lTer

" -
taught in medical school.

Consider these questions:

• With respect to the inadequate supply of physicians: Can you managc the
redistribution of those physicians you already ha\'C to prm'ide scn'ices to
mral, isolated areas? If not, what are the reasons? Lack of incenti\'Cs?
Inability to pay them? Insufiicient technic~ll support? Or would this drast
ically reduce the eficcti\'Cness of secondan' and tertian' health care sen'ices.. ~.

currently being provided?
• How many of you can provide every remote clinic of your country with

the drugs, cquipment and supplies necessary t<J[ at least adequate primary
health carc scn'ices?

• Are there training instructors available to ensure in-country training of
your paraprofessionals?
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• Can you operate emergency services within a half hour of your villages?
• Do ~'ou have the communication system, transportation network, and

logistics support necessary to reach the most isolated communities?

As you ponder the responses to these questions, you will undoubtedly
realize that the problems of developing countries ha\T a direct relationship to
the management of scarce resources~ it requires a well controlled and disciplined
svstcm to ensure their most cffective and efficicnt use. I contend that onc of the
major constraints dcveloping countries face is a serious lack of management
capability, Unless we bring about the infrastructural changes necessary to meet
the objecti\Ts I have mentioned, we lay waste a \'ast amount of resources which
we can ill afford to lose. It can be said of any developing country that the needs
of its health care deli\T~' s~'stem could easily bankmpt the national treasu~·.

That statement holds tme, however, only if we adhere to traditional concepts of
health care.

It should now be apparent that the health care needs of developing coun
tries cannot be solved by physicians alone. \Ve must modify our training pro
grams accordingly, and define new roles tor instructors and supef\'isors. Provid
ers of specialized care must ensure adequate supef\'ision, and peripheral workers
must be trained, managed and supported. \Vhile all levels of expertise in the
health care pyramid are necessar~~ we must put each one into its proper perspec
tive in order to improve the health of our people, especially the rural poor.
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The Influence of Values, Beliefs
& Economics on Family Health

The Hon. Dr. Ruhukana Rugunda

A s I till in t<J[ Dr. Pierre Sende, \\'ho could not make this important
conference, I want to say tirst that if he were here, the participants
would go home much wiser~ I would like to raise some issues which

may be contrm'Crsial here and there, but necessary in order to ha\'e as many
ideas as possible generated at this conference t<Jr our consideration.

~onph~'sicians in the African em,ironment are uniquel~' qualitied, if pro
perly trained, to promote family health, particlllarl~' since the African population
is so predominantly rural. In de.lling \\·ith t:1I11ily health in the rural area, there
are a number of problems that one is bound to bee. In man~' areas you will tind
that the man is regarded as n:ry important if he has many children, and some
times e\'Cn more so if he has many \\,i\'Cs. Such a prestigious man would likely
see it as an insult if someone from the cit\' came to his rural area and talked about
limiting family size. You need someone \\'ho understands \\,hat ha\'ing many
children means to that man, .lI1d \\'hat ha\'ing many wi\'Cs means to this man in
the village, The worker who understands that \'illage socioeconomic setting will
be able to gradually push through the message of bmily health, and for that
matter, family planning. I should say thar what I mean by family planning is not
putting a ceiling on population grO\\'th (ZPG as it is ktlO\\'n) but rather plan
ning so that the children that are born ha\'C a better life. There may be 2 or 4, or
more, if one has the resources, and the cap.Kity to look after them. This should
be left up to the parents so long as they are adequately educated on what the
implications .1re of ha\'ing many children.

Another cultural bctor is religion. Remember that the Bible says to be
fruitful and multiply. A family planning \\'orker must understand that some
people may belie\'e strongly in that precept. Of course anothcr \'Cry important
aspect in Africa is the importance some people pIaL': on ha\'ing sons. I ha\'c
known many instances \\'here mcn have married additional wi\'Cs simply because
their tlrst wi\'Cs did not produce enough sons. ~O\\' if you go and tcll the man,
wcll, don't you think that these ti\'e children (all females) are adequate, he would
just chase \,ou out of his house. He wants to make sure that he has somebody

, ,

who will carry his name, somebody who \\,illlook after him when he is aged. In
fact, children-and e\'Cn more so sons-are regarded as an insurance policy. So it
is only people who understand these intricaci~s who can adequately talk to the
people in the rural areas about family planning and the promotion of family
health.

There are many more beliefs like these, but one could not possibly co\'Cr
them bridly. For instance, my obstetrician colleagues know that some \'illage
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people belie\'e th'lt if a \\'oman bils to deli\'Cr her baby in the \'illage, she is either
a CO\\'ard or has been bewitched. Some may e\'Cn try to ph~'sically harm her. \\'e
need bmily health \\'orkers \\'ho C1!1 be patient \\'ith the \'illagers, and the
nonphysici.lI1s are definitely qualitied for this. The physician may be too bus~~

and may not han: enough time (except t<J[ the most de\'()ted ones) to be able to
quietly talk to the \'illagers and explain to them that, after all, cerYico-pel\'ic
disproportion docs not necessarily mean hewitchment. \\'e must remember,
hm\T\'er, thc danger of just conccntrating on the obstacles to health in the rural
.1reas, .1S if nothing good exists there. Bre.lstfecding is one of the beliefs of the
nlr.1l people that is .111 .1sset. I belieH' t11<lt if bre.1sttceding wcre not so common,
the inLlI1t mortality rate that our distinguished speakers ha\'C been talking about
\\'()Uld be perh'1ps more than tripled.

,\ly topic today .llso includes economic tJctors III using nonphysicians in the
proyision of LlInily health. There is great socioeconomic injustice in our midst,
and health \\'orkers h.1\T the responsibility to try to help change this. ~onphysi
ci.lI1s .lrc much morc cconomic.ll bcc.ll1sC thc\' arc much c<lsicr to tnin. You do
not need so n1.lny professors to open .1 school t<1r medical assist.lntS! Students do
not need to h.l\"\.: .1 b.lChelor's degree bef()re being trained as health workers.

~ ~

~onphysici.lI1s .1IT more economical beclUse their aspir<ltiol1S in general are
more modest than .1 doctor's. You do not normally see many non physician
he.llth \\'orkers in Ati·ic.l mm'ing to the l' .S.A.-\Try fe\\, indeed. This is a great
.llh·.lI1t.1ge beouse \'()ur il1\Tstment in tr.lining these personnel, and in the at
t.lChment of the rur.ll people to them, is not lost. So I think it is imper.lti\T to
shift our priorities to the training of nonph~'sicians because they arc the most
important group t()r the li.ly-to-d.1Y care of fJmily he.llth needs. The causes of
morbidity .lI1d mort.llity .lre simple, str.lightt<)r\\'ard things that can be easil~'

orcd t()r b~' these auxili'lry or non physician statf
I must mention political aspects of the usc of non physicians as \\TIL \\'hat

do gm'ernments .1I1d politici.lns do about health? Some talk about it, and that is
something-not enough, but it is something. Some politicians will usc health as
.1 means of getting \·otes. They \\'ill tight t<)r a hospital in their particular consti
tuency, not necessarily bec.lUse the hospital should be there, but because people
\\'ill giYe them \'otes t<)r it. To this type of politician, it is not need that is the
determining t:lCtor, but rather personal grandeur. Health \\'(xkers must come
out and articulate \\'hy LlInily health and primary health care on the broader
scope must be the number one priority tor human reasons. \\'e must come to
make people 1'C.llize both in theory and practice that health is not a priYilege, but
a h.ll1damental right-the right of e\Tryone to obtain good Jnd adequate health
CJre. Prima~' health care means utilizing the little \\T haye in the \\'ay of !'e
sources for the maximum benefit of our people.

I think the problem \\'ith bmily health programs in Africa and the Third
\\'orld is J disc.lse \\'hich I \\'()llid summ,lrize as sociocconomic backwardness.
\\'hat contributed to this syndrome? first, the pre-colonial transplantation of
human and economic resources ,Kross the continent to plant sugar cane, corn
and other crops. Secondly, the LlCt that during colonial times, instead ofharnes-
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sing the energies of our people, the colonial masters were busy plundering the
country. The third component of this syndrome are the neocolonial regimes,
where black people have come in and faithfi.llly followed the same system that
the colonial masters had put in force without any qualitative change in the living
conditions of our people. The syndrome of socioeconomic backv,!ardness
continues.

How should we treat this syndrome? My own therapy would be to give
education to the people, to let people have the knowledge. Give water supplies
to the people, improve environmental sanitation, improve agricultural output.
That is the health revolution I ask for, instead of spending more money on the
processes of curative treatment and the purchase of all sorts of grand equipment
and facilities. vVe must not let this conference be an end in itself, but rath~r a first
step in this health revolution.
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The Impact of Traditional Practices
on Famity Health Services

Ha1nid Rushwan

T raditional practices constitute one of the major influences on health
in many parts of the de\'eloping world, especially Africa. Having
de\'eloped from the beginning of man's search for ways to alleviate

sutfering, African traditional medicine is recognized as one of the important
cultural heritages of the continent.

Even today, traditional practitioners call on the natural and the supernatural
to cure disease. Herbs, barks and animal products are used to remedy certain
ailments, Our present task is to educate our people, particularly those who
practice traditional medicine, to discontinue those measures we know to be
detrimental to health, but we must also pay attention to and learn from the
positive aspects of traditional medicine. The success of the "witch doctors,'" tor
example, lies in their humane approach and their understanding of the psyche of
their patients.

\Ve can appreciate the magnitude of the influence of traditional medicines in
Africa when \\'( realize that an estimated 90% of the population of East Africa
relies on traditional healers as their tIrst line of ddense against illness. This
tlgure is probably accurate t<x many African communities today. Traditional
healers are well respected within their communities, and most of them are very
skilled and accessible to their people. They offer the advantages of community
self-reliance, low cost and independence from modern health institutions which
ha\"C largely biled to meet the needs of the poor or rural citizen.

Traditional healing practices are an important consideration in the area of
family h~alth, where we are dealing with the most \'ulnerable members of the
community-mothers and children-and their special health problems. It is
therdore imperative that meaningful studies be implemented to better under
stand the health problems related to traditional practices and their effect on
maternal and child health sen'ices in Africa. Because such practices are culture
bound and deeply enmeshed in the customs and beliefs of peop:e, they must be
examined within their local context and social perspective.

Traditional practices may be dassitled in three categories: benetlcial prac
tices, harmless practices, and harmful practices. Although it will not be possible
to mention all traditional practices affecting maternal and child health in this
paper, I shall present examples which, while mostly derived from the local
Sudanese community, arc often shared by other African countries.
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Nutrition
~utrition is one of the most important areas atli:cted by taboos and tradi

tiOlul pr~lctices. ,\1alnutrition is a \'cry common health problem in Africa, espe
ci~llly among preschool children. Although othcr factors such as infection and
diarrhea also contribute to malnutrition, ignorance, taboos and traditional feed
ing practices arc the nujor causes. Children may be depri\'ed of nutritious t()()d
when it is gi\"Cn to older members of the t:lIni!y or sold t()r income. In some
cases, superstitious beliefs pre\Tnt young children from eating fish, eggs and
other high-yalue t()Ods.

During pregnanc~~many women limit their t()od intake because of morning
sickness or beclllse they beliC'"C that obstructed labor \\'ill result from deliYering
an O\Trsized baby. Restriction of important tc)()d items such as eggs, meat and
milk is also practiced by some \\"(>Inen during the later months of pregnancy.

One of the Ixneficial traditional practices, on the other hand, inyol\"es
cating ra\\" li\"cr during thc last months of prcgnancy. This increascs thc iron
suppl~~ thcrcb~" prC'"cnting the anemia \\'hich is pre\"alent in pregnant \\'omen.

A beneficial practice that occurs after childbirth is exempli tied by the help
gi\'en to the nursing mother by relati\"Cs and neighbors, thus allo\\'ing her to
rest. She is also pro\'ided plenty of nutritious tc)od. Harmless practices include
the usc of \\'eaning amulets, as \\"ell as certain rituals regarding the position of
the bed and auspicious times of feeding. Among the harmful practices in some
communities is the prohibition against cle~lI1ing the house ~lI1d clothes t()r tC)rty
days after childbirth, thus ([eating a breeding ground tc)r infections.

Breastfeeding
\Ye arc pleased to ha\"C learned ti'om the yarious studies that African \\"()men

arc \"Cry much cOI1\"inced of the importancc of breastfeeding. 0:ot only docs this
contribute to the \\Tll-being of the baby and the mother, it also promotes child
spacing, Breastfeeding, then, plays a multifaceted role in promoting family
health.

Introducing tc){)d to int:lI1ts too late is a harmfd practice, as is sudden
\\"eaning, In <lddit-ion, a common misconception pre\"ails which suggests that
milk of the pregn~lnt \\"(mun is harmful to the child. Health education will be
extremely important in correcting these situations.

Cauterization, Cutting and Circumcision
One \Try common tradition~ll practice in Africa is cautery. This il1\'ohTS

application of a hot iron rod to Plan~" parts of the body to cure such ailments as
diarrhea, respirat~)ry infections, headaches and eye diseases. PartiCUlarly serious
is cutting of the unda in young children. These procedures il1\'oh'l' some danger
of bleeding, infection and, in cases of cutting of the unda, aspiration
pncumol1l~l.

!Iwoh"ing completc or partial !"Cmm'al of the external genitalia, female cir
cumcision is usually pertcmned on young girls at ages \'arying from birth to ten
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years. It is still practiced in m~lIlY pares of Africa, usually by ~1Il old \\'om~lIl or
traditional birth attendant \\'ithout anesthesia ~lIld under septic conditions. The
oper~,tion carries the risk of shock due to pain or hemorrhage, intixtion and
retention of urine. Later sequelae of female circumcision include hematocolpos,
dermoid cysts of the nIh'a, abscesses, infertility and peh'ic intlammatory disease.
Obstetric complications include ~)Crineal lacerations, delay in labor due to scar
ring and the necessity of performing ~lnterior episiotomy.

Traditional Practices of Child Spacing
The importance of child spacing has long been ~lppreciated in Ati·ica. Vari

ous traditional methods ha\'C been used in an effort to space pregnancies.
AbstinelKe is practiced in many communities, usuall~' immediately t()llo\\'

ing Lkli\'e~', ~1I1d the abstinence period may continue as long as n\'O ~'Cars.

Brcasttt:cding Ius ~llrc;ldy been mentioned as an important child spacing
method, The period of brc.lstfeeding is usually prolonged in Africa. Virginity is
highly \'alued in somc African communities, hence the strong taboos against
premarital intercourse, (This is probably 'In important tKtor contributing to the
large number of childhood marriages, \\'it:-: t:heir subsequent health risks.)

Anumbel' of tradi tioll al f11<:thods ofcontraception arc used in Africa. Coi tus
interruptus is pr~Kticed by some societies. Various roots. barks and herbs are
crushed, boiled. pounded and mixed. and thcn either s\\'al:-l\\'Cd, rubbed or
inserted \'aginally. In some communities cotton \\'001 soaked in \'inegar is in
serted \'agilulh' bct(xe intercourse.

'- ,

These tr~lditional methods of birth control nu\' introduce inf:ction or e\'Cn
lead to sterility. further studies must be implemented to C\'aluate their etticacy
and ascertain side-effects. If am' of the methods should be t()lInd to be ettccti\'C
and safe, they may be useful in rural ,1reas \\'here modern contracepti\"es an: not
\"t~t a\'aiIable.

Discussion
Traditional practices exert an important intluence on Ati'ican health sef\"Kes,

especially in Lhe area of maternal and child health, Such practices should be
studied carefully \\'ithin their local context, \\,ith the aim of encouraging those
f()lInd to be u:.eful and tormulating policies aimed at abolishing those detrimen
tal to health. Herbs and other traditional medicines should also be subject to

scientific e\"aluation, \\'ith subsequent upgrading and promotion of the useful
ones. In this \\'a~~ chcap local medicines could be made a\"ailJ~~~\. '"0 the nujority
of the population. furthermore, the importance of health eLldL.ltion in de,lling
\\'ith harmful ,1(H,i superstitious practices should be emphasized in the health
program of ~lll de\"Cloping countries.

Since traditional healers and traditional birth attendants arc the prO\'iders to
the population in the rural •.lreas, their cooperation must he enlisted in devising
\\"ays to eliminate harmful traditional practices. \Ve must gain their contidence,
promote educational meetings at their local settings, and help them to imprm'C
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their standards of carc. In this \\'ay they can be agents of change in African
traditional societ~~ and instrumental in helping to solve health problems in those
areas \\'here modem medical technology is out of place.
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Categories of Nonphysicians Needed
for Family Health Services

D. A. Ampofo

The kinds of Llmily health tasks nonphysicians should be permitted to
perform and the .1rnount of responsibility the~' should be permitted
to assume Ius b.Tn the subject of much discussion and debate. There

are ob\'ious adyantages tor using this category of personnel to promote family
health. ~onphysicians free physicians from routine tasks and enable them to
spend their time on tasks which require a high degree of knowledge and skill.
:\'onph~'sicians may perform a designated task as well as or better than nons
pecialized physici"1ii:} because training is specific, is usually closely superyised,
and im'oh-cs repetition aLl single task in the den:lopment of expertise. In terms
of coyerage of t:1I11il~' health sen'ices, nonph~'sicians prO\'ide health manpower in
areas where physicians are scarce and family health sen'ices are otherwise
unavailable.

~onphysicians needed tor family health sen'ices can be divided into three
broad categories: paramedicals, auxiliaries and traditional workers, The term
"'paramedical" refers to professional nurses and professional midwives, The term
"auxiliary" refers to a variety of health workers \\,ho help physicians and
paramedical professionals perform their duties. The names given to this category
are wide-ranging and include auxiliary nurse/midwife, aide, assistant and
barefoot doctor (Chinese model). The common characteristic is that they re
cei\'e some dcgree of hcalth-relatcd training, although it is not as extcnsivc as
that rccci\'cd b~' professional nurses and midwivcs. Thc last catcgory, thc tradi
tional workers, includcs traditional birth attendants (TBAs), herbalists and
other indigcnous medical practitioncrs who have reccived little or no formal
health training.

Selecting the Health Team
When the need to expand family health sen'ices is recognized in any coun

try, objectives and goals must be clearly stated. Pilot projects can provide a
yardstick to measure the success of such an undertaking on a small scale before a
national program is implemented.

In order to match appropriate individuals with specific jobs, it is first neces
sary to identi~' the tasks they are expected to perform as well as to ascertain that
they have the capability to undertake training and to perform efficiently in the
field.
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F0r community-sponsored projects, the community must have a hand in the
selection of the candidates. The means of remuneration tor the worker atter
training must be agreed upon by both the candidate and the sponsoring body,
'A'ithout these two conditions, community-sponsored nonphysician training
programs for family health services are not likely to succeed as the trained
personnel may become frustrated, withdraw from the program, or mO\'e away.

In most countries, the acti\'ities ofclinic-bascd family hcalth sen'iccs includc
prcnatal carc, delivcry of babies, postnatal carc and infant carc (fecding, child
care, immunization). The primary health team at the clinic can be strengthened
by including a social worker, nutritionist, sanitarian and agriculturalist. Because
the catchment area of the clinic or the facility is necessarily limited, in order to. .
provide a \'ariery of family health services to a majority of the :-,opulation, the
utilization of nonphysicians becomes imperati\'C.

The Ghana Experience
In Ghana, experience with ditlerent kinds of nonph~'siciansin the provision

of health sen'ices has a long histo~~ dating back to the 19305. The first example is
the Medical Field Unit which is a polyvalent agency of the Minist~, of Health,
Cadres of nonphysicians are trained in specific medical procedures including
injections, lumbar punctures and gland biopsies. The Unit is adapted to control
epideIi,ics such as yaws, cerebrospinal meningitis and t~'panosomiasis. Latel~~

immunization and antimalarial measures ha\'e been added to their
rLsponsibilities,

The other area in which nonph~'sicians ha\'e been used traditionally is anes
thesia. ~urses with the requisite experience are gi\'Cn SLX months training to
qualify tor the position of ~urse Anesthetist. Th':se workers torm the backbone
of the anesthetic sen'ices in Ghana, and are found in regional and district hospit
als and health centers.

The Health Center Superintendent program uses nonphysicians to staff the
health centers and posts, ~urseswith the necessa~' experience are given a nine
month course of training at the main training center "at Kintampo, There they
are taught the essen~ials of diagnosis and treatment of common diseases, the
types of cases to be referred and methods of referral, and normal preventive and
promoti\'e health measures, It is this cadre of workers which supen'ises the
majority of health centers in Ghana.

In the family health area there are several categories of workers for maternal
and child health and family planning. Ghana has 3,000 trained midwives, 1,000

of whom are nurse-midwives. It is from these ranks of nurse-midwives that the
Public Health ~urses and the Family Planning ~urses are recruited. Public
Health Nurses are usually nurse-midwi\'es who get another year's training in
public health. There are more than ISO of them in the country, and they form the
leadership of MCH work, Their auxiliaries are the Community Health Nurses,
whose training includes some obstetrics and child health but little clinical experi
ence. There are 500 Community Health Nurses in service at present.
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\Vhen the Ghana ~.~!"ional Family Planning Program was established in
19~O, additional Gltegories of \\'orkers had to be trained to earn' out tamilv

"- . .
planning \\·ork. These included Family Planning :\'urses, Nurse-l\1idwives and
Field \Vorkers.

The training of Elmily Planning ~urses entails;., 0 tweh'e weeks of theory
and practice of t:unil~' planning, including histo~~ methods, and clinic adminis
tration, as well as didactic teaching and practice in IUD insertion. These work
ers arc expected to be the spearhead of the family planning sen'ices. To date 58
Family Planning :'\urscs ha\'e been trained.

Their auxilii.lries arc ~ursc-~1id\\'i\Ts with less experience and a shorter
course of training. The~' arc il1\'oh'ed in moti\'ational acti\'itics, usually con
ducted in the health facilities. T\\'() hundred f()rt\'-six ~urse-~1i(hvi\'es ha\'e been
trained, and are assisted b~' Field \\'orkers who must have ten ~'ears of general
education, as wcll as funily planning training. These arc the first-line family
phuming contacts in the communi~'.

The potential \·allH.~ of using traditional birth attenl~;I1ts (TBAs) in family
planning sen'ices has long been recognizcd in Ghana, and sporadic training
programs ha\'e been conducted over the \'Ci.lrs. In the Danfa Project in 19....2, 268

TBAs were identified in the project are'l Thc program was designed so as not to
interfere \\'ith the initiativc and self-confidence of the TBAs, but rather to
upgrade their practic'-.: through training in more h~'gienic methods as well as
early recognition of complications and the need for referral to a higher facili~',

This undertaking prO\'Cd fruitfuL not only because TBAs \\'cre trair:cd in
imprm'Cd methods of prelutal, maternal and c~ild care, but also because it
pro\'ided the opportuni~' to study traditionai r'!-.1\\'ifc~' and ~'ielded important
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data on this subject. It was 1e'1rtled that +8% of the 268 TBAs were male, and
52% tCnule. There \\"<lS one TBA per 13- people in the community. The mean age
was 62.~ years .1I1d the a\'Crage number of years in practice was 22.+, with an
a\'Crage of 6.9 deli\'eries per year~ 9+% \\'Cre nonliterate. The study ((mduded
that TBAs represent .1 \'aluable resource in family health service deli\'C~', and a
training manual tor TBAs was prepared t(>r general use.

Ghana has embarked on .1 natiOlul Prima~' Health Care strategy t()r the
training and utilization of nonphysicians. The Primary Health Care Program
was designed to extend health sen'ices to 80% of all Ghanaians and to prevent
and treat the dise.lses tlut contribute to most of the unnecessarv sickness and
disability aft1icting those under 19 ~'Cars of age.

Because health sen'ices are but one t:Ket of the total social and economic
development and necessitate the complete inH)h'Cment of people at the commu
nity Ie\'e\, the tl.)llm\'ing bmily and community \\'orkers are proposed:

o TBAs \\'ho will be trained to Llpgr.1de their sen'ices and will be responsible
t<)r most aspects of pregnancy nunagement.

• Household family Health \\'orkers \\'ho \\'ill be responsible t()r personal
health imprm'Cment procedures \\'ith emphasis on infant and child de\'Cl
0pment .1I1d environmental hygiene.

• LOC,ll el1\'ironmental and de\'Clopment workers \\·ho \\'ill be responsible
tl.)r community mobilization and social de\'elopment projects.

These persons will be the ti'ont-Iine health \\'()rkers at the grassroots level.
Selection of personnel \\'ill take place \\'ithin the community, and compensation
will he made through the appropriate \'illage deH.'lopment committee.

Conclusion
The success of a t:1I11ily health program using nonph~'siciansdepends upon

identi~'ing the specific needs of the commllllity, as \\'Cll as creating and training
categories of \\'()rkers to pertl.)rm the designated tasks. Communi~' involvement
in selection and remuneration of workers is important, and efforts should be
made to ensure that those chosen ha\'C the capabili~' to complete the training
and pertorm dfecti\'Cly in the field. hnall~~ attention should be paid to the role
that traditional \\'orkers ha\'C played in the health of the population and to \\'ays
of expanding this role \\'hile upgrading standards of care.
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Activities of Nonphysicians
in Family Health Services

Grace Ebun Delano

H calth carc scn'iccs must be dcsigncd to mcct thc nccds of thc
pcople in thc conm1unity. To do this cffectively, limitcd manpowcr
and financial rcsourccs must be mlLximallv utilized. One wa\' of. .

accomplishing this is in the delegation of responsibilities traditionally performed
by protessionals to nonphysicians.

In Nigeria, tor example, where in 1976 the population was over 76 million,
there is one doctor tor e\'ery 15,720 people, one nursc for cvcry 4,000 pcople,
and one midwife per 3,820. In the rural areas, the situation is even worse, with
one doctor sen'ing 30,000 people. The federal Government of Nigeria has
decided to implement a variety of health programs to combat the acute shortage
of medical and nursing personnel and to rcduce the major causcs of mortality
and morbidity in our country. Mothcrs and children make up between two
thirds and threc-tourths of thc population of some African countrics. Of 100

African childrcn born alive, 30 to 40 do not reach thc age of 5. Those who do
reach this age probably suffer from onc of sevcral major diseases such as malaria,
dysentel!~ measles ard pneumonia. \Vhat, then, are the roles of nonphysicians in
helping to safegl (rd the li\'Cs of the most \'ulnerablc members of our
communities?

Prenata ~ Care
Pregnancy is the most suitablc timc tor thc cducation and supen'ision of

mothcrs by nonphysicians. Since vCl!' fcw facilities are available to providc tor
the special nccds of low birthwcight infants, it is particularly important that
adequate antcnatal care be given early, and prcventivc and curative mcasures be
used to guard against anemia, malaria, tetanus, pre-eclamptic toxemia, eclamp
sia, prematurity and other complications of pregnancy.

Determining critcria for selecting out portions of a population that are most
in danger of a particular health risk is an excellent way to improvc thc eHiciency
of health scn'ice delive l!', Pregnant women are at high risk of mortality or
morbidity if the\':. ,

• Are short in stature,
• Are younger than 16 years or older than 35 years of age,
• Have had four or more pregnancics.
• Ha\'e had previous surgical intervention.
• Have a scrious disordcr, whether related or unrelated to the pregnancy,

such as anemia, renal disease, or hemorrhage.
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Furthermore, it is the responsibility of the nonphysician to decide the place and
mode of deliver,'. The lives of nUl1\' mothers and children luve been saved bv the.. .
vigilance of experienced nonphysicians.

Postnatal Care
The postnatal period requires careful attention to the detection and man

agement of complications of deli\'ery and is also an excellent time to watch t<x
the beginning of infant malnutrition. The nonph~'siciancan usc the opportunity
of postnatal care to discourage prematun: weaning, and to promote and super
vise brcasttceding.

Protein-caloric malnutrition aftects mental and physical development, while
worms and diarrhea, together with malnutrition, may cause kwashiorkor in
children. Nonphysicians should ah\'ays be alert to pre\'ent or detect the gradual
onset of this deficiency by teaching and supervising the mother in ways to

improve the nutritional status of herself and her children. Breastfeeding of all
infants, at least to the age of 6-9 months, should be stressed. Breast milk is not
only inexpensi\'e, sanitary and uniform in quality, but has important health
benefits. In addition, breastteeding has a psychological benefit t(Jr mother and
child. Nutritional supervision is also important during the \\'Caning period.

Diarrhea is a killer disease that claims the li\'Cs of about 12% of African
children. Nonphysicians can play an important role in controlling this disease by
encouraging longer breastteeding to pre\'ent dehydration and traillmg mothers
in simple oral rehydration techniques. DarrO\\'s solution, for example, is made
from clean water, salt and sugar~ Oralyte and Pedial~'te are a\'ailable in many
markets. Mothers can also learn to detect early signs of complications from
diarrheal disease so that necessary medical help can be sought. Other common
diseases in the postnatal period include malaria, measks, whooping cough,
tetanus and tuberculosis. The nonphysician needs basic mt()rmation on manage
ment and referral tor these cases. Also at the time of the postnatal visit, the
health worker can provide the mother with modern child spacing techniques.

Care of Preschool and School Age Children
Another aspect of family health care im'oh-es the supervision, diagnosis and

management of high-risk children of preschool and school age. The following
services ha\'e been de\'Cloped tor this purpose and can be implemented by
nonphysicians:

• Diagnosing and managing common conditions, such as nutrition prob
lems, bronchopneumonia, measles, gastroenteritis, diarrhea, tever and
cough.

• Supervising child growth and development.
• Testing tor learning disabilities so that appropriate referrals can be made.
• Identi~'ing and referring dental problems.
• Identi~'ing and managing adolescel it problems.
• Responding to school emergencies which call tor prompt attention.
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Health Education
Nonphysicians have worked tor years in promoting health care selTices by

disseminating intormation, particularly in areas rdating to maternal and child
health. The prinury aims of health education arc:

• To imF:o\T the nutritional status of pregnant women.
• To ensure successful breastteeding of all infants.
• To dr,l\\' communin' attention to the importance of em'ironmental

samtanon.
• To encourage general immunization.
• To draw attention to the problems of high tertility with emphasis on the

health of mother and child and to instruct in methods of child spacing.

Other Activities
Additional family health activities performed by nonphysicians include:

• Diagnosing and managing emergencies in adults and referring com
plicated cases as necessary.

• Detecting and managing infertility.
• Planning, managing and supervising trammg programs tor extension

workers (nurses' aidcs, assistant nurses, traditional birth attendants and
voluntary hcalth workcrs).

• Supcrvising stafr data collection and recordkeeping.
• Coordinating health service~ in the community sector.
• Learning about the community and encouraging community participa

tion in promotion of hcalth care services.
• Instructing and supcrvising 1css experienced medical personnel in the de

li\TIT of health care sen'iccs.

The Ibadan Experience
I am a nonphysician who has becn supen'ising a maternity-based family

planning clinic for ten years at thc Fertility Research Unit, Univcrsity College
HospitaL Ibadan, l':igeria, At the onset of the program, a mcdical doctor and
two nurses were employed to supen'ise the project~ subscquentl~~ the physician's
post was assumed by two nurse-midwi\'es. The staff of the unit includes: 18
nurse-midwi\'cs, 2 social workers and 4 clinic attendants. The scn'ices offered
arc:

• Family pianning sen'iccs in the rural and urban areas involving physical
examination, prescription and distribution of all types of contraceptives,
and menstrual regulation for diagnostic and therapeutic purposes.

• Family planning training tor physicians and nonphysicians.
• Research in fertility control.
• Cytology sen'ices,
• Health education,
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• Establishment of clinics in urban and rural areas.
• Inservice training for staff.
• Instruction of student nurses, student midwi\Ts, medical students and

postgraduate students.

The unit has been highly successful. Visiting physicians and nonphysicians
from around the world have not only comm~nded the program and staff~ but
have initiated similar projects in their respective institutions.

Projected activities. To extend health co\'Crage and education to rural
areas and to foster community participation in health care delivery, a training
program tor extension health workers has been de\·eloped. They will be serving
a population almost entirely without access to modern health care. and will
therefore have to work with the traditional birth attendants and healers. In order
to encourage and help the extension health workers to improve, modernize and
continue with the services they are providing, a new project tor "'low-cost com
munity-based MCH/FP services" has been developed and implemented.

The project is being conducted by the staff of the Department of Obstetrics
and Gynecology, University College Hospital, Ibadan. It is funded by the U.S.
Agency for International Development through the Center for Population and
Family Health at Columbia University in New ·York. The long-range goal of the
project is to develop a model for the delivery of low-cost community-based
iVICH/FP services that could be replicated at the state or national level.

The specific project objectives include:

• Establishing the effectiveness of the existing network of trained midwives
in supervising the community \·olunteers.

• Comparing the effectiveness of community agents operating under differ
ent levels of supervision.

• Comparing the acceptance of services when the cost to the consumer is
vanea.

The Akinyele Local GO\'ernment, Oyo State of Nigeria, has been selected
for this project because it is a Uvirgin" territory where no similar studies have
been performed. The population is roughly estimated to be between 30,000 and
33,000, distributed among eight villages and about 700 hamlets. A health center
supervised by a nurse-midwife is located at each village. Twelve midwives from
each health center will receive two weeks' training at the University College
Hospital on the proper use of supplies and techniques of recruitl11ent, teaching
and supervision. Each midwife in turn will be responsible for the training and
supervision of 10-15 traditional birth attendants or Volunteer Health Workers in
maternal and child health and family planning.

The training will include recognition and treatment of diarrheal diseases,
parasit(s and malaria; the importance of family planning, pre- and postnatal care
and breastfeeding; procedures for referral; and basic home economics. Re
fresher courses will also be given periodically. Compensation in the form of
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inccntivc paymcnt will bc givcn and a bonus payment will bc made periodically
to workcrs whose performance is particularly good.

Thc Government of Nigcria is very much interested in the pilot project. If
successful, this model may be incorporated into our National Basic Health
Seryicc Program. The cnthusiasm and moral support shown by the MiEistry of
L~cal Government, the community and its leaders have ensured us of ma...:imum
coopcration and succcss.
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Using Nonphysicians for
Family Health iII Kenya

Mar;garet N. Thuo

T he health of the family, and therefore of the community at large,
cannot bc cntirely maintaincd by hcalth pcrsonncl. Family hcalth in
dcveloping countries relics hca\'ily on the input of individual mem-

bers of thc communi~~ coordinated with its social scrvices groups, in an effort to
make the best possible use of available resources. This approach to communi~'

health depends on the involvement of groups of workers who are not physi
cians. Such groups can playa role in general education of families and com
munities; food production, distribution and marketing; communication; hous
ing; population studies; traditional health care; and health insurance plans.

Some of the countries reprcsented at this conference use this approach to
some extent, but in the majority of the countries, the links betwecn the health
profession and the community are tenuous at best. It is necessary therefore that
we in Sub-Sahara Africa take steps to ensure effective cooperation and collabora
tion among the \'arious workers and organizations involved in the dcvelopment,
planning and delivery of health care to families.

Family Life naming Program
The Family Life Training Program is one of the major programs in Kenya

that uses the nonphysician in the improvement of family health. As the head of
this program, I wish to share with you my experience.

Kenya has about 16 million inhabitants of which some 2.7 million are under
the age of 5. According to a recent sur\'e~~ approximately 1% of the preschool
population, or 27,000 children, suffer frG:n severe malnutrition, mainly maras
mus. With or without treatment a large percentage of these children will die, and
others will remain physically and mentally stunted. These are the children to
whom the Family Life Training Program addresses itself. The program also tries
to supplement the work that other agencies are doing to train mothers in basic
ways of upgrading family life and health.

The Family Life Training Program is a multidisciplinary approach to solving
problems related to family life. Its specific objectives are:

• To improve the welfare of individual families by training the mother and
father in key areas of family living and family planning.

• To prevent malnutrition and poor health among children by r..:aching their
parents preventive health measures aJl0 child care.

• To teach parents to treat their malnourished children using a high-protein
energy diet based on available local foods.
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• To t()ster ideas ,1I1d methods b.lsed upon simple \'ilbge technolog~~ espe
cially (but not only) t()r t()()d preservation, storagelnd preparation.

• To educate bmilies and community leaders on th.: importance and
methods of child spacing.

• To introduce ~'oung people to education t()r t:lI11il~' li\'ing.
• To monitor the dTCcti\'Cness of the famil~' Lit<: Training Program bv

careful data collection and im'estigation, and to increase its impact.

Life at a 'fraining Center
The Famil~' Lite Training Program uses community centers that sen'C as an

educational institution \\'ith a home em'ironment. During the free, three-\\'eek
program, each mother li\'Cs in her o\\'n cottage, a model of imprm'Cd local
housing. She is responsible t()r cleaning her cottage and making sure that the
surrounding compound is neat and tid~'. She \\'ashes her o\\'n .1I1d her children's
clothes and, under staff supen'ision, prepares nutritious, \\'ell-balanced meals tor
h~r family. She docs some gardening in the center's JIHtmba and is responsible t(Jr
teeding chickens .1I1d rabbits. She attends courses at the center \\'ith the other
mothers and participates in various acti\'ities. Instruction, demonstration and
practice arc provided in the tollo\\'ing areas:

Nutrition. InstnIction on ho\\' to prep,lre nutritious and \\'Cll-balanced
meals is gi\'Cn. ",,'lothers learn to identi~' and use t()()d.s from the three basic
categories: body-building, protecti\'C and energy-gi\'ing. The instructor discus
ses \\'ith mothers \'arious traditional beliefs and taboos \\'hich pre\'Cnt them from
giving certain nutritious t(xKis to their children, and encourages them to try
these foods. Proper tood preparation methods (including preparation of \\'ean
ing foods) arc demonstrated using locall, produced food. The Gm'Crnment of
Kenya has encouraged the training of nonphysicians to prm'ide nutrition educa
tion, not only at our family Lit<: Traini:-.g Program, but also in outreach and
mass media programs.

Health education. .vlothers receive instnIction in general t:ln1ih' care,
L •

child dC\'Clopment and pre\'enti\'C health methods, and learn that certain dis-
eases can be pre\'Cnted through immunization. They learn about basic personal
as well as environmental h~'giene, and about sanitation methods \\'hich help
protect their families from disease. They are sho\\'n ho\\' to bathe their young
children and learn the importance of keeping utensils clean. It is also pointed out
that a clean water supply can prevent \\'ater-carrying diseases such as bilharziasis
and hook\\'orm.

Family planning. A<.h·ice is gi\'Cn on bmily planning, and mothers are
made aware of the relationship between family size and other aspects of family
welfare and improved li\'ing. They are urged to space their children so that each
child can recei\'C the proper care and attention. Nonphysician \\'orkers trained as
family planning educators ha\'C contributed greatly to the success of the Family
Lit<: Training Program.
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Crop production and animal husbandr)r. Agriculture extension
\H)rkers han~ helped us to upgrade the quality of foods grown at the Training
Center and in the mothers' gardens and to improye method~ of animal husban
dry which can be replicated by nlral mothers, such as raising rabbits and cross
bred chickens. ~lothers arc introduced to new methods of crop production to
increase the f()(xi a\'ailable fIX consumption and pro\'ide surplus crops to gener
ate extra income. Such f()(xis include beans, groundnuts and local greens. Food
preseryation methods arc demonstrated so that any surplus is not wasted.

Home economics. ~lothers arc introduced to methods that increase the
producti\'ity of home chores. Family budgeting is also discussed, focusing on
\\'a~'s of using meager funds to prm'ide a balanced diet and improye home life.
Demonstration in the optimal usc of a\'ailahle land help" mothers make better
usc of existing resources.

Community development. Through counseling at the Center, social
\\'orkers ha\'C helped families cope with problems such as parental separation,
neglected children and alcoholism. Community deyelopmenr otlicers have en
couraged women to join \\'omen's groups inyoh'Cd in income-generating pro
jects, and men ha\'C been encouraged to join adult classes and cooperatiye
mo\,ements.

Admission to the center. .Mothers arc referred to the center bv social
workers, nutritionists, home economists, famil~' planning educators or other
health care and social service personnel who have discO\'Cfed a malnourished
child Of who ha\'C obsef\'Cd generally poor family lite conditions. Sometimf':;
mothers come on their o\\'n initiati\'C, bringing a sick child.

On arri\',:l1 at the center, a child is weighed and gi\'Cn a physical examination,
after \\'hich a course of immunizations is begun. Those fcmnd to be suffering
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from diseases other than malnutrition arc transferred to a hospital or clinic tor
treatment. \Vhen a woman has a large family and is poor, her young children arc
allowed to stay with her at the center.

Follow-up and referral. Follow-up plays a vital role in the success of
the progr~un. It is extremely important that the mother who returns to her home
uses the knowledge learned at the center to impro\'C the health and economic
well-being of her family.

The assistant superyisor and othc:" extension workers carry out home visits
to check on the general imprm'Cment uf home conditions and family welfare. If
the mother is haying ditliculn', the extension worker eithcr givcs her the neces-

~, -
sary advice or contacts rcleyant agencies tor appropriate assistance.

Achievements and Obstacles
There is generall~' a high incidence of malnutrition within communities

depending on cash crops t(J{" their liyelihood. Laborers on the coffee and tea
estates recei\'C low wages~ sugar cane and rice farmers, on the other hand,
receive an adequate income but ha\'e problems with money management. The
sugar cane and rice farms arc also areas of disintegrated family units and exten
si\'e alcoholism. Our program had considerable success in helping to rehabilitate
such communities.

The results from the tollow-up acti\'ities ha\'C been excellent. \Ve han:
treated 10,865 children who would have died or suffered mental impairment.
From 19-6 to 19-9 we trained 5,2+8 mothcrs. Thcsc \\'omen are ottcn instrumcn
tal in dctccting signs of malnutrition, scnding parents of the malnourished to
our Family Lite Training Ccntcrs, training othcr mothers, and lecturing in
chicfs' bal'azas, \Vc ha\'c scen markcd improvcmcnt in the overall hcalth of these
familics and in most cases in the communitics surrounding trained fanlilies.

The main obstacle to the effccti\'Cness of this program has been transporta
tion. UNICEF has come to our aid, and man\' ccnters now ha\'e \'ehiclcs. The
Danish and British Go\'ernments have also promised us \'ehidcs tor those cen
ters which they arc helping to establish.

The program has depended hea\'ily on trained personnel from Ministrics
such as Agriculture and Health. Staffing has not always becn adequate, ho\\'e\'er,
to mect the total demand. vVe a1 ~ no\\' planning in-sen'ice training programs to
provide manpower for new centers.

I ha\'e attempted to describe ho\\' the activities of nonphysicians in \'arious
phases of the Family Lite Training Progran~ havc contributed to the success of
this venture. vVc are still learning, and wc will continuc to build a better and
healthier nation through thoughtfully designed programs, hard work and
education.
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The Role of Nonphysicians in Improving
Family Health in Mississippi

Maxine Hayes

I
I~ the course of this pape~ I will attempt t? answer briefly three. qu~s
tions: \\'hat are some of the most pressmg health problems 111 we

,United States of America? What sen'ices are needed to meet these
problems? What stnlCtures, both organizational and manpower-related, have
been selected to solve these problems, and why?

In addressing these questions, I will tocus on the problems of my home
state, Mississippi, It may be hard to imagine that a great nation like the United
States with all of its "Jst resources and advances in medicine and technology
would ha\'C some areas where the magnitude of health problems approaches that
of de\'Cloping countries, but it is true. The rural South, some areas of Ap
palachia and some inner city slums are examples. As a pediatrician with training
in pubiic health, the most pressing health problem that I see is the inability to
assure high quality of life to every child born in my country. This means health
maintenance tor the mother prior to conception and during pregnanc~~ and tor
the infant after birth.

Infants born in Mississippi are more likely to die before they reach one year
of age than infants born in any other state in the Union, Mississippi has shown a
steady decrease in infant mortality in recent years, but the most recent statistics
a\'ailable (19'"71-19'"75 averages) indicate that only nine Mississippi counties have
infant death rates at or below the national average.

Of approximately +3,000 babies born in ~1ississippi this year (1980), 48%
will be born to families who:;e income falls below the U.S. standard of poverty
.Not surprisingl~~ other conditions which affect health are also inadequate
housing, education, nutrition, prenatal care and family planning, to name a few.

Another distressing problem is that almost 30% of the total births-nearly
13,000 babies-will be born to teenage mothers, more than 400 to mcthers
under IS years of age. Teenage mothers seek medical care late, are twice as likely
to have premature babies, and are prone to hemorrhage, miscarriage and
toxemIa.

Infant mortality rates tell us how many infants do not live through the first
year of life, but no one knows how many of the infants who sUf\'i\,e in Missis
sippi suffer from long-term effects of malnutrition or damage during the pre
natal or birth process. The good news is that there h<1,S been a dramatic decline
nearly 50%-in the infant mortality rate in Mississippi between 1965 and 1975.
There was a 38% decline in neonatal mortality and a 58% decline in post-neonatal
mortality. The bad ne\\'s is that Blacks in Mississippi continue to contribute
excessively to all three of these statistics (Figure I). Figure 2 illustrates the
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Figure 1.

Infant Mortality Rate, Mississippi, 1960-75, by Race.

White
Nonwhite
Total

1960 196~ 1970 1975
26.2 25.4 19..3 15.8
54.4 55.1 39.7 29.8
41.5 41.5 29.1 22.5

% decline '65-'75
37%
46%
46%

White
Nonwhite
Total

Rates are f01' deaths ill illfallts ullde,. 1 yea,. ~r aJ1e per 1,000 lil'e bil1hs.
Source: Jlississippi State Board ~rHealth.

dra..rnatic decline in the maternal death rate from 19-0 to 19-5. But the situation is
improving: tor Blacks in 19-0, there were 125 maternal deaths per 100,000 live
births; in 19....5 there were only 28 per 100,000.

The one factor that contributed to O\'Crall imprO\'Cment of the health status
of the mothers and babies in our state was the rcalization that with large health
p1'Oble»lS and limited resources, JI't' would !Jape to transcend the traditional concepts of
medicine which focus on discasc, doctors and htITh-poJl'tTed spt'Cialists and cxpand our
ll'jell'S to focus in 011 welbless, health maintC1lancc and prcl'cntioll ofdiscase states. This
concept of health care deli\'ery is stnICtured J.round multidisciplinary teams, with
the nonphysician, many times, making the greatest impact.

In 1968, Holmcs Coun~~ ~lississippi (population 23,000, 68% Black, -5%

rural, median Black family incomc below U.S. pO\'Cr~' standards) had the high
est infant mortali~' rate in the nation. To deal \\'ith this problem, a s~'stem of
health care-not just medical care-\\'as initiated in an efrort to ensurc the full
measure of maternal and infant care tor all citizens.

Nonphysician pro\'iders-public health nurses, nurse-midwi\'cs, obstctrical
technicians, health aides and family planning counselors-were intcgrated into
the health care system. Through home \'isits and case findings, e\'Cry pregnant
woman in the communi~' was identified and brought to the health department
tor prenatal care. Preparations \\'Cre made for eyery pregnancy to be medically
attended. Although an ~1.D. \\'as not present at e\'Cry deliYe~~ e\'C~' mother \\'as
seen by a physician at least once. Expectant m0!:hl~rs \\.'Cre gi\'Cn medical care and
supplcmenta~' toad, as \\'Cll as instruction in basic physiology, hygiene and
nutrition.

The nursc-mid\\'i\'Cs assumcd responsibili~' tor c\'Cry normal, low-risk preg
nancy, and for screening and referral of high-risk pregnancies to one of the

Figure 2.

Maternal Mortality Rate, Mississippi, 19'10-75, by Race.

1970 1971 1972 1973 1974 1975 % decline 70-75-- -- -- --
20.0 19.8 21.0 17.3 17.4 n.a. 13%

125.0 68.4 85.7 37.2 38,1 28.9 77%
70.1 43.2 52.3 26.9 27.2 13.8 80%

Mater;uzl death rates arc per 100,000 Iirc bilTbs.
Source: J[ississippi State Board of Health, Statistical Sm'ias L'llit

Nonphysuians il1 1\1.ississippi 67



Figure 3.

Medically Unattended Births, Mississippi & U.S., 1960-75.
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county's seven physicians. Figure 3 shows the plunge in medically unattended
births between 1960 and 1975 with the integration of the certified nurse-midwife
into the health deliven' system. The involvement of the nurse-midwife in the
pregnancy was constant and continuous: she not only stayed with the mother
through labor and delivery but visited the newborn infant in the home the first
week of life, and again at ages six weeks, six months and one year. During this
time, the mother received counseling regarding infant feeding, childhood im
munizations and well-baby care. The nurse-midwife also regularly dealt with
problems of malnutrition and poor sanitation. By 1971, the infant mortality rate
had been cut in half (Figure 4).

Today in Mississippi the certified nurse-midwife is joined by a number of
other nonphysicians who are further improving the care of infants and babies.
They include the pediatric nurse associate, health educators/counselors, nutri
tionists, home health aides, expanded duty dental assistants, family planning
nurse practitioners and many
others. These individuals are employed in county health departments, in com
munity health clinics and in hospitals.

In the county where I presently work, the pediatric nurse associate is re
sponsible for all \vell-baby care, counseling, health maintenance and follow-up

Figure 4.

Infant Mortality Rate, Holmes County, Mississippi, 1966-71.

1966 1967 1968 1969 1970 1971
Deathsll ,000 live births 40 45 40 40 26 22
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according to a protocol which I approve and update yearly. In a nearby county, a
pediatric nurse runs an adolescent clinic in a high school in an attempt to
educate teenagers on the risks of pregnancy and venereal disease. Family plan
ning nurses are reaching more and more mothers prior to conception and
making sure that when babies are born, they are wanted.

~ J

The experience of Mississippi demonstrates that the nonphysician provider
is a necessary component of any health care delivery system that lacks manpower
resources. It also shows us that through this multidisciplinary approach we can
indeed have a positive impact on the health status of mothers and babies.

Notes
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Nonphysicians in Family Planning
& Family Health in Thailand

Mechai Viravaidya

T he synergistic combinati()(1 of undernutrition, poor el1\'ironmental
s..mit.ltion <1i1d liIKontrolkd krtility Jrc major LlCtors accounting for
morbidit\, and mortalit\, of mothers and their children in most de\'el-. .

oping countries, Although in most instances the solutions to these problems rest
outside of the realm of curati\"C medicine, they have traditionally been entrusted
to existing medical establishments whose personnel, training and approaches
have often been closely patterned upon their counterparts in the West.

This situ ..1tion is gradually changing, hO\\T\Tr, as national health planners
ha\'e recognized the \'ital importance of pre\'enti\'e medicine to maternal and
child health t~lCH), furthermore, \\'ith the realization that physicians arc too
tC\\' and too nuldistributed, and their sen'ices too costl~~ manpower alternatives
ha\"C been eagerl~' and inno\'ati\'el~' sought. The result has been the pioneering
de\"Clopment of nonphysician health workers tor the deli\"C~' of fertility regula
tion and family health sen'ices in the countries of the de\"Cloping world.

MCH Status in Thailand
Thailand is a dC\"Cloping country characterized by a young population, high

rates of tCrtility, population growth and in[mt death, and a high pre\'alence of
intCctious disease. At the present gn)\nh rate, the population of +6.2 million is
expected to double in the next ~o to ~5 years.

Among the Tlui popubtion, mothers and their children under 5 years ofage
arc at the greatest risk of disease and death. Diseases of pregnancy and the
puerperium arc the eighth leading cause of mortality, resulting in the deaths of
+00 women tor e\Try 100,000 pregnancy terminations. These figures arc not
surprising, considering that ~o% of all pregnant women suttcr from iron defi
ciency anemia, a \"Cry high percentage of dcli\Tries are unattended, and satc
abortion sen,ices arc una\'ailablc.

Infant mortality rates in Thaibnd arc currently estimated at 56.) to 7- per
1,000 live births, full~' ~+% of all deaths in Thailand occur in the under-five 1ge
group, which constitutes 15 to 1-% of the total population. Diarrheal diseases
and respiratory intcctions account for 50% of all deaths in provincial hospitals
among children from one month to +years of age. Tetanus accounts tor ~o% of
all neonatal deaths.

The high incidence and pre\'alcnce of intCctious disease in this age group is
complicated b~' the serious problem of undernutrition. Between 52 and -6% of
all children in the preschool ..lge group are malnourished and 10 to 15% se\"Crely
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Figure 1.

PopulationlHealth Worker Ratio, Thailand.

Physician 1:8,600 Nurse
Urban 1: 1,000 Auxiliary Personnel
Rural 1:60,000 Midwife

1:3,750
1: 16,500
1: 15,300

malnourished. The high incidence of parasitic intections-especially hook
worm----complicates and exacerbates the problem, and probably accounts tor the
high pre\'alence of anemia among preschool children (33%):

In the face of these m'Crwhelming problems, traditional sources of health
service deliyery and personnel seem gro~sly inadequate. While government
health facilities are a\'ailable in +1% of all l1istricts and 68% of all sub-districts,
only 3% of all villalfcs han= gO\'Crnment health sen'ices available. When one
realizes that in Thailand 85% of the population lives in these rural areas, the
inadequacy of the existing he.llth infr~lstructure becomes more apparent.

Inadequate and maldis:ributed professional manpower is a common prob
lem. Thcrc is onc physici~n f()r 8,600 pcople in Thailand, but half of all our
physicians li\'c and work in Bangkok, lea\'ing only one physician t(X 60,000

people in the rural arcas (Figure I). \Vith most of these con'.:entrated in the
prm'ilKial hospitals, the grcat majority of our population \\'ill go through life
without cvcr ha\'ing acccss to a physician's sen'ices. ~lid-le\'C1 pcrsonnel arc cyen
marc scarcc, although they arc not as uncvenly distribmed as physicians.

The Role of Auxiliary Health Workers
Oncc the nccd tor auxiliary health workcrs is cstablished, it is necessarv to

, .
detcrmine the scopc of actiyitics such pcrsons should undcrtakc. The idcal auxil-
iary hcalth \\'orkcr should prm'idc prc\'Cntivc, promotivc and somc curativc
carc, or prm'idc appropriatc rcfcrrals, whcrc such sen'ices are most scarcc-the
villagc levcl. Becausc training auxiliary health workers in diagnosis and treat
mcnt is a tormidable task, more emphasis should be placed on prevcntive and
promoti\'C care. A particularly appropriatc sen'icc tor a primary health carc
worker is fertility rcgulation/family pianning.

The tcchnology ncccssary to prm'ide t\.=rtility rcgulation scn'iccs is standard
ized and simple to usc. Thus, nonphysicians can bc efticicntl~' and inexpensively
traincd to safely deli\'er such services as screcning and examining clients for
prescription oforal contracepti\'cs, inscrting IUDs, and administcring injcctable
contraceptives. Rcccnt studics ha\'C rcportcd that thcy somctimcs can c\'Cn pcr
torm stcrilizations and pregnancy tcrminations at least as wcll as physicians. 2

Furthcrmore, family planning scn'iccs arc cftccti\"c prc\'Cntivc health meas
ures in their own right, with considcrablc impact on rcducing infant and mater
nal mortality. If prcgnancy wcrc contlncd to thc optimum childbcaring years,
and familics limited thcir size to no morc than tour children with the births
spaced at least two years apart, maternal mortality in Thailand could be reduced
b\' 19%, a\'oiding O\'Cr 1,800 deaths;' infant mortality could be reduced bv 27%,. '.
resulting in 60,000 fewer infant deaths per year.
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Prior to 19"'"0 only physicians could provide family planning services in
Thailand, and there \vere only 300 sites throughout the country where couples
could receive family pianning services. To begin to reduce the high rates of
population growth, a study was conducted in 1969 which evaluated the effec
tiveness and safety of the use of auxiliary midwives to prescribe oral contracep
tives. It was found that, in areas where midwife delivery of pills was permitted,
there \vas:

~ a dramatic increase in numbers of acceptors,
• no increase in side eftects or complications after one year, and
• a surprisingly high continuation rate.

Based on these results, the Ministry of Public Health in 1970 began to allow all
midwives who had received basic training to prescribe oral contraceptives. The
results were dramatic. The number of pill acceptors throughout the country rose
from 6,000 per month to more than 30,000 per month, with no reported
increases in complication rates.
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Community-Based Distribution
The prescription of oral contracepti\Ts by midwives extended family plan

ning services to 6,000 subdistrict health centers. In order to overcome the final
geographic barriers to widespread availability of contracepti\Ts, however, it was
necessary to develop a strategy t<J[ t:unily planning service deli\Try aimed at
village-lcveI distribution.

The Community-Based family Planning Sen'ices (CBfPS), the main im
plementation arm of the Population and Community DC\Tlopment Association
(PDA),* WJ~ established in 19"'+ to supplement and extend family planning
services into areas that government health and midwifery centers had not
reached. CBFPS distributes contracepti\Ts through locally recruited and spe
cially trained ....village distributors". \Nith an average of tC)llr years of education
and one day of training, these vilbge distributors h..l\T shown th..lt the task of
providing satC and effective family planning sen' ices can be done with con
siderable success. Together, this group of 10,800 people, co\'ering a population
of 16 million and operating in one-third of all the \'illages and districts in
Thailand, has recruited more than 320,000 ne\\' acceptors of the pill.

To guarantee satCty, ..1 simple screening checklist is used by the distributors
for all new pill acceptors (Figure 2). If any abnormality is detected, the acceptor
is referred to the nearest go\Trnment health center and her prescription tor oral
contracepti\Ts discontjnued immediatel~" All contraceptive supplies dispensed
by the distributor are sold rather than given away fc)r free. This unique aspect of
the CBFPS Program alio\\'ed these distribution activities to become financially
self..suftlcient within fixe \'Cars.

Particularly important is the close relationship of this pri\'ate community
based eftort with the Nlinisrry of Public Health (~'10PHland its ~ational Fam
ily Planning Program (~FPP). CBFPS operational districts are chosen in con
junction with the 0:fPP to ma.\imize availability and pre\'Cnt duplication of
sen'ices, and the appropriate provincial district and subdistrict health authorities
are consulted and intormed bet<xe any activities are launched in areas under
their jurisdiction. The Government Health Centers provide clinical backup sup
port to the community-based volunteers and senT as referral points tc)r more
permanent contraceptive methods, such as injectable contraceptives, IUDs and
sterilization. All achie\'Cments of the CBFPS program are credited to the efforts
of the family planning program in each prm·ince.

The Family Planning Worker as MCH Worker
Once the CBFPS contraceptl\'C distributors had been successtlIlly trained

and deployed to provide family planning sef\'ice~, attention was gi\'Cn to using
them for delivering NICH care as well. During 1980, all 10,800 CBFPS dis-

.. PDA is the lar...wst primte. nonprofit so'pice ddil'tT)' o1~qmlizatioll ill TlJallalld 0tqaLWd ill fami~v
planning, parasite ((introl. gmcral health and commwlit)' del'clopmmt at tlJf l'illa.W ltwl. I II additiol1 to
CBFPS, its mnjor agmcies are illl'Olped ill i1lte17latiollal tmillil~q prD.-W'a1l1S rACP])), approp1-iate teclmol
og:v dissemination and imprOJled lil'dilJood deJ'dopmmt ICBAmS). and 1·efil..Wt' rditj'ICBERS).
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Figure 2.

Checklist for Oral Contraceptive Clients, CBFPS, Thailand.

In the past 12 months, have you
ever had the following signs or
symptoms?

1. Frequent severe headache.

2. Yellow eyes or yellow skin.. .

3. Palpable mass in breast.

4. Bloody or serious discharge
from nipple.

5. Frequent chest pain.

6. Out of breath, tired \'ery
easily after little exertion.

~ 7. Prolonged menstruation.

l8. Frequent mensrruation in a momh.

9. Blood from vagina after
mtercourse.

Swollen varicose veins at legs.

11. Painful and swelling calf.

If an abnormality is detected, refer
the clic~nt to the physician at the
health center.

lis No

tributors receiYed additional trammg to provide certain aspects of primary
health care. ~n addition to providing contraceptives, these distributors now
provide pregnant women with vitamin supplements and urge them to receive an
injection of tetanus toxoid at the government health center. Mter giving birth,
mothers are encouraged to breastfe(:d their children and take them for immuni
zation at the appropriate time. Oral rehydration salts, anthelminthics for intes
tinal parasites, and some household dnlgs are also provided by these workers.

In certain areas income-generating activities ~l1ch as small-scale industries
and marketing programs have been developed through the CBFPS distributor.
While these opportunities are available to all community members, priority is
given to family planning acceptors. Now that the community-based family plan-
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ning distributor has cvolvcd into a morc comprchcnsivc ~1CH 311 Yi liary health
workcr, yct anothcr cxpandcd role for this workcr is cnvisioncd-as a village
development "agcnt of changc" in a fertility-relatcd dcvelopmcnt cffort.

Conclusion
This papcr has dcscribcd how Thailand-a developing nation with cnor

mous hcalth necds among its rapidly growing population-has dcvised appro
priatc stratcgics to confront thcsc problems. Esscntial to thc cyolution of this
stratcgy was the aLLxiliary hcalth worker. But equally esscntial was the decision to
usc health workers in areas whcrc they could havc thc most impact-specifically
family planning. Contraccptive services have progressi\'cly become more avail
able to those most in nccd of them-thc 80% of the population living in the
rural areas. Oncc established, the family planning worker's role can be expanded
to provide more comprehensive ma.ternal/child health sen'ices. This progression
of responsibility was a key to the program's success: tirst, concentration on a
relatively narrow task (family planning); and second, expansion built on the
foundation of a successful sen'icc network.

Our program could not haye succeeded without the commitment and sup
port of the Thai gm'ernmc:nt working in partnership with the private sector
toward the fulfillment of common goals. Thi, appro:?ch has proven very effec
tive in Thailand. Though some adaptations would certainly be necessary in
other developing countries, our experiences can be a useful guide for those
establishing new health delivery programs.

Notes

1. PRA\\'ASE \\'., et al. The hematocrit \'alues and the incidence of anemia in the
populaion of Thailand, SiJ'iraj Hospital Gazette 25: 584, 19-3.

2. McD~'\JIEL,E.B, ese ofoperating theatre nurses as surgeons in the performance of
minilaparotomy female interval sterilization, compared to the performance of the
same operation by a physician-surgeon: A pilot shldy, Ill: p;1ym;1I1, J .\;f, ed, Joint
IGCCiIPPF \\'orkshop on the policies and programmes for the utilization cE ::::::
physicians in the delivery of family planning services. (Kuala Lumpur: IGCC Sec
retariat, 19-9), p. rr-,

3, NO RTMA.."l , D. Parental age as a factor in pregnancy outcome and child devel
opment. Reports on PopulationiFami~\' Planning 16. August 19-4,
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The National Family Welfare Program
of Togo

Dovi Placca

Shifts in population lead to socioeconomic problems. Since July 197"7,

the GO\'ernment of Togo, in association wit~. the Unit~d :\'ations
Fund tor Population Acti\'ities (lJ:\'FPA). has been planning a ~a-

tional Family \Velfare Program to toster a policy of equitat>k pupulation distri
bution. Through an integrated development approach, the program's goal is to
improve living conditions in all parts of the country by offering information,
education and medical services for familY health care.

The program will take into account both the resources available and the
local conditions in its attempt to sen'e the greatest number of people. Nlobilc
units rather than stationary ones, and \'illage clinics rather than district hospitals
will pro\'idc bctter accessibility, Prcventive medicine will be emphasized, and a
particular effort will be made to train mediral, paramedical and auxiliary
personnel.

The long-term objective of the program is to give all citizens family health
information and education and free access to famil\' health sen'ices. Health and
medical personnel will be train~d at a variety of levels to deli\'er these sen'ices.
Coverage will include maternal and child health, family education, personal
hygiene, food hygiene, home economics and family planning (which we con
sider to be a means of spacing children rather than limiting them).

Personnel will be trained in: male and female reproduction, childhood dis
eases, nutrition for infants and children, psychological and emotional aspects of
sexuali~.; i~d~~ed abortions and their dangers, \'enereal diseases, famil~' planning
methods, parental responsibili~; law and contraception, home economics, and
educational techniques. Public eduLaliull \\ill be facilitated through the usc of
mass media and visual aids such as films, pamphlets and posters.

In order to ensure proper coordination of all these activities, an inter
departmental social work committee will be established. An organizational chart
will indicate how various activities must be performed. It should be nJted that
the National Family \Velfare Program and the Togolese Association for Family
Welfare, although separate organizations (government and private, respec
tively),\\'ork together closely and share the same objectives.

Family life in Mrica is beleaguered by problems which are multiplied as the
size of the family increases, The high cost of living, tlnancial difficulties, housing
and food shortages, and lack of education lead to an uncertain future for a large
number of children. Children are not sent to a brother or cousin who lives in the
city, as in the past.
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Cm\"anted pregnancies, unwed mothers and illegal abortions are wide
spread in Togo. High parity otten contributes to poor maternal health, in turn a
factor in high rates of child mortality and morbidity. Family planning is there
tore an important part of tamily health and must include a broad range of
acti\'ities including birth controL efforts to soh"C infertility problems, sex educa
tion, premarital counseling and genetic counseling.

The :\ational Family \Velfare Program is an integral part of the public
health acti\'itics in Togo. It is our strong belief that a comprehensi\"C program in
family health is the best \\'a~' to imprm"C the quality of lite for all Togolese
Citizens.
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Shortcomings in the naining
of Family Health Workers

lvlarcella Davies

H ealth is now regarded as an integral part of .iOcioeconomic de\'el
opmem and is no longer a separate entity. \\'ith the creation of
primary health care programs and the growing immunization

program ~n \Vest Africa, family health activities arc expanding the role of the
nonphysician, particularly in those conununities where health services arc sorely
lacking. At this time it is appropriate to look critically at the present methods of
training nonphysician health workers in order to amend those shortcomings
that we find.

Although the nomenclature for this type of worker varies from one country
to another, it is important that we clearly define the task a given worker is
expected to perform. I would like to define the Family Health Worker as one
who is trained in preventive and simple curative care and whose principal duties
im'olvc the prO\'ision of maternal and child health sen,ices at a primary care
level.

The dements of family health care arc: maternal and child health care in
cluding family planning, nutrition, health education, em'ironmemal health and
occupational health.

Family Health \Vorkers include all of the follO\\'ing categories of currently
active personnel: community nurses, professional nurses, auxiliary nurses, nutri
tionists, health educators, public health inspectors, maternal and child health
aides, traditional birth attendants, and social welfare officers (aU front-line work
ers in\'oh'Cd in primary health care work), and of course physicians. Today our
discussion is centered around nonphysicians.

Shortcomings in the Present lIaining System
In most African countries these dificrem categories of nonphysicians arc

trained by different people without any prior consultation between the planners
and the trainers. Because most countries in Africa are still unconvinced of the
value of the team approach, the training of dificrent categories of health care
workers is carried out compartmentally.

As a result, the training gi\'en these workers is often much too specialized
and takes little notice of the other categories of personnel with whom the
trainees are later required to work. The training programs arc not always pro
perly planned to ensure that all important aspccts uf training are covercd,
periodic rcviews are irrcgular, and curricula arc oftcn biased towards curati\'C
medicine. This is changing, howcvcr, with a shift: in planning toward prc\,cnti\'e
and promotive approaches,

Shortcomings in Training Sf



It is no wonder that the ditterent categories of statt' in many ofour countries
seem to be at loggerheads during their work in cities and out-stations. In most
of our countries, duplication of services, lack of coordination of ettorts, and
failure to meet program objecti\"Cs are widespread. There is a wastage of man
power, and while the difterent categories of personnel continue to work in
isolation, there is otten a gradual deterioration in their morale and the quality of
"h"I' r H'ork\. l\r... .. .. '--'I. ..,_

Too often workers are hurriedh' transferred from one em'ironment to
another, and the centra! organization docs not plan tor reorientation training. It
is essentiaL tor example, that the statf working in an urban area who have been
transtCrred to a rural area be gi\"Cn a refresher course in order to face with
confidence the challenges of a ne\\' setting.

Another drawback to the current system has been the training of medical
and health-relatcd statt' in unt:m1iliar surroundings. Bd()rc nc)\\~ most protCs
sional and paramedical statt' in dc\"Cloping countrics Iikc ours recei\"Cd their
training in de\'Cloped countries. In some cases adjustment is fairly easy, but in
other cases where the social and cultural systems are completely ditterent from
the African setting, many of these people ha\'e ditticulty transtCrring their newly
acquired skills to a dC\"Cloping country. l() soke this problem, it may be neces
sary to arrange tor orientation programs bd()re these people begin to work
independently, ~ow that more schools arc being set up in Africa and health care
training is becoming better coordinated, tewer of our doctors and nurses should
ha\'e to go O\"Crseas t(J[ their initial training.

Training programs should not bc patterned exclusively on the model of
othcr countries-whether de\"Cloping or developed-since the problems arc
ditterent in each country. The needs and objecti\'Cs of training should be iden
titied bd(Jre J program is planned~ periodic re\'iew of the curriculum is essential
to ensure that ne\\' approaches and concepts of health care arc incorporated.

The selection of statf presents another set of problems. In some areas where
int1ucntial peoplc han: been asked to nominate candidates tor training, they
automaticall~' selected their relati\'Cs and friends. Otten these people were found
\\'anting, e\'Cn during their training. Here in Sierra Lcone an attempt has been
made to correct this situation. ~o\\' that a selection conunittee has been estab
lished through each Chiefdom, the appointment of village health workers is no
longer thc exclusi\'c pri\'ilegc of one person.

Lack of career structurc has hindered the progress of both our protCssional
and auxiliary \\·orkers. Career stnIctures must be planned so that personnel can
better anticipate their protCssional progress. failure to do this may result in
many of the trained statt' resigning to work in other tields.

Deployment of staft· has also been a cause tor concern. There is a concentra
tion of qualified statt· in capital cities and certain towns, and attempts to move
the statf to areas where their sen'ices can be utilized more full\' ha\'C been
fruitless. Although some people arc unable to relocate because of domestic
reasons, others are \\'illing to go hut may not be able to find suitable accommo
dations. Still others may take up new posts but do not have the basic equipment
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to carry out their duties. These logistical problems are becoming much too
frequent with the present intlationary trends.

All of these problems are exacerbated b~' the lower priority developing
countries gi\'e their ministries of health as compared to the ministries of agricul
ture and education. Failure to recognize the far-reaching importance of good
health care will seriously impede socioeconomic development in our countries.

naming Techniques
The essential components of a training program designed for family health

workers should include the following elements: nutrition, statistics, sanitation,
communicable diseases, health education, family planning, maternal and child
health and care of the father.

Training people for this particular field should attempt to develop compe
tence in a specitic area while also enabling them to acquire a broad perspective in
general family health. Primary health care demands multidisciplinary devel
opment in such tields as agriculture, communications, roads, education, social
work and enginet'ring as well as health. Exposure of students to these other
tields enables them to acquire a cOfl'"'munity-oriented approach to health and
de\'clopment, and helps them learn to think together and solve their problems
together.

In Africa, there are many programs which currently use an integrated train
ing approach. The Uni\'ersity C~nter tor Health Sciences in Yaounde, Came
roon, the School of Health Science at Ife, Nigeria, and the Health Development
C"nter at Cotonou, Benin, are examples. Here in Sierra Leone the Fertililty
Ad\'isory Services, a U~FPAI\VHO project, is attempting the integration of
family planning into MCH services in the rural areas. It is hoped that with the
emphasis on achieving the social target of health for all by the year 2000, we
shall see more of these centers in our region.

Another training technique is to recruit field workers from already estab
lished positions in other ministries and sectors and givc them a "crash" training
program, usually in family planning and health education. These workers can
then be given an added incentive in the form of a small remuneration for the
extra tasks to be undertaken. This technique can be applied to both professional
workers and \'illage workers. Periodic refresher courses in different aspects of
family health are necessary in this type of training.

Another method is the usc of new recruits to be trained specifically tor a
single de\'Clopment task. This brings up the danger of having too man~' different
categories of auxiliary workers, however, and requires more caution.

Selection of personnel for family health work at all levels should be done by
a multidisciplinary panel of members, including people from the ministries of
health and education and eminent people in the community. In some countries
therc is an established statutory mechanism for carrying out the selection.

Evaluation of work is a crucial aspect of any program. Though evaluation
can be difficult, simple procedures built into the project can be arranged to
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assess the output of the workers and th~ impact of their work in the community.
In this way necessary changes in selection or training can be easily made.

Family health workers can work eflccti\'cly only if they are integrated into
the national health machinery. For a program to be really effecti\"C, there should
be a link with the district health center statf who should provide back-up and
supervision at all times.

Without a strong tamil~' health component we cannot ha\'e a comprehensi\'e
health care delivery sef\'ice. :'\onphysician health workers are indispensable ele
ments, whose training must be planned \\'irh pragmatism and flexibility, Con
tinuing CdU(dtion, prop(r (areer structuring, an imprO\"Cd referral system and
community den~lopment are absolutely necessary tor the efficient discharge of
their duties.
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Task-Oriented naining for
Family Health Workers

[(. E. de Graft-Johnson

T he health profile of Africa is not reassuring. Po\Trty, ignorance,
superstition and sometimes a moribund culture underlie many of
the problems \\"e t:lCe: high infant mortality, lo\\" life expectancy and

high morbidity caused b~' \\"ide pre\'alence of contagious and debilitating dis
eases. For m"1I1~' Africans c\'cn toda~' life can bc (to borro\\" a phrase from
Hobbes) "nas~~ hmtish and short."" A training program t<J[ family health work
ers in Africa must take into account the continent's health profile and the factors
affecting it,

The theme of our conference suggests that many people arc no\\" having
serious second thoughts about lea\'ing the health of people to the experts.
Although the ad\"{~nt and gro\\"th of professionalism has led to tremendous
progress and improvement in sen'ices, it has brought in its \\"ake certain serious
problems, including restricted community participation, increased cost of ser
\'ices and high cost of training.

For many mral dwellers, modern medicine is too remote to be considered as
an alternati\'e to traditional medicine. \Vhatever resen'ations we ma\' ha\'C about
practitioners of traditional medici fie, it is they who ha\'e so far sustained the
health ofour mral populations. An attempt to provide basic health sen'ices to all
the people will clearly have to come to terms with traditional medicine. It is low
cost and a\'ailable on the spot~ drugs are locally obtained and administered in a
manner consistent with local beliefs and practices.

There are many lessons to be learned from the Chinese (l.xperience. The
salient features of the approach are:

• The invoh'ement of the local community or commune in the provision
and maintenance of health sen'ices.

• The emphasis placed on public health and preventive medicine.
• The provision of low-cost, nonprofessional medical care in the person of

the "barefoot doctor."

The concept of the "barefoot doctor," or community health worker, or
primary health worker has attracted considerable attention because it re\'eals
how much a nonphysician can be trained to do and achie\'e in a short time
without a high leyel of education~ only a certain aptitude and general intelli
gence are required.
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Training Nonphysicians
Although a wide range of persons can be considered t(Jr training, to ensure

efticiency and eftectin:ness, it may be wise to concentrate on two le"els of family
health worker:

Group A: Persons with some basic t<Jrmal education (about 6-- ~'ears of
schooling) .

Group B: Persons with secondary school or equi\'llcnt training.

Training should be designed for both categories in accordance with pre
established tasks and should be acceptable to both the go\Trnment and the local
communities. Training of Group :\ should be pragmatic, while training tor
Group B could be more theoretical. The latter could be appointed to super\"is
ory grades O\'er the former, hut only atter they have sef\"Cd a probationary period
working with Group A.

In small communities or \'illages it may be possible tor one person to
combine public health/~lCH roles with sanitation worker roles, but this com
bined portfolio may be too much tor some larger communities or towns. It
might be teasible to design the training modules in such a way that a family
health worker can pertorm either role or both as the need arises, but with the
option of increasing his or her competence in one or the other of these two
related areas.

naining Modules
\Vhat is stated below represents only the outline of a course of training. The

actual design tor training should be tailored to the specitic conditions in the
country or pro\'ince where the family health workers will be operating. Training
programs should be ticld-oriented, taking into account local facilities, resources,
social structure and health problems. Training should cover the tollowing:

Public lJealth & environmental sanitation. The community
should be \'iewed as a whole, and the public health problems and tasks identitied
and explained. Techniques tor dealing with them should be demonstrated in real
situations, if possible. Applicable government regulations and procedures
should be explained, and indications should be gi\"Cn when appropriate agencies
or authorities need to be consulted for necessary authority, cooperation or assist
ance. Activities which trainees should not tackle on their own should also be
clearl~' spelled out.

Personal health. The special personal health problems of the com
munities concerned should be studied and soecitlc tasks identified. The nature of

•
the health hazards as well as possible solutions must be explained. Again, the
limits of trainees' activities should also be clearly defined and explained so that
traint:es do not attempt what is beyond their competence. Some of the training
will be in clinics, others in demonstration situations in private homes.
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All bmil~' health \\'orkns will need to explain, advise and motivate people to
change those habits which arc detrimental to health. Communication tech
niques must be learned, thnd<Jre, t()r use in both community situations and
t:lIllil~' counsding. Procedures t()r group mobilization must also be taught.

Adtninistration & management. An assessment must be made of
the degree of responsibility t()r ..ldministration or management required of fam
ily health \\'()rkns, and, \\'here appropriate, training should include such tasks as
recordkeeping, simpk budgeting or bookkeeping, ..lI1d designing plans or pro
grams of monthh' "lCti\'ities.... .

Integration with community administrative structures.
Lunily he..llth workns will need to coopnate or consult other gm'Crnment, local
or nongm'ernmental agencies in the course of their duties. They should there
t<'>n: know something ,lbout traditional social stnIctures in the local community
as \\TII ,1S those of local and central gmTrnnKnts and their powers and respon
sibilities, They should kll~)\\' how ..md \\'hel1 to contact any of these agencies to

seck authority or hdp in carrying out their duties.

Traditional medicine. The bmily health workn \\'ill ha\'C to acknowl
edge the imporunce of traditional medicine and the traditional healers, espe
ci,llly in rural ,lreas. T\\'() ,lpproaches eLm be considned. first, one can bring the
tr,ldition,ll he.lkr into the s\'stem, in much the same way that the traditional. ,

birth ,1ttend,lI1t is being reoriented tm\, ..lrds modern methods. AlternatiYeh~ the
... .

Lunily health \\'orkn may be taught dements of traditional healing that are
kl1O\\'n to be dt<.:cti\T, thereby upgrading the traditional practices and winning
loc,ll contide:lCe. Both "lppro"lChes can be successful, but much prdiminary work
,lIld some research \\'ill be required.

Duration of training. Duration of training will depend on the kvcl of
trainees ,1Ild the n,lture of the defined tasks to be learned. Training can be
undertaken in segments: ,1Il initial six months training tollowed by, perhaps,
twdye months' \\'()rk in the tidd. A refresher/upgrading course of another three
to six months could be added. In the initial stages, such an approach may be
hettn suited to the experimental nature of the program, As experience is ac
cumulated, ,1 more c1Clrly defined program in terms of scope and duration can
be formul,lted,

I ha\'e attempted in this paper only to make suggestions and provide general
guiddines Llther than to prm'ide ..1 comprehensi\T syllabus for training famil~'

health \\'orkers. In the tinal analysis, each country must decide tor itsdf what its. .
needs and priorities ..liT and hm\' it will handk training programs within the
national context.
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naining Nonphysicians for
Family Planning Services in Mexico

Roberto Rivera

I n 1974 the Scientific Research Institute of Juarez University in
Durango, Mexico decided to initiate the training of auxiliary nurses in
the delivery of family planning services to rural areas of Durango

State.* This decision was made for several reasons. Even though Mexico has a
relatively large number of physicians, they arc unevenly distributed, with a
concentration in the urban centers. The use of nonph~'sicianswould increase the
coverage of family planning services in both rural and urban areas. Moreover,
the delivery of family planning services by nonphysicians is less costly than the
delivery of these services using only physicians. A higher percentage of family
planning users may be served by nonphysicians, who can screen out the small
percentage of special cases which require the kind or attention only physicians
can provide.

It is usually possible to select nati\"C people as health workers in the rural
areas. These local personnel, with an already established and continuing link
with the rural communities, arc more readily accepted than outsiders. Most
importantly, properly trained and supervised stafr arc able to provide family
planning services :iafe~\', without compromising the quality of the services
ofrered.

Requisites for Using Nonphysicians
Our experience has shown that certain rcquisite~ have to be fulfilled tor the

proper usc of nonphysicians in the dclin~ry of family planning services:

.. A tormal or official statement of government or institution policy which
sanctions the usc of these personnel is needed. This p\)licy must be
adopted at the highest possible level and transmitted and accepted
throughout the levels of administration of a given organization.

• Nonphysician health workers must nmction within an already existing
and organized health deli\'ery stmcture. It is risky to usc such workers
without the support of the established health care system. This organized
structure is particularly necessary for supel':isiun and tor referral or iden
tification of special cases and complications.

• Continuous and formal supen'ision of nonphysicians is essential because
rapid growth of sen'ices is often accompanied b~' sporadic and superficial
supen'ision, \\'ith a consequent decrease in the quality of carL The super-

.. The Duran/TO TraininiT P1"OJut IS describfd ill mon° daail 111 Path paper Numbe1' 3. Jlmf 1978.

al'aiJable fram The Pathfillder FUlld.
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\"isor must know who, \\"hat and how he is going to supervise. A list of
items or tunctions that have to be checked b~' a supervisor is helpful. In
our program, supervision consisted of the t()llowing steps:

1. i\kasuring trainee knowledge through direct questioning.
2. Rc\"iewing procedural skills b~' observing trainee-patient interactions.
,. Checking motiyational techniques by listening to (alks with patients.
+. Verifying t()rms tor cart:fui and accurate completion.
s· Assisting with solution of problems and oftcring additional training or

advice when necessar\,.

• The phrase "use of nonphysicians in the deli\'ery of family planning ser
\"ices" is really \"Cry broad and nonspecific. vVe have seen programs with ill
defined functions, or unrealistic programs with an endless list of functions
beyond the capabilities of the non physicians and of the programs them
scln:s. Clearly dctining the functions or acti\"ities to be pertormed b~' the
nonphysicians is of utmost importance.

e The training program must be designed in accordance with the expected
functions of the nonphysicians. Csuall~' the programs are too short, in
clude too many people, and do not prm"ide the clinical first-hand experi
ence necessary tor safe dclin:ry of sen'ices, A training program should be
housed in an institution with good clinical sen'ices and a large patient
load, and should be conducted by experienced trainers. It is usually a good
idea to h.\e nonphysicians train nonph~'sicians.
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------ • Thc logistics of maintaining propcrl~' cquippcd and supplicd hcalth ccn
ters must bc carcfully anticip,ltcd, sincc cquipmcnt and suppl~' probkms
l1ukc tl.)!" unl1.lppy dicnts ~lIld prm'idcrs. Onc must rcmcl1'lber that in
troducing thc usc of nonphysicians into a program usually mcans a rapid
incrcmcnt in thc dcmand for scn·iccs.

The naming Program
Bd{)rc our training program \\'~lS dC\Tlopcd, thc tlllKtions tl.)r \\'hich wc

\\'cn: training thcsc pcrsonnel \\'erc dctincd:

I. To infc)rm and moti\'atc in thc usc of bmily planning scn'iccs.
2. To instrurt in thc usc of contraccpti\T tcchniqucs.
). To prcscribc oral contraccpti\Ts, inscrt intrautt:rinc dn'iccs and t<.>Ilo\\'

up \\'omcn using thcsc mcthods.
+, 1{) rccognizc contr~lindications to particular contraccpti\T mcthods, as

\\'cll as complicltions rcsulting from thc usc of methods, and to makc
appropriatc rcferrals to other bcilitics.

). 1{) kccp systcn1.ltic rccords of contraccpti\'c acccptors.

\\'hcn \\"l' tr,lin ~luxiliary nurscs Jlrcad~' \\'orking in rural hcalth ccI1tt:rs, thc
tr,lining is organizcd into thrcc scssions, with six \\Tcks or supcn'iscd practicc at
thc traincc\ hc.llth ccnter bcn\Tcn cach scssion (figurc I). Thc tirst onc-wcck
scssion is ,1l1 intnKluction to bmily planning moti\'ation and thc usc of oral
contraccpti\Ts. Thc sccond onc-\\Tck scssion tC~Khcs pch'ic cxamin~ltion fo!"
rccognition .1I1d trcatmcnt of uncomplic,ltcd gynecological pathology. Thc final
n\'o-\\'cck scssion tr~lins th<: auxilian' in ICD insntion, \\'ith ~lt k~lst fifteen
supcn'iscd insertions includcd.

The t\\'o-\\Tek duration of thc tinal session is neCeSS,l[\' to ensure that each
tr~linee has thc opportunity to pnt<mn thc requircd tifteen inscrtions~ it may
ha\T to bc adjustcd according to the numhn of trainecs Jnd thc number of leD
inscrtions a\"aibhk in thc training clinic. The thrcc-st~lge tI'~lining dcsign pro
\'idcs thc opportunity tl.)r immcdiatc pr~lcric~ll application of thc didal:tic tCJch-

Figure 1.

Three-Stage lraining Design, Durango Training Project.
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ing components. The alternating periods of training and super\'ised practICe
otfer three important ad\'antages:

• The training can be organized on a scale of progressi\'(,~ difficulty.
• T~C intermediate periods ofsuper\'iscd practice become an integral pan of

the tl' JChing-learning process.
• The rainees arc not required to be away from their health center tor more

than a one- or two-week period.

Evaluation of the Training
The e\'aluation of the Durango Training Projcct was designed to \'Cri~' that

family planning acti\'ities could be delegated to nOllmedical personnel without
atfecting the quality of the ser\'ices, and that the sef\'ices offered by these person
nel were accepted in the communities. Eight rural health centers with sef\'ices
prm'ided b~' trained auxiliaries were compared with eight similar health centers
where the st:f\'iccs \n:re pro\'ided by physicians. Two ditlcrent types of e\'alua
tion procedures \\'ere pertormed to compare the study and control communities.

:\. knmdedge, attitudes and practice (KAP) :iUf\'cy of a random sample of
\\'omen of reproducti\'e age h\'ing in the study communities was taken before
the initiation of the project and repeated one year later. In order to de ~ermine
the continuation rates and the reasons tor discontinuation among contracepti\'e
users, a rctrospecti\'C t<Jllow-up study \\'as done on all women \\'ho had recei\'ed
a contraccpti\"l.~ method trom both the study and the control centers during a
two-year period.

Knowledge of contraception, The lc''C1 of contracepti\'C knowledge
\\"<1S determined in hoth KA.P stlidi~s in order to estimate the effecti\'Cness of the
nonph~'sicians in gi\'ing information on tCrtility regulation. Bct•.xe the initiation
of the projects, ,-% of the \\'omen in the stl!'Jy centers and -2% in the control
centers had knO\dcdge of any tc)[m of contraception. One year after the project
these tigures \\'ere 91% and 3-% n:specti\'Cly. The increment in knmdedge \\'as
more noticeahle in the centers staffed by nonphysicians (Figure 2).

Figure 2.

Knowledge e>f Any Contraception, Durango KAP Surveys, 19i4-75.
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Figure 3.
--..:::

Present Use of Contr.aception, Durang'') KA,P .SlirvCys, 1974-75.
------
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Present use ofcontraception. The first IC-\P showed that i3% of the
women in the study ccnters "'cre u<;irlg a comracepti\'(: method compared to

19% in the", ntrol centers. In the seco'1d IC-\P, 21% of the WQmen in the study
centers had become cont~acepti\e l.;~er~, w!lile in the contro~ center~ this figure
wa:; 12% (Figure 3).

Acceptanc~ of contA~ceptivcmethods. The health centers wherL
the trained nonphysicians we(e wod<ing rel..ruired '7 times more new acceptors
tha..'1 the control centers during the evaiuatioI1 period.

Continuation rates. The comract1Jt~\'econtinuation rates may be one
l .

of d.e b~st indices of the lioflphysicians' pertormance, since they reflect t~e

acc~ptance of the service rendered by the USd, as well as the quality of t~e

foHow-up pro\'ided by the nonphysicians. The continuation rates were cal
culated for the ~!Udy and control centers by the life table method, using data
obtained from the clinic records and the follow-up sruJy. Though the small
'lumber ofacceptors from the control centers makes a meaningful comparison of
rates difficult, both 9-momh and 12-month continuation ra', .• for the study
renters were very similar to the control centers' rates (over 70%). The clc'~el1es')

of the nonphysicians' performance to that of the physicians in the control area
shows how quality sC:~'yice can be achieved without physiciClns as primary de
liverers of c<:..re.

Comments
After careful evaluation of the nonphysicians' pelformance, Y,e concluded

that farnily planning ser\'ices ma~' be deli...ered by these personnel safely and
effectively. According to some critecia, nonphysicians are able to pro\'ide family
planning services at least as well as physicians, and perform better than physi
cims according to other criteria. For many areas, our project can serve as a
model for training and employing nonphysicians to deliver family planning
services wirhin an already existing! lealth care delivery system. Many other states
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in ~1cxico haH: becn rcplicating this stratcgy succcssfully, and wc arc tnining
traincrs flom these statcs al our cCdtcr.

Thc thrcc-stage training dcsign givcs thc nonphysicians ample tillIC to prac
ticc their skills in clinical conditions under thc bcnefits of dosc supcr\'ision.
Their institution-based training givcs thcm added protcssional status, and thcir
plare in the gO\-cmmcm's public health structurc providcs r.:hcm with critical
administrati\'c and logistical support. The hcalth m..1I1pm\·cr nO\\' available to
sef\'C Our mral people has incrcased significantly as a cOIlSequt.:ncc.
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A Perspective on
Family Planning Training Programs

l{osalia Rodriguez

B eelllse the subject of training par..unedical stafr is large enough to

require ..1 contl'rence by itself, I shall limit myself to two aspects of
these programs: the elements of tr"lining for funily pbnl1ll'g sen'ice

de Ii \"Cry, a:ld sl'condl~~ reasons \\'hy these programs ha\T often bikd l~) make
high quality t:lmily planning sen'ices a\',lilabk to the entire popu1Jtion.

There .1re many types or programs I~)r training paramedical personnel which
differ \\·ith resp'.:ct to number of participants, types of qualifications required d'
students .md trainers, and duration of the training. HOWe\Tr, \\'e can outline
some common denominators \\'hich should be ..1 part of Jny family planning
trallllllg program.

In addition to the history of the t:lmily pbnning mo\Tment, the training
program should CO\Tr the sociaL economic ~1I1d demographic aspects of bmily
pbnning. Curricula should include basic information on pediatrics, human sex
lality, obstetrics and gynl'cology-particubrl~'minor gynecological disorders
and sexually transmitted diseases. Attention should be gi\Tn to the health hene
fits of child sp"1Cing, .1.nd trainees should be educated in screening techniques
and conrracepti\T measures, including iLe\Trsiblc, systemic and barrier
methods. Communication skills should also be taught, ilnd the integration of
bmil~' pbnning into maternal and child health sen'ices should be emphasized.

Atter h.l\·ing trained a brge number of nurses, my institution became aware
of the need to J~sess the dFect of the training upon the qu..llity of Eunily phnning
sen'iLTs that the -.:ourse parti'-:iXlJ1ts could render in their O\\'n countries. In
\'isiting many African countries, \\'e discO\'ered first that it was sometimes dif
ficult to locate tc)rmer trainees because some Iud mO\"Cll some were married and
no longer acti\"C professiol1<1ll~~ and some \\"Cre no longer \\'orking in the same
field. ~Lmy professionals \\"ho had been trained in family planning \.\"Cre \\'ork
ing in ditFerent areas of health can: or were \\'ork:ng in hospitals-perhaps in an
administratiye or supelYisory capacity.

Those \\·ho \\'ere \\'orking in b'llily planning often encountered problems
\\'hich \\'ere not directly related to their t()rmal training, such as inadequate
supplies, bck of support from their colleagues, and most importantly, a poor
understanding on the part of supen'isors or leachers of the family planning
nurse's h.1I1ctions. As a result, nurses \\"CIT ti'ustrated ..md uncertain of their roles,
and the sen' ices they offered \\TIT not of as high ..1 caliber as they ought to ha\'e
been.

Contributing to the O\"Crall problem \\'as the t~1Ct that inadequate technical
and financi,ll assistance made it ditlicult for personnel to take full ad\"antage of
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the knowledge and experience they obtained elsewhere. :'\0 matter how high the
quality of the [1mily planning training program may be, it (annot be effective if
it docs not prepare participants to deal with the realities of their countries.
fUhlre programs must tailor the training to the needs of the a;eas to be ser"\"ed.

In the final analysis, it appears that the nonclinical aspr:cts of family planning
arc as vital and as rekvant as the clinical aspects. Communication, int(xmation
and moti\'ation arc critical t:1Ctors-not only moti\'atioll of the population itsclt~

but also moti\'ation of the statf who are responsible f()r moti\'ating others. The
administration of bmily planning programs must also be considered. Only
when t:lmily planning is considered to be a I1mltl l service and when personnel
arc trained adequately to car~ out this sen'ice, will we be successful in imprm··
ing the health of African bmilies.

The pre-training and post-training period arc otten more important than
the training itself. In the pre-training period family planning Jnd health needs
arc identified~ interests, needs and training requirements of nonphysicians arc
determined~ participants are selected~ and program objectives arc detinl.'d. It is
important to mention that during this planning stage, managers and supen'isors
who ha\"C not been trained in family planning must recei\"C an orientation prog
ram so that they are well equipped to administer subsequent training programs
for nonphysicians. By "trying out" a training session on the administrators,
managers and teachers, tCedback can be obtained from them to determine
whether or not this is a good training program.

The p.Jst-training stage and the t()llow-up or e\'aluation stage an.: also \"Cry
important. At this point, \'arious aspects of the program can be modified, elimi
nated or imprO\"Cd, and the activities (Jf the protessional and supen'isory staff'
can be reviewed critically. E\'aluation should be a continuous process at all
phases of the family planning program.

It is important to stress that family planning should be an integral part of
health sen'ices and should therd<Jre be integrated into the studies of both
physicians and nonphysicians. This latter group is essential tor the success of any
family planning program, and we must ensure a consistently high quality in
their training program. Training personnel in the context and em'ironment in
which they will subsequently work is invaluable~ eftcctive programs in family
planning and health care will result if properly planned, implemented and e\';ilu
ated by Africans in Africa.
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Introducing Policy Change on
the Use of Nonphysicians

John M. Paxman

I n hi~ keynote address, Dr. Marasha i\tlarasha stated that, "Africa is a
continent in a righteous hurry to solve its problems.'" This is in stark
contrast to the wisdom painted on a ;ocal Freetown bus which r(~ad,

"'Learn to labor and to wait.'" There is a message in both of these statements,
particularly as they rclate to policymaking. Paradoxicall~~ there is often no time
for slow policy development, yet by nature the process of policymaking is a long
and arduous one.

Health care in the modern sense reaches at best 20% of the inhabitants of
Sub-Sahara AfriLa; there are se\'eral reasons for this. \Ve live in an era of short
ages which affect health care deli\'ery systems as much as anything else. Financial
resources are altogether too meager, supplies too te\\~ services and manpower
too scarce to meet the minimum health care needs of the people. As far as
manpower is concerned, we are continually faced with the triad of malproduc
tion, maldistribution and malutilization. Because of this, the resources that are
a\'ailable must be utilized with greater efficiency and in ways which maximize
the availabilin' of health care sen'ices. In short, our hurn' must not onl\- be. ..
righteous, but also eftlcient,

The task here is to try to explore holl' to be in a "righteous hurry,'" specificall~~

how to introduce change in the policies regarding the use of nonphysicians* in
famil\' health care.

This paper will, to the extent possible, confine itself to the most pragmatic
issues of policy change: who are the actors in the process, hO\\' do they effect
change, what issues must be addressed and what alternatives are a\'ailable? But
the most fundamental qw~stion is how to moti\'ate policymakers to increase the
role of nonphysicians,

The Rudiments of Policy Change
The actual process of policy change is a rather rudimentary ,ne, It includes a

chain of e\,ents which begins with the identification of a problem, Alternati\'Cs

.. A tmn which can satisjaetm;~v be applied to health lI'm'kerr other than p/~sicia1lS has yct to bc found.
Among those often used are "healt" and au.xiliar:" personnel", "allied health pfl'sonnel", "1IOn-fWctmr",
"aides", "assistants», "au.xilim';es)) and "pammedicals". The catc,lfm;CS of the health ca1'e personnel which

are placed under the rubric of "nonphysiciml" for the plt1poses of this paper are those who do not hm'f full
medical qualificatio1lS but who Imdn'take jami~v health care duties which in the past (accm'ding to the
Westenl health ca1'e l1wtklJ were oftm pC1fm71led O1I~V by Maors. I b017'011' f1'om Lewis Can'Oll who has
Humpty Dumpty saying, "Whm I use a lI'm'd, it meam jtt.<t ll'hat I Jl'a1lt it to meall--lleithn· 11101"e n01'
less. l) Itl this papc1; "lI01lph.vs;ciam» meam ll'hat I haJ'e chasm it to meall.
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available to cope with the problem are then explored, and decisions about which
policy to adopt are made. Th~ process culminates with attempts to implement
the policy. The sequence of steps is all fairl~' straightforward, but (hese steps are
taken within the tortuous and time-consuming labyrinth that leads to policy
change.

One's ability to change present circumstances in Africa hinges largely on a
well-developed sense of tour ·'facts.'"

Fact one: Most of the health care in Africa is prm'ided not by what we
would consider to be personnel "appropriately trained" in mo'1ern medicine, but
rather by traditional tolk practitioners. This is in part due to necessi~~ in part to
individual preference. ~igeria is a case in point. Of an estimated +00,000 pre
gnancies in Oyo State in 19"'6, onl~' slibhtly more than 68,000 deli\'eries took
place in some form of modern medical unit. The remaining 8,% wcrc underta
ken by eith~r tolk practitioners (tradi.rional birth attendants) or relati\'Cs. I

This "fact" manifcsts itself in othcr \\'a\'s. In a small Zairois town, for
example, a \\'oman with relati\'c~y littlc tormal education acts as a "nursc'" to thc
community. She diagnoses and treats." Frequcntly. her treatments take the torm
of drugs. She knows, tor example, that the treatment for diarrhea is one white
tablet from the round green bottle taken tour times a day. Her knowledge is no
morc sophisticated than that. A~ long as the drugs which come to her from the
dispensary are consistently the same color and shape and are placed in the same
colored bottles, shc can function reasonabl~'well. Policy and legality matter little
to her or to her patients; what they want is the care.

Fact two: The idea of using nonphysicians for modern health carc is
neither new nor unique. Africa has a long history of using nonphysicians to
provide cOl1\'entional health scn,ices. Thesc includc dispcnsary drcsscrs, mcdical
aides, medical assistants and \'arious ~'pcs of nurses. Efforts by the European
colonial powers in Africa to establish health scn'iccs did, ho\\'c\'Cr, lcad to
divergent stratcgies regarding the manner i i \\'hich limite.j manpowcr rcsourccs
were allocated. The British pursucd a policy of cstablishing hospitals. while the
French placed greater emphasis on the establishment 0[" dispensaries and anti
epidemic organizations,

Even so, it has becn obscn'ed that:

The problems relating to the delivery of health care were markedly exacerbated
when the "Vestern delivery system was adopted directly into predominantly
rural societies where there were \'ery few physicians,2

To this the Jelliffes have added:

The health sen'ices of the Third World countries ha\'e tended to be ill-adapted
imports from Europe and North America, with emphasis placed on costly
curative institutional~led medicine, largely in urban centers and hospitals,
manned by highly (and expensively) trained credential-oriented cadres of or-

.. The words "diag~lOse, o'eat, operate 01' presn1bC>' define the broad actil'ities I!'hich make up the pmctice of
medidne. These arc the acts I!'hich the tal!' has o-aditional~\' 1'ecognized Il.i "Mct01"S 1I'0i-k."
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thodox health statf, particularly physirians, Jttemptlng sundar tunctlons and
duties of colleagues in deydoped countries.;

This may be seen in the way en~n non-physicians are deployed. For example, in
mid-I9"'I in Zambia, 8+.5% of the Zambian registered midwi\"Cs and 66,3% of
the Zambian enrolled midwi\'es looked atter only 28.8% of the population li\'ing
in the morc developed areas.+ The inability to prm'ide adequate health care
covcrage can bc linked to conditicns endeLlic to Africa: the high percerltage of
population h\'ing in rural areas, the insufticiency and maldistribution of the
health care infrastructures, transportation and communication diHiculties, the
shortage of trained personnel, and simply the lack of funds.

Fact three: La.\\' and policy appear to be relc\'ant only to those who work
in the oHicial health care system and within the legal limits of their jobs. Their
ability to deli\'er appropriate and tinKly health care is inhibited by "policy
guidelines.... which define \\'hat they (~an and cannot do. These guidelines arc
inappropriate for the present health care situation. This is as much a ccmunent
on the hct that la\\'s, policies and regulations are outdated, as it is on the fact
that demand for health care has ah\'a~'s outrun the ability of the legally apprO\'Cd
health care system to prO\'ide stTvices.

\Vhat happens de facto otten bears little relationship to policy, hO\\ ever.
Many health care prO\'iders simply ignore the legal requirements and practice
outside the law, in what has been described as "the no man's land between legal
fact and the social norm ..... ' They are simply o\"Cl\\'helmcd by the demands tor
health care which are placed on them. In the end, policy and the de facto should
find each other~ and probably the policy should come closer to the de facto rather
than the other wav around.

Fact four: To speak of policy is to speak of politics, The decision to
expand the roles of nonphysician personnel is a political one-a mattcr of na
tional health policy.lb point out that decisions of this sort are made within the
context of each nation's needs and priorities is hardly necessary. Yet it is a fact
that there is no ideal model that \\'ill work in all situations to fulfill the health
requirements of each count~'.

There exist, however, many suitable approaches which may soh'e the prob
lem of ill-suited health care systems. The expanded use or nonphysician person
nel is but one of the solutions. But in reality, if the will to change the current
system controlling health care delive~' is lacking, laws, policies and regulations
will never be changcd. 6

Therc are other r~alities. The assertion that nonphysician personnel must
begin to assume a greater range of responsibilities is likely to meet resistancc
from a number of groups which ha\'c traditionally been acti\'e in the health care
policymaking process. Primary among thcse are physicians who may see such
measures as an encroachment onto their "turf."

As Dr. Mahler of \VHO has otten repeated, the "vested interests of the
medical protession ... s(lI hang as a cloud O\'er many of the things we do,'"
particularly in terms of the p:-ovision of prima~' health care. - Clouds may also be
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hung by ph.mnacists and eH'n ,It times b~' other nonph~'~ici'1I1s, though tc)r
ditkring reasons. These douds will need to be dispdled bdc)re policy change
will occur. As a matter of prudence, it will do no good to alienate these groups.
They are as much a part of the solutions as they ,lre part of the problem:i.

Commencing the Policymaking Process
One of the initial tasks of those who propose dunge is to clpture the

attention of policynukers, * :\'0 policymaker \\'ill change his mind in the absence
of proof th.lt ,1 ne\\' concept is \\"()rkablc. :\e\\' ideas must be tested; successful
experience must be demonstrated. 'f<) make changes \\'illy-nilly is as much a
mistake as to t()ssilizc one's thinking, This i<.; particularly true when basic notior:.s
about health care ddiyery .1IT being brought into question. Of course, any
departure from long-standing, somewlut comtc;:·t.lble p,ltterns is at best diHicult
to achie\T. Initial inroads ,1re made br the tried and true mechanism of the
"pilot" or "demonstration" project. This is a \\'ay to capture attention-to prm"C
or disFro\T cert-lin ne\\" hypotheses in order to change the minds of
policymakcrs.

Such projects ha\"C been undert,lken in Mali where 11l11tnJ1lCJ mmlcJ haye
been trained; in :\'igeria where links between community nurses and TBAs haye
been made; in Ghana where the Dant:l rural health project has readjusted the
roles of community yolunteers, TBAs and hcalth center nurses (sa page 5.\); in
Tanzania \\·here local manpm\Tr has been mobilized tc)r health care; in Senegal
where P:VlI centers ha\"C become the backbone of the health sen'ice system; and
in other parts of french \-Vest Africa where some midwi\"Cs ha\"C been trained to
handle family health care,

There is a pcn'asi\'e notion th,it the reall~' intrepid, clT,niye work in health
care sen,ice dcliycry is often undert.lken Ol,tside of the g()\"ernment sphere, This
is not entird~' true, but it SlT\TS to highlight the relationship between the
policymaking proccss and thc public and pri\'atc scctors, Pilot projects \\'hich
ha\"C sought to utilize non physicians more fully han: typically been tcxmulated
in three \\'ays: I) ,,'holI~' by gmTrnment, mo<.;t .lppropriatd~· under the aegis of
the :Ylinistry of Health, but somninKs as .111 interministerial df<)rt; 2) by a
cooperatiye partnership ben\Ten the gm"Crnment .1I1d some pri\'ate or uni\Tr
sity-based group; and ~) "'holly by a nongm"Crnment,ll group,

Pri\'ate pilot projects .He usdi..I1 tc)r Se\Tr,ll reasons, not the least of \\,hich is
that in the earl~' stages they can senT as "lightning rods," ,lssuming risks that a
gm'crnment is not willing to t.lke if the hypothcsis bcing testcd is somcwhat
controyersial. One of the strengths of projects undertaken by nongm'ernmental
groups IS th,lt they h,l\"C made headway Si 'llply by getting on ,,'id-, the task and

• Tim S01/lftllJltS has to bf dlllif /II /llIst/btlf 11'11\'.1. II'IJld} /lUH' bf rCIIlllllSCCllt or t/lt 11/(/11 II'ho too!.' his

st/lbb0l71 alld Ilpparoltl\' I/I-bella/'fd ox .till" t1"llllllllj7- Iff 11'/1..' s//Ipnsfd II'llol Ill' I'Hued tl},' t1"l111m~17 sfssioll

to .Iff tbf tmllltT bt"ltl//!T tile ox to H'ltlJIII all /lid; o( ItS hl;-· "I brol~l7bt thf I1Il11lWllltTffill' tmlllll~l7. I//It Ji".
s{l1Itl7btf/:" Ill' mid. Tbc trl1llltT rt"plifli. "1'1'1' /lot yet b'!TI//I tbc tralllllliT: 1 111/1 (}/I~\' attf/llptll~17 to JIet tbf

1lI111IIa!:, I1ttf/U/OII.'"
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avoiding the inertia-creating pirt:llls ofthe larger policy process. But in the main,
more is achieved in the public policy sense if the gO\'ernment is someho\v
involved. Even when the private route is used exclusively, it is politic to keep the
government apprised of what is being done.

Policy Issues
There are a number of issues which will need to be addressed as new policy

directions are taken. Those ofconcern to the polic~'makcrscan be summarized as
t()llows: ~,

Selection. Selection is a tundamental first step. On it hinges a whole
series of policy choices. It is really two-tiered, in\"()lving: r) the selection of the
categories of health workers who will provide tar..1ily health care, and 2) the
selection of the types of tasks that each category of worker will be trained and
authorized to perform. These choices are affected by a number of factors includ
ing availabili~~ feasibili~' and need. One of the most trenchant selection ques
tions which policymakers face is whether to include folk or traditional pr~c

titioners in the health care system. Another question is how many of the differ
ent ~'pes of nonphysician workers are necessary to deliver health care. If this is
not planned carefully, various workers will be tripping over one another to
provide sen'ices. Questions about the merits of the unipurpose versus multipur
pose worker must also be addressed.

Training. To say that training is key is an understa~ement. Training
should, of course, pro\'ide the skiHs to perform certain duties independently as
well as to recognize situations in which help must be sought from others. It is
important that workers learn what the~' do not know.

Many regulations stress that nonphysicians are permitted to perform func
tions for \\'hich they have recei\'Cd appropriate training. Hence, nonph~'sicians

can be ....allowed'" (in a polic~' sense) to take on ne\\' tasks simply by altering the
curriculum content. But policy decisions must be made first about the content
of the training so that the reoriented curriculum \\'ill rd1cct what the trainees
will be allowed to do.

One way to do this is to upgrade the skills of nonphysicians in isolated
areas, such as the mid\\'i\'Cs of rural 0:igcria, and perhaps decrease the number of
years required for training bd(Jre ticld\\'ork may be undertaken. vVhy take seven
years to train a public health nurse when the skills can be obtained in one to two
years? Too much training car. be a waste of resources.

Qualifications. Requirements relating to qualifications seek to ensure
that the abili~' of nonphysicians after training meets acceptable levels. Qualifica
tion requirements affect three categories of health workers: (I) those who have
already qualified as health workers (midwife, nurse auxiliary)~ (2) those \\'ho arc
currently in training~ and (~) other categories of nonphysician personnel, such as
those in community-based health programs, who ha\'C not yet been utilized.
Individuals ....qualit~,'" once appropriate training is completed (fbrmal or on-the
job), and when quali~'ing exams are passed or other standards are met.
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Authorization. Authorization is the crux of the legal problem. Rules
controlling the deli\Try of modern health care re\'eal a marked concern t()r who
is "authorized'" to .Jo what. Health Clre personnel who must perform functions
t(Jr which they arc not specitically authorized may be uncomt()I"table about this
situation. So should policymakers. The \'arious t()rmal wa~'s that authorization
can be granted will be outlined below, but one point should be stressed: as
policy changcs arc madc, currcnt rcstrictions which unnccessarily limit thc ncw
roles of nonphysicians should be c1imin.ltcd.

Supervision. It is \\'idely .lssumed that the bre.ldth of the work the
nonphysician health workers ;lIT permitted to do is rcbtcd to thc amount of
superyision they recei\T. In n1<ln~' AfriclI1 countrics the only modcrn mcdical
seryice a\'ailable is that pro\'idcd b~' nonph~'sician-statkdccnters. In many of
those countries the superyision of such person:KI is woefully lacking, with
doctors often miles remmTd from the nondoctors \\'ho arc proyiding :Jrimary
t:lmily health care. It would appear tlut the whole concept of supel'\'isi()f1 must
be re-examined and tl1Jt ditkrent super\'isory systems ma~' n~ed to be designed.

Referral system. A reklT.11 or back-up system to lundle complications
for which the non physician is not tr.lined is .lI1other import'lnt consideration t()r
policymakers. It is necessary co ensure that medical C.lre awaits those \\'ho pre
sent symptoms v;ith \\'hich the nonphysician ClI1not cope or who sutler compli
cations from treatment instituted by nonphysicians. Ideall~~ no nonphysici.lI1
should be forced to \\'()rk in total isobtion~ in re.llin' this is not al\\"<l\'s the case.

o •

\Vhat tC' do about r<:terral ser\'ices is therd()re .111 essential policy issue.

Adopting Policy Alternatives
Policics \"hich dcterminc \\'ho should prm'ide \"hat typc of hc.'dth carc ha\"c

typically been enshrined in either ministry regulations or legislation, and some
times in both. These arc the principal sources of t(Jrmal policy. l() a large extent
regulations and legislation ha\T been derin:d from models adopted from the
colonial powers. Although recent alterations h.l\T been made, these models ~till

rdlect notions about health care deliyery \\'hich, in brge measure, may be inap
propriate to this continent. In particubr, the policies tend to take a restrictiYe
Yiew of the role of nonphysicians and pre\'ent them from pert<mning the types
of functions which are most sorely needed-the di.lgnosis and treatment of
conunon health problems. It is to these policies that etl'orts to introduce change
must be addressed.

"'Vhat are some of the alternatiYe str.ltegies t()I" legal and policy change?
Giyen the pres:.:nt state of bws and regubtions, the .1Iternati\TS are:l)

• Reassignment of functions to non physicians.
• Alterati<Jn of rules and regubtiolls 'ltferring non physician practice.
• Legislation in support of non physician practice.

104 PO[JCY CHAXGE



Reassignment of functions. The doctrine of "custom and usage' has
tirmly established "dekgation" as a prero§,ati\'t: :)f a doctor. It is a W1Y of quickly
r~solving on-site probkms about who docs what. Taylor suggests that "those
functions that em be easily routiniz...·d should be assigned to appropriate trained
Juxili~lriesor paramedical workers. "Ie It is possible that 90°1c) of medical sen'ices
could be handled in this \\.n-. Thus, a doctor or other member of the he.1lth care. .
establishment may be abk to .1ssign to nonph~'sicians,after appropriate training
and with adequate superYision, ll11ny ('(immon he.1lth care tasks which arc Cllr
rently handkd b~' professionals.

Much of the reallocation of functions can take place \\'ithin the tl\\~ without
altering kgisbtion or ministry regubtions, but there arc sonK functions which
kgally ma~' not be dekgated. One n'1mple is the prescription of medicaments.
Pharmacy and medical practice bws and regubticlI1s must be altered before this
can take place. One kgitimate path around this probkm is f()r a doctor or
hospital or health care system to issue "standing orders" outlining those circum
stances under which non~)h~'sicians can pertcxm certain functions.

One of the praeticallimitations of reassigning t.1sks is that it depends on the
\\-iilingne<;'J of indi\'idual doctors or institutions to dekgate. Doctors and others
in .1 supef\-isory capacity may bL reluctant t<)r any numher of reasons, including
liability, to usc this approach-the result being that puhlic access to health care
~cf\'ices remains as limited as it is, furthermore, unifc.ml1ity in tile training of
nonphysicians will probably be lacking. HO\\'t:\\~(, rea~signment of tasks docs
all(m' doctors and institutions to increase cO\'t:rage \\'ithout ha\'ing to tf\' to
promote an outright change in either bw or policy. A11 things considered, in the
absence of total O\'t:rhaul of policy relating to the utilization of nonphysicians,
the dekgation alternati\'t: is both practical and attraeti\'t:. It has been used to
ad\'antage in man~.. countries.

Alteration of rules and regulations. Legisbtion relating to non
physicians generally gin~s the authority to make ruk.'. and to regubte the scope
of their practice to either the ~linistry of Health or a professional council. At
present many of these mks arc consef\-ati\'t:, but if roks arc r{~detined, restric
tions may be lifted. One distinct ad\'antage of this approach IS tile flexibility it
allows. Indeed. in Ghana the roks of nonphysicians in the \\Tll known Danfa
health care project \\"Cre adjusted without ha\'ing to actually change any
kgislation.

Of course, the J\linister of Health often possesses ntraordinary power in
making arrangements f()r health care ddiYery. Nlinistry regubti(~'b can often
establish expanded roks fc)r nonphysicians without entering into the com
plicated business of changing kgislation. Here again, the technique of standing
orders can be a powerful tool tc)r a ministry to lISe in establishing practice wi~bin

the health sef\·ice.

Legislation. Legislation is essential for the dc\-elopment of health ser
,"ices and disease prevention programs. The legal protection of all persons en
gaged in family health care must be ensured, particularly if they are not already
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covered under the umbrella of existing medical ar.d he.1lth legislJ.tion. It Ius
been argued that the eflcctiveness of the nonph~'siciail cadres on numerous
occa5ions has been hampered because their legal status has not been explicitly
establish~~d. And, as the licen~ing of .111 health care practitioners is becoming a
more common practice, it is important that the ne\\' categorJ-:s of 1l<>I1plwsil.ians
be established in law as \\'ell a~ in t:Kt.

Several diflcrcnt lcgislatin: .1pt1roaches are possible to cope with S'll1le of the
problems involved in creating nc\\' [(lies ;lnd ne\\' categories. The hasic tension
which exists between the tCJ[ces of tr.1ditional medicine and proponents of the
expanded role of nonph~'sician may be resoh-ed b~' the use of:

Special licel1si;'t11 or exemption dames, Se\Tral African countries h;1\'e leg
islation, usuall~' rclatillg to the practice of medicine, \\'hich permit<; the
Minister of Health or director of medical sen'ices to issue special licenses
to indi\·idu;lls to .... render medical sen'ices," These licenses carn' with tr..:m
legal protection, or exemption, from the sanctions which could pthen\'ise
be imposed. The usual f()rmulJ. is to exempt from sanctions indi\'idu.l!s
\"ho are either in the employ ofgmTrnmenr health sen':ces or acting under
the orders of a registereJ medical practitioner or other authorized indi
vidual.In sl1I:h cases the ~linister is gi\'en the latitude to define how these
indi\'iduals are utilized.

CIJCl1tl1es in complcmmtary It:t1l~\1rttioll, A.n~' ad justment in the roles non ph\'
sicians assume may aflcct or be L1i1Ccted b~' other health-n:lated lcgisl.ltion
(public health statures, pharmacy and poison LKts, for cxamr:C), These
may also ha\T to be adjusted to accommodate the ne\\' roles, One of the
common methods for dealing \\'ith this problem is to usc the phrase
"'notwithstanding any legishti\T prm'isiol1s to the contrLlI-y" in the l1e\\'
la\\·s. Technically, this could not be used in regulations to o\'erride
legislation.

Lepislatioll pC1;llittiJ~!1 ddt~l1ati(}}l ~fspec~fifd ditties, Despite the doctrines of
"'custom and usage", some doubts exist as to the medical practice sutute
which permits doctors or institutions to assign tasks to other caregories of
qualified health workers, This ,,'ould remmT from the doctors' minds any
doubts they haye about reallocating functions, Another tc)rmub \\'hich has
been used is to gi\T blanker aurhoriz.uion to non physicians as long as they
function "'under the super\"ision" of a licensed medicll practitioner. This
docs not address issues \\'hich arise \\'\len nonph~'sicians arc \\'orking \\'ith
other nonphysicians.

Conclusion
The arguments in fa\'or nf expanding the roln ~)f non physicians appear H,

be both (ogent and realistic. The policy alternati,'C:, L1re Llt this stage rather \\TIl

dc\'Cloped. \Vhat is needed is the political \\'i1l to make the sorts of changes that
are required.

--------
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At one point in Through the Looking Glass, Alice is complaining incredul
ously to the Quecn that although they havc bcen running side by sidc for quite
some time, they sccm to bc gctting nowhere. Befuddled by the turn of evcnts,
Alice volunteers that if they had bccn running that fast in her countr:, "you'd
gencrally ~et to somcwhere else." Thc Queen is heard to retort, samn'/hat
indignantly, that in her realm one must ~ un that fast just to stay in the same spot,
adding, "Ifyou want to gct somewhcre else, you must run at least twice as fast!"')

The parallels between thr. scene described by Lewis Carroll and attempts to
providc family health carc arc striking. Though programs around the world havc
been running tor ~'cars, they havc nat gottcn "somewhcrc elsc." It is long past
time, and wc are in a hurry. Onc cannot dcny the urgcncy ofsoh'ing these issucs.
But rather than run heh:er-skclter towarJ policy choices, it may bc wiscr to learn
ta walk thoughtfully.
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Change in Family Health Care Policy:
The Ghanaian Experience

R. Amonoo-Lartson

B dare setting out to plan tor the manpower requirements of a pe
ripheral health care delivery system, the size and nature of the health
(He problems tor the community must be ascertained. The demo-

graphic characteristics of the population must be known in order to identify
those groups which require the most care. In addition, geographic and climatic
features must be considered, since breeding places tor disease vectors, changing
temperature and humidity conditions and the nature of vegetation in an area arc
important factors in determining disease problems and their frequency.

For exan1f'.e, harsh weather conditions at certain times of the year may
result in diminished tood production which, in turn, may lead to malnutrition.
Childhood diseases such as measles commonly occur during cold seasons when
over-crowding is common, making it easier tor the measles \·irus to spread.
Other examples are those social and cultural practices which sometimes involve
taboos relating to food. These taboos may predispose mothers and children to
nutritional disorders such as iron-ddiciency anemia and protein malnutrition.

The types, numbers and mix of health personnel to be used in any health
care delivery system depend on the demand for health care. Very often, it is not
the local community or district which decides which services should be sup
ported, but the national government, which may have its headquarters in
another part of the country, far remm'ed from the health problems of a given
area. If the government is decentralized, however, it is possible for the local
people to actively participate in the decision-making process.

Ghana's Primary Health Care Program
In 1977, a proposal was made by the Ministry of Health to the Government

ofGhana. At that time, despite a substantial increase in investments in the health
sector which had been made dur .g the postindependence period, very little had
been achieved in improving health care coverage or preventing and treating
major diseases. Health expenditures were still weighted in favor of secondary
and tertiary care (Figure I ~ .

Because the existing health care delivery system was ~eaching only 30% of
the population, the proposal recommended the adoption of a primary health
care program which would attempt to treat or prevent the vast majority of the
causes of morbidity and mortality and to extend coverage to 80% of the people
of Ghana. In eractical terms, this meant that the gap in population coverage of
50% would be closed at the rate of 5% increase per year for the ro-year period
1980-1990. Formidable as this may appear, the health planners were convinced
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Figure 1.

Population Served & Health Expenditure by Level of Care, Ghana, 1975-76.

% population served % health expenditure

_ Tertiary care
_ Secondary care
r=J Primary care

Source: P1imar)' Health Care Concept Iv"r Ghana, Ministry ofHealth, 1977,

that with judicious use of existing tinancial and material resources and the
dcvelopment of a more appropriate health manpowcr policy, thc objectivcs
could be achie\'ed \\'ithin the set period.

Figure 2 shows the dramatic percentage increase in a\'ailablc health man
power and institutional carc facilitics in Ghana bet\\"Ccn 1960 and 19....5. Particu
larly noteworthy is the increase in the number of a\'ailable nurses and midwivcs

, '

rcsponsible for prO\'iding family health care services at stations and outreach
clinics in outlying areas.

Levels ofcare. Thc primary hcalth care systcm in Ghana is a threc-tiered
structurc \\'ith its base in the \'illagc or community:

Level A is based in the community and manned by health workers who arc. .
n:sponsible for administering basic family health care and curatiyc scryiccs to

community members. The "illage health workers also help to educate people
about their health needs, and mobilizc the community to participate actively in
finding solutions to thei~' health problems. Em'ironmental sanitation is also
handled by village health workers at this level.

Figure 2.

Health Personnel & Hospital Beds, Number & Population Ratio, Ghana,
1960-75.

Physicians Dentists ~urses ~lid\\'i\'es Hospital Beds

1960 383*/17.5** 19/354.0 1554/4.0 130/52.0 5787/L2
1975 1031/9.5 601165.0 6153/1.5 4932/2.0 12,973/0.8
Increase 2.7xll,8x 3.2/2.1 4.0/2.7 38/26 2.2/1.5
1960-75***

* actual total number in count1,'.
** population ratio, in thousands:

*** 1-iOte !10lV national population growth undercut gains in numpowe1:
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Figure 3.

Corresponding Structures, Health & Political Systems, Ghana.

Health System

---......

..

..

Political System

Lepel B represents a health station (health center or health post) where stafr
prm'ide supervision for Len~1 A acti\'ities within a local council area, It is from
here that ongoing training tor LnTl A stafr is organized and referrals from LeYel
A are handled.

Lepel C is not actuall\' a health care facilin' b'lt rather a le\'el at which
, .

members of the district health team are expected to ~bn and super\'ise programs
and analyze health care data t(J[ replanning and eyall'ation purposes.

Figure ~ shows the three-tiered health care deli\'Cry system at the district and
subdistrict len.'ls and ho\\' it relates to each appropriate political unit. This type
of relationship is mandated b~' the 19-1 Local Go\'ernment Decree aimed at
im'oh'ing the grassroots of Ghanaian society in the running of governmcnt
business.

Manpower Planning
In 19-8, a Human Resources Project Team was set up in thc National Health

Planning Unit of the iV1inistry of Health of Ghana. The main task of the team
was to consider the special manpower needs of the primary health care program
and to redefine policy. This meant that more nonphysician health providers
would ha\'e to be trained to work mainl\' in rural areas at the health station and
community le\'els. A subcommittee was set up to define which tasks had to be
performed and by whom, as well as the type of training necessary for nonphysi
cian workers at \'arious le\'cls. The subcommittee attempted to define the heaith
manpo\\'cr needs of the primary care program by asking thc following
questions:
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Figure 4.

Population by Age Group, Ghana, 1976.

Age Group Under 15 years 15-44 45-64 65+

% Population 47% 40% 9%

Soum: S.K. Gaisit" et al. The population of Ghana. (Paris: CICRElJ, /V16).

• "That arc the most cemmon causes of morbidity and mortality and the age
and sex groups most at risk at the district and subdistrict levels?

• \\lhich types of health personnel should be recruited to provide the care
needed, and what are their roles and functions~

• \\lhat types of training are needed to acquire the necessary skills for han
dling the common health problems ~

• \\lhat management support system should be installed to assist the pri
mary health care program in ;tchievement of its objectives?

Nature and size of the health problem.. The disease problems and
demog;aphic characteristics of Ghana are similar to those of most developing
countrie~. According to the 19-0 census, +":'% of the population of Ghana was
under the age of 15 years. Slightly oyer +0% of the population was in the
reproducti\"C years bet\\'een the ages of IS and ++ (Figure +). It is obvious
therdon: that in planning health sL:\'ices consideration must be gi\"Cn to the
special needs of women of childbearing age. The top ten causes of disease and
death in Ghana in children under S are listed in Figure s. These conditions
account for 6S% of all disease and death in this age group. This can easily be
related to the quality of care a\'ailable during the pre- and postnatal period. Of
the 200,000 estimated total deaths in Ghana per year, 120,000 occur in children
under S years of age, and of these 90,000 are attributable to pre\'Cntablc causes.

Counseling in child spacing during the immediate postnatal period is essen
tial because it is then that mothers can best be motivated to attend familv
planning clinics. The a\'ailability of family planning services to women generally
would reduce disease and death in children and mothers because of an increased
birth intef\'a!, and great sayings can be achieved in the cost of prenatal care and
child support.

Figure 5

Top Ten Causes of Death & Disease, Children Under 5 Years, Ghana.

1. Malaria 6. Pneumunia
2. Prematurity 7. Kwashiorkor, Marasmus
3. Measles 8. Gastroenteritis
4. Birth Injury 9. Neonatal Tetanus
5. Sickle Cell Disease 10. Accidents

Sourcc: Xational Health Planning Unit, Ministl}' o.fHealth, Ghalla.
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Task defmition. Having ddined the health problems, the subcommittee
then determined the tasks to be performed in the community or village (Le\'l~l

A) and at the health st.'1.tion (Level B). For work at the community lc\'el, the
main types of health providers were identitied as the traditional birth attendant,
the community organizer, the community clinic attendant and the community
sanitation worket.

It was unclear, at tlrst, what role Medical Assistants (t<Jrmerly Health Center
Superintendents) should play in the ncw primary health carc organization. On
the basis of discussions which ha\'e taken place since the manpO\\".=r planning
team completed its work, it was agreed that fle N1cdical Assistant should remain
at thc health station level to provide primarily curati\'C care and administrati\'C
tasks such as procurcment and distribution of supplies and organization of
training programs.

Types of health worker: Lepel A. The traditional birth attendant
(TBA) represents a \'cry important manpO\\'Cr resource for family health services
which has not been fully utilized in Ghana and many parts of Sub-Sahara Africa.
In Ghana it is estimated that -5% of all deliverics are pert<.mned by TBAs. In
19"'72, 63 TBAs and 26 assistants were registered in the three study areas of the
Danfa Project- giving a TBA/population ratio of I: 137. About half of those
registered were males.

The aim of a TBA training program should be to upgrade skills necessary to

perform sate deli\'Cries, using simple instmments under aseptic conditions, as
wcll as to recognizc high-risk pregnancies requiring referrals. TBAs should also
be familiar with various methods of contraception in order to educate and
motivate clients in their usc. In some cascs TBAs can sen'C as agents tor dis
tributing contraccpti\'es. Figurc 6 outlines the tasks which TBAs can be trained
to perform to makc them marc effectivc and effIcient as peripheral family health
workers. Figure -, lists the suggested criteria t<J[ selccting participating TBAs.

The initial training ofTBAs should be short so as to maintain their level of
interest in acquiring ncw knowledge and skills, Furthcrmore, c\'Cry \'isit by
Level B (hcalth station) statf should be used as an opportunity to re\'iew what
the TBAs ha\'c alrcady bccn taught and providc answcrs to qucstions TBAs may
have with respect to practicing thcir ne\\'ly learned skills.

TBAs should also be gi\'en si'l1pk kits containing sterile dressing, ncw
shaving bladcs, obstetrical stethoscopes and samples of oral contraceptives, con
doms and vaginal contraceptivc foam. Instead of relying on external donor
agencies for the supply of midwifery kits, TBAs can use portable wooden boxes
which \'illage carpenters can bc taught to make (as was done in the Dant:l
project). The use of locally made kits will also stimulate cconomic acti\'ity in the
community and will generate income for crartsmen.

In addition to cnsuring that the knowledgc, attitudes and practices ofTBAs
are regularly rcviewcd by hcalth station staff: supply stocks needed tor the
midwifery kits must be frequently replenished. Arrangements should be made
for TBAs to visit health stati. ns and occasionally hospitals to exchange int<xma
tion and viewpoints in f:llnily health and obstetrical practices with doctors and
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Figure 6.

Suggested Priority Tasks for TBAs.

Antenatal Care

1. The TBA should recognize that women with any of the: tdlowing condi
tions arc at risk: short stature:, contracted peh'is, previous difficult dclin:ries,
previous Caesarian section, tears in the abdominal waiL sevcrc perineal scar
ring, or young ,1ge (under 18 years).

2. TBAs can provide malaria prophylaxis (weeklv pyrimethamine), encour
age predelivery hygiene, and provide child spacing services.

3. TBAs should refer patients to the clinic during this period in cases of
edema, dizziness, severe \'omiting, anJ grand multiparity (5 or more previ
ous pregnancies).

Deliverv.
1. The TBA must remember the essentials of aseptic deli\'cry: using clean
shaving blades, and boiling the instnIITIent to cut the cord, for instance,

2. The t\\,o most important complications for the TBA to recognize arc an
tepartum hemorrhage and nIptured membranes without progression of the
deliven'.

3. The TBA should be well trained in clearing the airways of mu(ous dnd
blood using clean swabs, and in the usc of suction.

Postnatal Care

1. The TBA GUl be very effective in educating the mothers on: cleaning and
dressing of the umbilical cord, breastfeeding, child spacing and contracep
tion, immunization of children, and encouraging mothe. 5 to return to the
clinic for postnatal care.

2. During the postnatal period the TBA should monitor the mother and re
fer her to the clinic in cases of bleeding, suspected puerperal se~)sis, and fe\'Cr
from malaria, mastitis or breast abscess,

other health stafr These visits arc necessarv to maintain the interest of TBAs in
the family health program, as \\'ell as to givc them a sensc ofcommitment to and
involvcment in improving communit~, standards of health and li\·ing.

There are other peripheral health workers-such as the community organ
izer and the communit\' clinic attendJ.nt-whose activities im'olve the health of
the family but \vhose main responsibilities arc not as closely linked with mothers
and children as those of the TBA. All these \vorkers should be trained together
and should be familiar with the functions of their colleagues so that they can
cover for one another, at least tor brief periods, if someone is una\'ailablc for
work. Ideally, all peripheral workers should recei\'c some training in family
planning so that they can function as motivators in the community.

Another very important aspect of the TBA's work is rccordkecping. A small
notebook should contain up-to-date intormation on births, deaths (including
cause of death, especially if this is dircctly related to complications of pregnancy
or delivery), name, sex and parentage. In most villages or communities there is

l
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Figure 7.

--
Suggestr d Criteria for Selecting TBA 'fraine, ~.

-

l. Consult town or \'illag, de\-elopmem committee t(H help in choosing among
practicing TBAs in the community.

2. Initi;llly, select TBAs who ha\'C an acti\'(: practice (at least 5-10 deliveries per
year).

3. If possible, TBAs selected should be under 60 years of age, and must ha\'e
good hearing and t'\'esight.

4. TBAs of either sex (:'.11 be recruited (50% were males in the Dania project).

5. TBA trainees do rot han: to be literate.

usually a liter~1te person (s~hool teacher, school child, or retired public official)
who can assist in recordkeeping if the TBA IS not literate. \Vhere there arc no
literate persons, colored marbles can be used (each representing a specified
complication of pregnancy) which can be dropped into a pot if and when the
problems occur.

There are, in addition to TBAs, other traditional health practitioners in
Ghana such JS hcrba1ists, psychic healers and bone-setters who represent an
important resource f<x the extension of primary health care, but who ha\'C not
been involved in any appreciable way in new health care delivcry strategies at the
community level One nongO\'Crnmental health care organization, hO\\'C\'Cr, in
the Brong-Ahafo region of Ghana, has started training herbalists and fetish
priests ~md priestesses for use in primary health rare delivery on an experim::ntal
basis.

Lel'e! B. Le\'Cl B staff- must ha\'e training in skills morc sophisticated than the
Le\'Cl A workers. \Vorkers at Le\'C1 B will handle mainly maternal and child
health problems, community organization, em'ironmental sanitation and clinical
problems referred from the communities. Training and supen'ision of Le\'Cl A
stafr and mainteI1ance of sGpplies are some of the management tllllctions to be
carried out by the health station staff-. Stafr at Level B, unlike those at Le\'C1 A,
will be part of the formal district health organization but will ha\'C to work in
close consultation with local councils in their respective areas.

Lepel C. Apart from the physicians working at the district hospitals, the only
other physician at Level C will be the District N1cdical Officer of Health, who
will be the leader and coordinator of the District Health Nlanagement Team-all
the other members will be nonphysiciails. These will be the District Public
Health Nurse, the District Health Sen'ices Administrator, the District Sanitary
Inspector and the Medical Field Unit Technical Officer, in addition to any other
personnel who may have to be trained as the specific health needs of the district
are identified.

Other health promoters. Other health promoters include staff- of district or
ganizations dealing with education, social welfar\', agriculture and water supply.
Teachers, t()[ example, can be trained to detect ear!v signs of important disease",
and growth and development problems. In addition. they can be taught to treat
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minor ailments resulting from accidents, and even to administer antimalarial
prophylactic drugs or medications. Pupils, too, can spread health information to
other members of thc family and thc communitv.. .

Duplication of eftort can be avoided if field work is well coordinated. In
some cases, howcver, overlap may be effective. For example, for many ycars
community social welfare assistants havc becn used in hospital outpaticnt de
partments and MCH clinics to discuss child spacing problems with paticnts.
Agricultural cxtension workers who are in constant contact with farmers and
their families can simultaneously encourage child spacing for health promotion.

Conclusion
The Ministry of Hcalth in Ghana is developing methods to extend health

care coveragc to communities at thc periphery of the hcalth care delivery system.
Among these methods arc the training and use of multipurpose nonphysician
family health workers; the integration of family planning programs into existing
primary hcalth care facilitics; and plans to establish new sen'ices using tradi
tional birth attendants and other ncw health personnel. It is my sincere hope
that what we have learned thus far from the Ghanian experience may be ofuse to
other developing countries in attempting to improve the quality of health and
life for their people.
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Workshop Reports

F our workshops were held during the conference to allow the partici
pants to relate the issues presented in the plenary sessions to the
solution of specific and practical problems. Each workshop discussed

;1 case study as the basis tor developing strategies for providing appropriate
family health care. In Workshop I the participants dealt with the imaginary rural
community of Salaga; in Workshop II they dealt with the imaginary urban
community ofWorrikambo. Participants identified the most ifP.portant maternal
and child health problems likely to be present in the community; and cetermined
the primary population groups in need of services. They then proposed the
strategies required for tackling the problems, and developed a plan for ensuring
maximum coverage of the population.

Workshops III and IV focused on manpower development tor three ditter
ent problems-high-risk pregnanc~~ child sp<~cing, and postpartum health care.
Participarts identified the sen'ices needed, steps in the development of the
program, and what statt- should delivcr care in which location. Finall~~ partici
pants crcated a health car~ team to implement the program.

Workshop I: A Rural Area

Case Stud)'. The rural community of Salaga is one of 60 districts in a tropical
African country. The population is spread over +00 towns, \'iUages or hamlets whose
population range from 500 to 3,000 (Figure I).

There are two main roads running nonh and south and most of the smaller villages
are several kilometers from the major roads. Most of these viUages are inaccessible during
the rainy season.

Fa~ming is the major occupation of the rleople, engaging 75% of the males and 60%
of kmales. Forty percent of men and 18% of wvmen in the age group 15-+4- are literate.
Nineteen percent of the population are children under 5 years of age, +9% are under IS,
18% are women aged 15-+4- and only 3% are over 65 (Figure I).

Figure 1.

District of Salaga.
-~-

Population
Area
Crude Birth Rate
Crude Death Rate
Infant Mortality Rate
Maternal Mort,llih' Rate
Total Fertility Rate

Workshop Reports

300,000
10,080 kn?

50/1000 populatio1l
20/1000 population

150/1000 lil'e births
500/100,000 live births

7.8

1/9



The prm'im:i.ll hospit.ll .1I1d , s.ltdlitl' clinics prm'idl' most/\' cur.lti."l' he.llth c.lre til[
the district. The +0 bcd hospit.ll is run lw 2 doctor", ~'i nursc", mil{wi\'es .md Ilursin~

.lides, .1 plurnucist, dispensary .lssist.mts .md a I.lbor.non' technician, :\. rl'g;iOl1.l1 :Jospit.1L
220 kilometer<; .1W.l~', Sl'n'l'S .lS .1 referr.ll (enter t(lr complic.lted C.lses, The di"trict i" .1!sO
sen'ed lw .1 number of tr'll~ition.11 heakr", herb.1lists .md birth .lttend.mts,

Tlv:' sen'ices prm'idl'd .1t the hospit.11 include cur.lti\'c C1rl' t<lr .111 .1~l'S, child wdbrl'
ure ti..lr childrcll under, ~·e.1rs .lI1d n1.1tl'lllin' C.He ti lr women, 'len perccnt ofchildren ,md
'i% of \\'omen h.1\'l' .1dequ.ltl' immul1iz.ltioll record", fittl'l'l1 percent of women rl'l.:l'i\'l'
prl'l1.lt.ll ore, R% ddi\'l'r il1 .1 hospit.1lor clinic, .md onl~' 10"b of \\'(lml'n r-:turn t{lr .It k..1"t
one posrrut.ll \'isit. f.1mil~' pl.mning sl'n'icl's .1rl' otfercd .n the hospit.l1 .md diqics, .md in
19-9, 'iOO .1ccl'ptors were registered,

A dl'\tri·.:t public hl'.llth nurse, , community hl'.llth nurse" .1I1d .1 ".1l1lt.1ri.1I1 run the
public he.llth .Kti\;ties of thl' district, \\'hich iri'::lllk community hl'.11th monitoring,
he.1l~h educ.1tion .1l1d el1\'ironll1l'nt.ll ...mit.trion, Becmsl' of tran"port.nion prohlem",
hO\\'e\'l'r. the .1I'ti,ities of the public he.llth te.un .1rl' limited to thl' pro\'inciJI c.lpit.11 .md
nC.1rb\' \'ill.1ge",

Conclusion. Thc \\'crkshop particip.1I1ts highlightcd thosc prohlems that
had thc greatest dh:ct on thl' commulllty's hcalth: .1 highly dispnsl'd population,
poor transportatipn, ,1 highly skl'\\'l'd ,lgl' stnKturl' \\'ith nl"lrly half thl' popula
tion unda i\, illitaa(\~ health C.lrc LKilitics that ,lIC tl'\\' in l1umhn and under
staft'cd, .1I1d inadcquatc prc\'"lti\'c .md ohstctric,ll sCf\'iccs, In S,llaga, the pri
m,lr\' causcs of morhidin' ,md mortalin' arc mal,lri,l, diarrhca, malnutrition,

, , ,

mcasles, tI'LmUS, communicahk diseases, pneumonia, Im\' hirth\\'l'ight .md
prohlems of plTgnancy such .IS 'lI1l'mia, antcp,lrtum or postpartum hemorrl1.lgc
pUl'rpnal sepsis and sl'ptic ahortion, Sincc thl'~l' arl' primarily prohkm~ of
childrcn ,md sexuall~' ani\"l' \\'on1l.'n, till' \\'ork~hop idcntitied thrl'l' population
groups most in nl'l'd of sl'f\'icl's-childrl'n, adolescl'nts and morhas. Thl' goals
of hl'alth C.Ire in thl' Salaga district must be to dClTl'.lSe nl.ltl'rnal mortalit\" infant,- ,

mortalit'" hirth rates and dl'Jth rakS,
Gnl' strategy idl'ntitil'd to t.Kkk Salag.l \ hl'.llth prohlems \\'as an int·~'gr.ltl'd

dc\'dopml'nt .lpproach tt:.lturing imprm-cmcnts in agriculturc and transporta
cion, linkl'd \\'ith hdping till' community idl'ntify thl'ir O\\'n hl'aIth needs and
soh-c thl'ir O\\'n hcalth probkms. The planning st..lge \\"{>uld in\"{,h"l' idl'ntW, ing
human rcsourcl'S t(lr building a dl'cl'ntnlizcd scr\'icl', dl'\'Cloping a rd'crral and
super\'ision systl'm in conjunction \\'ith till' gO\-crnmcnt Ill'alth sl'n'icl', generat
ing tinalL'ial ;"I'SC 'Jrccs through sdf-hdp projl'cts and community contrihutions,
and dl'\'l'lopmg an appropri.ltl' cOmprdll'nsin: l'\'aluatio!": s~'stem, Thl' most
important tt:atures of this integr.ltl'li approach \\"()lJld hI.' an immunization prog
ram ttX infams, adolescl'nts .1I1d morhl'rs; a health l'ducltion program In family
litt:, nutrition, oral rdwdration 2nd l'n\'ironnll'ntal sanitation; n,iucation and
treatment of malnutrition; imprO\'l'ml'nt in agricultural tl'chniqul's .'nd com
munication; basic Cll'C t()r till' mothn .lnd child tClturing famil~' planning, prl'
and postnatal carl' and ddi\'ery sen'iel's; an ,ldult litc' :y program; and a prog
ram tCJ[ imprm'ing \\'at,:r, homc sanitation and I'n\'inHllnent.l1 sanitation. The
personnd nl'l'<.kd t<x thl'SI' sen'ices \\"{mid nor hI.' limitl'd to the physiciaI.s,
nurses and mid\\ i\TS of the t()rmal ho 1::-h structure Communit\' Ie.ukrs, tradi
tional birth attenJants, \'Olunt.lf\' hl'alth \\'orkers and communin' hl'Lllth \\'orkns

, ,
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would be trained to prm'ide basic sen'ices, Other \\'orkers, such as 'l~ricultural

extension workers, teachers and sanitary inspectors, would bro~H.ki lheir areas
of expertise to make specific contributions to\\'ard the imprm'Cmem of health in
Salaga.

Some parti-.:ipants suggested specific long-term objecrin:s: to reduce the
infant mortality rate from 150 to no de~lths per thous,lI1d li\'e births, and reduce
the maternal mortality r~lte from :i,O to O.:i dClths per thousand li\'e births, both
witl-)in 20 years, The sho..t-tcrm str~ltegy (;; ~'e,1rs) cOIKentr~lted on the de\TI
opment of \'iJlage Ie\TI health personnel \\'ho \\'mIld be supen'ised b~ traditional
professional sen,ice prm'iders. At the \'ilbge InTI, one non physician health
agent was to be trained f<J[ each :iOO inh~lbitants.One professional should super
\'ise 10 nonphysician health agepts. The longer term strateg~' extends the profes
sional de\Tlopment of non physician health personnel, with the goal of integra
tion with the formal health infrastructure,

The most important step in ~;oh'ing rural hC<llth problems is to reorient the
health care system to emphasize primar~' health (~lIT rather tlun IJrge specialized
hospitals. The existing infrastructure must be utilized and expanded through
sensiti\T training of traditional birth attend~1nts ~lI1d heak'rs, through de\'eI
opment of multipurpose health ,lI1d em'ironment,ll <;anit,ltion \\'orkers, and
through \'oluntary community participation that is not nO\\' a part of the indi
genous sOGal system. These steps require the transfer. di\'Crsitication ~lI1d reallo
cation of the countn"s health can: resources.

Workshop II: An Urban Area

Case Stud~ The to\n1 of\\"orribmho is the L.lpit,ll of one of the [2 regions in ,1
tropical West African country. The popul.1tion of the region i" l.\ million ,md tll.1t of the
to\\'o i" ~80,000, Thne has hem suhst,mti,11 migration from the rural ,lre,ls into the
regional capital in recent ye,lrs and this trmd i" incre,lsing..\lost of the migr.mts arc
poorh' educated and end up \\'ith \'ny lo\\'-p.l\'ing jobs (or no jobs.u .111l, li\'ing in the
peri-urban fringes of \\"orribmho The homes in this section of town arc o\'ncro\\'lkd
and poorly constnIcted and the el1\'ironmentJ.I s.lnit.uion is snioush" in,lde~uatc.

The litn.Icy rate t(H the to\\'n is estim,ued ,u"o;o t()r maks ,md 28% t()r km,lks ,1ged
[,-++ \TJ.rs, fifteen pncent of the popul'ltio[l ,Ire children undn , \'ears, +0% are undn
I" [6% are \\'()men aged 1,-++ ,md ,O°;() ,Ire men aged 1,-++ \T,lrS, figure 2 "hO\\'" othn
\'itdl statistics t()r the to\n1.

Figure 2.

Citv of Worrikambo.

PopUlation of to\\'n
Population grO\\'th rate
Crude hirth rate
Crude death L'tte
Infant mortality r,He
Total fertility rjte
Gross ~,ltionJl Product

380,000
12CVo
38,1000 popul.1tioll
12 1000 popuLuioll

lOa! I 000 li\'e birth"
:;.8

l"S5 150 per L,lpir.l

·TlJf I.\fR mlJ.i1fS f/"U11I -() 111 fIJI' 11Ia11l tOll'l1 to 14 - 111 flJfslllms,
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He,llth C,HC t()r the town is pnn'ided b,' ,1 2OQ-bni hospiuL + priLue dinics, ~ health
centers ,lnd + pri,'ate m,uernit\' homes, There ,1re ,1 tot,l! of +2 doctors in the ,'arious
he,llth institutio(1s-~~ in the gO\'ernmcnt hospit,ll.\ in the he,llth centers, ,1Ild + in
pri,',ue clinics, In ,lddition to cur,ui,'e C,lre, the hospit,ll ,1Ild the he.llth centcrs pn)\'ide
some pre\enti\'e C,lre such ,1S child educ,uion ,1Ild m,uern,ll C,lre, The region,ll hospital
,llso ser\TS ,1S ,1 rdt:rr,11 center t(lr the he,lith institutions in the region, A \\'esrern-trained
surglc.l1 specialist is in d1.lrge of thL' he,llth "L'n'icc" for the region,

Thim' pnccnt of children h.1\'c h,ld somc immllniz,uion cither fwm child we!brc
dinics or from the occ.lsion,ll m,lSS immuniz,uion ump,ligns, T\\Tnt\ -tin' percent of
prcglUnt \HlllKn ,mcnd ,1Ilten,lLl! clinics \\'ith 1+% ddin:ring in thc hospiuL hc.llth
center or prj\'",,: m,uernit\, homc", On'" ,1 sm,ll1 proportion r-,f \HlllKn rtturn tl.lr post
n,u,ll C,lrc. r,ll11l'" pl,lI1ning scn'iccs ,1rc pn)\'idcd in thc hospiul .1I1d hc,llth ccnters h\' II

bmih' pLlIling nurscs \\'ho dispensc pills, condoms. ,1Ild t(l,lm, .1" \n:11 .1 ... insert It'Ds, The
bmi'" pLu1I1ing dinics ,m: held in the ,ltternoons ,1tter the reguLH outp,uient clinics, ,md
,lrtenlbnce i ... descri bed ,1S poor, In the tirst (, months of the \'e .1r. 2,\0 I ,l(ceptors had been
recruited in ,111 the gm'crnl11ent ccnters, .\ PLlI1ncd P,lrenthood L'linic in to\\'n n:porrcd
2.08- ,lcccptors in the ",lmc period,

Conclusions. The major calISes of morhidity ~lI1d mortality in \\'or
rikamho ,lIT the S,lIl1C diseases that aftect mothers and children in rural areas, But
\\'orrikJ,mho, like most African cities, has ~ldditional social and health prohlems
related to r.lpid in-migration from the countryside p~lrticularl~' b~' young men,
This results in O\'CrcrO\\'ding and ,1 high incidence of snually-tr.lIlsmitted dis
e,lses, The \\'orkshop participants recommel1lkd directing sen'ices to three
gro\I"s-children, \\'omen of reproducti\'C ,lgc. ~lIld ~'oul1g men,

Health care cO\'Crage could he suhstanti,ll1y incre~lsed h\' ckcentralizing ser
\'ices and increJsing the numhers of nonpl1\'sici~1I1 health personnel. \\'orkshop
participJnts recommended increasing the current'i centers to 10, and assigning
to each .1 specitic catchment Jrea of the cit~" HCllth centers \\'ould prO\'ide
prinury care, concentrating on nutrition educ.1tion, immuniz~ltions, trcltment
of common ailments, ~lntenat~ll and postnatal C,lre, family planning and em'iron
mental sanit~ltion, The hospital \\'()lJld SlT\'C .15 1 reterr,ll center, prO\'iding sec
ol1lhry J.nd terti~lr, LIre, h\'e of the hospital ph\'Sicians should he sent to the
health centers so that e~Kh center Ius J medic~ll sen'ice, The professional staft- at
c~Kh center \\'ili .llso include one public he~llth nurse, t\\'O communit~, health
nurses, one flmily planning nurse ~lIld one public health inspector/sanirarian,
The team \\'i11 identi~', train ,1I1d supen'ise local traditional health \\'orkers and
community le~llkrs in their o\\"n health zone ",ho can pro"ide health education
,1I1d simple sen'ices,

Workshop III: A High~Risk Pregnancy Program
High-risk pregn~lIl(iesare appropriate for rderral to tertiary care (enters t{)r

deli\'Cry, The easier it is to identit\, ~1 high-risk pregn~lIl(~', the gre~ltcr the propor
tion th"t \\'ill be successfully rderred t{)r ,1ppropri.lte L1re, Thus the \\'orkshop
concluded t1ut it ",as important to define high-risk criteria in simple terms,
These critcriJ include:

• ~lothcr of short stature (less than:, tCet tall),
• A first hirth,
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• Mother less than I":' years of agc or more than 35.
• Primigra\'ida o\,er 30 years of age.
• Grand multipara (fifth or later pregnancy).
• Mother with history of surgery related to prcgnancy, or obstetrical

problems.
• Problems in present pregnancy.
• Mother with known medical diseases or dd(xmities.
• Mother who had previously been infertile.

The identification, prevention and management of high-risk pregnancies
requires trained personnel, equipment, facilities and drugs. At the grassroots
level, traditional birth attendants should be trained in simple skills and inte
grated into the health scheme. Community organizations could also become
involved in health cducation, nutrition and family planning. These community
groups include women's organizations, church and youth organizations,
schools, political groups and traditional leaders and healers. The community
thus would be the front line in identification and pre\'cntion of high-risk pre
gnancies through their work in family planning and in pre\'enting many of the
problems that lcad to risk, including anemia and malnutrition.

The next !c\'el in the high-risk pregnancy program would consist of an
tenatal clinics staffed by MrH nurses. These nurses \\"tmld provide simple treat
ment of common prdJ\'~rT"~~.(1dwould supervise the community le\Tl workers.
These clinics should have aUI·~.· :-~ drugs for treatment and prophylaxis of
common conditions, such as anc::. 1d malaria. The nurse would follow high
risk pregnancies and at deli\"Cry \\·OUI.... _<:fer to the hospital those that needed
medical attention.

Workshop IV: Child Spacing Services
The first step in developing a comprehensive child spacing program is to

conduct a baseline sur,ey that will f~1Cilitate determination of delivery points,
size and scope of the demand, and target-setting. A comprehensive progran1
means prO\'ision of all possible child spacing alternati\'es, including intrauterine
devices, oral contracepti\Ts, barrier methods, injectJhles, voluntary surgical
sterilization and treatment of incomplete abortion. The sen'ice should also in
clude counseling, treatment of infertility and referral for other scrvices needed,
and should be capable of following up client~. The program should h,1\'e a
broad-based community approacl~md include health and nutrition education,
family lite education (particularly for adolescents), community moti\'ation using
mass media, and promotion of breastteeding.

The participants recommended that the home, the community and retail
outlets arc the basic level for distribution of barrier family planning methods. If
possible, clicnts wishing intrautcrinc dc\'ices or hormonal contraceptivcs should
be seen initialiy in a clinic and further supplies of pills obtained from retail
outlets, community-based distribution systems or traditional birth attendants.
Health education, community moti\'ation and f~1I11ily life education should be
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carried out in mass media, schools, youth clubs and community organizations.
The participants rcc ..>mmended that follow-up would be most eftective if done
in the home.

The family planning clinic should ofter surgical contraception, though early
treatment of incomplete abortion can be done by an appropriately trained pro
vider in the client's home. All clinics should ofter outreach services. Infertilitv
can be treated either in the clinic or by referral to a hospital. Basic laboratory
tests, such as pregnancy testing and Pap smears, should be available in the family
planning clinic.

Community leaders, \'olunteers and traditional birth attendants should be
involved in moti\'ation, pro\'ision ofcontraceptives, follow-up, h~alth education
and referral. The workshop participants recommended that journalists and mass
media specialists become invoh'ed in promoting child spacing services at the
communit\, level. The family health nurse and nurse auxiliaries should run the. .
clinic and supervise clinic \'olunteers. Nonphysicians can prO\'ide dinic-based
nonsurgical con~raception, make referrals for intertility and other medical prob
lems and, if properly trained, provide surgical contraception. Part-time physi
cians should be a\'ailable for surgical contraception, clinical e\'aluation and treat
ment of infertilit\,.
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Conference Summary &
Challenge for the Future

[(. E. de Graft-Johnson

T he subject of this conference C()[1(erns e\Tryone. All human societies
ha\'C de\Tloped systems for safeguarding their health and ha\'C
sought to presenT these systems with all the traditional mechanisms

of social control-customs, taboos, religious prohihitions, injunctions, laws,
public opinion and even superstition. These traditional medunisms of control,
by their very nature, ha\T a tendency to presen'e existing systems and their
underlying beliefs and values, and to undermine the counten'ailing f()rces of
change and progress. from time to time, therd()re, conscious attempts must be
made to modify existing values and beliefs, to de\Tlop new ideas and rationales
and to create new structures f()r the ach'ancement of human progress and \\'Cll
being.

This conference holds hope f(Jr such a change. The speeches of the opening
day expressed optimism that \\'C who are assemhled here would find a way of
bringing comprehensive and efiective health sen'ices to the majority of our
people. For a century now our people ha\T had to rely on an outdated medical
system f()r presen'ing litC, mind and limb. The time is long O\'Crdue to extend
the benefits of modern medicine from the few to the man\", and to ensure that all
our people have a chance for a long and healthy litC.

In opening the contCrence, the Honorable Minister of Health, (Ar. Harry
vVilliams, indicated that the Government of Sierra Leone was committed to such
a program and had already established <1 health center to train nonphysicians for
an expanded role in health sen'ice deli\'Cry. Dr. Nlarasha Marasha, who gave the
keynote address, outlined the aims and objectives of this contCrence and stressed
the urgency of the issues nO\\' confronting us.

Mrica's Health Problems
The health profile of Sub-Sahara Africa was then comprehensively re

viewed. ProtCssor O. Ransome-Kuti gave us statistics on mortality and morbid
ity, showing that the categories of the population most at risk arc children under
five years and women of childbearing age. The major bctOl"s underlying these
statistics are eI1\'ironmemal-the function of poor public health t~lCilities, poor
drinking water, and pour personal hygiene. A high pregnancy rate has been
another major health hazard to mothers and children. Socioeconomic factors,
such as poverty, ignorance and ~,uperstition constitute the third major con
tributor to high death and sickness rates, Most of these deaths are avoidable, if
efforts are focused on improving the environment to PIT\'Cnt disease rather than

Conference SU1nI1Ulry 12J



concentrating on cure. A demogr.1phic and health profile of Sierra Leone was
presented in Dr. Belmont \Villiams' p.1per, \\'hich also noted that the major
health hazards are plT\'entable diseases caused largely hy enyironmental factors.

Professor Bonibce 0Jasah's paper explored some of the courses and conse
quences of infertilit~~ .l!1other plague on the Afrion landsope. He noted that
the incidence of infertility was high in some countries .1l1d in specitic parts of
other countries. The IT.1sons t()l' these diftcrential trends arc not completely
understood, pointing to the need t()r more research in this aITJ. He attrihuted a
large proportion of infertility cases to sociocultural LlCtors, sexually transmitted
diseases (STDs), and other disorders. Man~' of these conditions are apparently
pre\'Cntahle or curahle if detected early, especially those caused by STDs. Success
rates in treating other causes of infertility .1re rather low, hm\'C\'Cr.

~ ,

\Vomen ha\'(: usually heen blamed t()r infertilin~ and the male role in this. .
prohlem is underpla~·ed. Man~' AfriC<ll1 men mistake potel1C~' t()[ fertility and
thcrd(Jrc refusc to consider that they may be the guilty pa:-ty. According to
Professor Ojo, a study c.1rried out in 0Jigcria shm\'ed that 30-+0% of infertilin'

, ~ ,

cases inyestigated were .lttrihutable to the males, If men were encouraged to
<- L

acknowledge their role in infertilit~" m'l!1~' women might he spared untold
sutkring.

In the course of the discussions, female circumcision was cited as one of the
sociocultural practices which arc extremely harmful to \\'omen. Trying to eradi
',:ate this practice should not merel~' be .1 matter of legislation, hm\'e\'Cr. V\That is
needed is a sustained eduC<ltional program to induce people to discontinue the
practlcc,

Advantages of Nonphysicians
Ha\'ing acknowledged the extent of the he.1lth problems on the Afric.ll1

continent, the confen.:nce turned its attention to the important part pla~'Cd by
nonphysicians in the deli\'Cry of health sen'ices. Dr. Edward Pratt noted that the
prm'ision of hasic health sen'ices hy nonphysici.ll1s is not ne\\~ hut it was not
until the Alma Ata Conference in 19~8 that primary he'1lth care \\'as t()rmalized as
a strategy t()r meeting the health needs of neglected rural communities, espe
ciall\' those of Third \\'orld countries, This constitutes a re\'Crsal in the COl1\'Cn
tional appro'lChes to medical C<lIT, in that nO\\' health sen'ices arc to he designed
from the grassroots up",.uds, ~o longer the exclusi\'e domain of the physician,
health is nm\' \'ie\\'ed as a community concern, and ~:ommunity participation is
critical.

The ne\\' .1ppro.lCh .1lso (.ll1s t()l' the usc of multipurpose, instead of unipur
pose health workers, \\'ith medical and nonmedical functions. The main justiti
cation flJr the usc of nonphysici.ll1s is that prokssional medical personnel arc
simply not a\'ailablc to take on the responsibilities. MoremTr, it has heen dem
onstrated that certain mediol functions can be adequatel~' pert()I'med by non
physicians \\,ho can be trained in a shorter time and Jt less cost, Using nonphysi-
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cians t<Jr primary health functions will relie\'C prokssional staff from simpler
tasks, so that they can concentrate on those matters requiring their special skills.

failure to use nonph~'sicians extensi\'cly to provide basic health services is
partly attributahle to existing legal and structural constraints. full utilization of
nonphysicians calls for special training and special legal and administrative
enactments to provide supportive and enahling mechanisms. furthermore, the
status and responsibility of the \'arious categories of health workers will need to

be carefull\' defined in order to a\'oid confusion or abuse.
vVhat ser\'ices should be provided under the rubric of family health? This

question was addressed by Prokssor Josephine Namboze, who listed a number
of major sen'ices including maternal health, child health, immunization, nutri
tion and el1\'ironmental sanitation. These services, according to Professor Nam
boze, arc too comprehensi\'C to be pn)\'ided by one health worker. Accordingly,
she adnKated a team approach to service deli\T~' of this type,

The Honorable J, Robert Ellis then drew our attention to some constraints
in prm'iding adequate cm'Crage in family health sen'ice, He warned that it is not
enough to train people t<Jr prima~' health care~ appropriate support structures
must be created and maintained in order t()l" such workers to function ettcctivel\',
Secondly, these new systems require ettcctive management down to the gras
sroots level. He recommended that training in management skills be prm'ided
for both medical and nonmedical statt'in the health deli\'en' sen'ice, finall\', a

, ,

regular How of supplies and other supporti\T sen'ices to the field workers must
be ensured, as inadequate supplies arc ~l source of frustration and reduce contl
<.knce in the sen'ice,

Next, the Honorable Dr, R. Rugunda took the lectern to discuss social.
cultural, economic and political constraints to dlccti\'C health sen'ice. He ga\'e
us examples of lingering beliefs, \'alues and cultural practices that must be con
fronted in order to encourage people to adopt better health habits. Turning to
economic t:Ktors, he emphasized the \'aille of llsing nonph~ sicians to pro\'ide
health services in rural areas because their training is less expensi\'(.~. They are also
less likely to emigrate to more developed countries and will not contribute to the
"'brain drain," In his \'ie\\~ howe\'er, the entire eH<Jrt of prm'iding prinp~' health
sen'ices \\\:: only scrape the surbce of the problem, \\'ha~ is needed is no less
than J sociocultural re\'olution to free people from colonial and neocolonial
domination so that they can develop their own economic resources to improve
their way of lik, In the meantime. ~i system of prima~' health care should be
implemented as an end in inselt~ as something bendici~ll to the people, and not
as a plo~' to \\'in \'otes or COI1\Trts tell' other purposes.

Befon~ the role of non physicians in health sen'ices deli\'C~' was considered,
there was a brief IT\'iew of the impact of traditional practices on t:1Il1ily health
sen'ices. Dr. Hamid Rushwan noted that some traditional practices such as
lactation were good tor birth spacing and t<)r the health of the children, and
should be more widely encouraged, But other practices such as certain tood
taboos arc the major cause of malnutrition in some countries, He also cited
temale circumcision as one of the deleterious practices which must be stopped.
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Role of Nonphysicians
The role of nonphysicians in health sen'ice deli\'ery in Kenya and Nigeria

was discussed by Mrs. Margaret Thuo and i\lrs. Grace Delano respectively. Mrs.
Thuo ga\"C an account of the family welfare program in Kenya where mothers of
malnourished children arc lodged in model rural houses t<x a tCw weeks with
their children. There the~' arc helped to cook a balanced diet, taught better
hygiene, encouraged to accept family planning and abo gi\'Cn some training in
household gardening. An interesting tC,lture of the program is the involvement
of the husbands, who visit periodically (() join in group discussions of problems
that concern them and their win's. l\lrs. Delano demonstrated that severa!
acti\'ities f<xmerly restricted to physici.lI1s 111 ~igeria have been assumed by
nurses and midwi\"Cs with considerable success. These presentations set the
scene for considering categories of nonphysicians needed t<:)r tamily health
sernces.

ProtCssor D. A. Ampot() identitied thlee categories of \\"()rkers from the
Ghana experience. These arc: tr.lditional birth attendants, who arc retrained t()r
pregnancy management; t:mlil~' health workers, who will work directly with
indi\'idual households to imprm'C personal health and int:lI1t and child de\'Cl
opment; and local em'ironmental and development \H)rkers t<:)r community
mobilization and social development.

Dr. i\1axine Ha~'es from the United States of America and Dr. Apichart
Pirapathpongporn from Thailand reported results of using nonphysicians to

upgrade primary health sen ices. Dr. Hayes showed that int:lI1t mortality and
morbidity rates in the nIral areas of i\1ississippi \\'Cre dramatically reduced by the
usc of nonphysicians. Dr. Apichart ga\'C an account of a community-based
family planning project in Thailand, where selected \'olunteers were given a one
day training session and were able to increase the number of t:lInily planning
clients by up tt) 30% in their areas. \Ve were also told that the strategy being used
to provide this multipurpose health sen'ice is to add bib of training, step by
step, and to enable both the trainees and the community to adjust and consoli
date the new ~chemes before taking on ne\\' responsibilities.

naining Nonphysicians
The contCrence's concluding day has t<:Kused appropriately on tuture action.

Ha\'ing recognized the need to usc nonphysicians and ha\'ing determined the
roles we want them to play in the dcli\'Cry of t:mlily health sen'ices, the task
before us is how to make these excellent ideas operational. Actually there arc
two challenges tacing us: to devclop policies and create the necessary legal and
administrati\'C stnIctures t(X reshaping the existing health s~'stem; and to dn'cl
op new training programs or m(xii~' current programs to enable nonphysicians
to perform their new tasks competently.

Dr, Marcella Da\'ies started otf with a review of the shortcomings in existing
training programs, For the most part, these programs had been drawn up
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without consulting health care planners and users. As a result, the training hds
often proved too specialized fcx the more dithlse roles that have to be assumed
in the field. Training has also had a strong clinical and curaci\'C bias. Dr. Davies
proposed that future training shuuld ha\'e a strong orientation toward preven
tive health and be more responsi\'e to the actual needs of the community. 1()

keep trained staff in the sen' icc, long-term career prospects should be developed
for them, and opportunities f()r upgrading and refresher courses should be
provided. To cut down isolation and to encourage a team approach to sen'ice
delivery, integrated training programs should be organized to help team mem
bers appreciate each other's role and assist each other \\'hen necessary. The
selection of trainees should be done carefully by a multidisciplinary panel. fin
all~~ Dr. Da\'ies recommended that an evaluation component be incorporated
into the training program so that changes and impro\'ements can be made.

Professor de Gratt- Johnson addressed himself to the de\'elopment of a task
oriented training progr~lm. Reflecting the guidelines suggested b~' Dr. Da\'ies,
he stressed the need to develop the training program from a study ofcommunity
needs and in consultation \\'ith community lear·...Ts. Their cooperation is crucial
to the success of the program. In ~:ddition to the usua! courses on maternal and
child health, famil~' planning, nutrition, communicable diseases, immunization
and em'ironmental sanitation, the tamih- health \\'orker should also receive train
ing in eftective communication and motivation techniques tCJ[ family guidance
and community \\'ork. The health \\'orker's role as an agent of change must be
emphasized. In order to establish a meaningfll1 basis tor interaction and persua
sion, t'amih" health \\'orkers must become tamiliar with local attitudes about
disease. Eftecti\'C management and administration of community health pro
grams arc important, in addition to clear guidelines in the new situation and the
role of the new \\'orkers. The training approach tCJ[ such "crash" programs must
be programmatic, using an on-the-job apprenticeship technique. This way,
trainees can learn fast and can begin to gi\'e ser;ices while still training.

Each country will ha\'C to seek out its O\\'n trainee categories from the many
that were brought to the attention of the.: conference. The general consensus was
to delineate three main categories: those workers already in the system including
trained nurses and mid\\'i\'Cs; soci~ll development practitioners, "uch as social
workers and agricultural extension \\'orkcrs \\,ho prO\'ide some health input; and
a new category of multipurpose health workers. The last category needs special
attention because it will tc)rm the backbone of the ne\\' s\'stem. It is believed that
an appropriate level of recruitment is the primary schoolle\"(~l, as such people are
less likely to develop high aspirations and dritt t:lr away from the area than those
with more years of schooling.

Finally, some thought should be gi\"(~n to the actual mechanics of training,
to the training of trainers themseh'Cs, and to \\'ays of dcveloping programs
which are marc rcle\"ant to the needs of the community. Drs. Robcrto Rivcra
and Dm'i Placca, and ;\ls. Rosalia Rodrigucz ga\"C examples of training pro
grams preparing nonphysicians tcx somc of thc approaches wc ha\'c been discus
sing over the last few days.
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Policy Change
Nom: of these experiments and plans can work, however, unless bcilitating

structures arc created to enable them to be adopted on a large scale. It will be
nece~..,ary to convince policymakers of the merits of these approaches, so that
legal and '1dministrati\T obstacles can be mTrcome. This was the theme of Mr.
John Paxman's presentation. The kgal traditions inherited from colonial days,
he pointed out, ha\'e tended to ignore traditional nonphysicians as if they did
not exist. In conscquenn:, the la\\,S themsekes arc now unrcalistic Change in
legislation \\'ill be slm\~ so we must aim first at \\,hat is possible bd(Jre attempt
ing to do all that is desirable.

Dr. R, Amonoo- Lartson tdlm\Td with a discussi.m on developing appro
priate manpower t()l' the n<:\\' programs, He reatlirmed the need to de\"Clop
appropriate policies and to create structures which are appropriate to the geo
graphical, climatic and socioeconomic conditions of a particular country. The
.lssessment of m'lIlpmn:r needs \\'ill ha\"C to he made partly responsible to the
demographic protile of thc coul1tries as well as to the economic constraints that
dictate hO\\, nUI1\' \\'orkers a country can atl()l'd,

, ,

Workshops
The contCrence \\'orkshops discussed a number of problems in detail and

also de\'eloped some solutions, A high degrec of conscnsus has emerged on how
to d<:\Tlop a comprehensi\'C he.1lth sen'ice tc:>r the tot.11 population. The current
health protile of Africa is \'Cry \\Tak and must be upgraded~ existing medical
systems arc \\'ocfull:' iludequate to meet thc health necds of the communities~

nonphysicial1S can be used to deli\'er health sen,ices of a comprehensive and
largely pre\'Cnti\'e naturc~ such .1Il approach is not only cost-dt'cctin:, but has a
potential for country-\\'ide cmTrage. In addition to IT\'ising existing health
sen'ice structures to hcilitale the change. appropriate training should be in
stituted for traim:es and hcalth \\'orkers. A manpower schenll' should be drawn
up to tit in \\,ith the needs of the countr:~ and public and opinion leaders should
be moti\'atcd to acccpt thc ncw program and to cooperate in its implementation.

Conclusion
There arc no serious dissenting voices in this conference. As I re\'ie\\' these

deliberations, I \\'onder whether we havc not merel:' been preaching to the
com-crted. or is this one of those situ.ltions in which all the tc)rces of change arc
gathered and \\'aiting and all \\T ha\T to do is leap tC)l'\\'ard. That remains to be
secn. The big changes \\T ha\T been talking about cannot come about without
dedication, determination and some sacritice. I do not t()resee widespread oppo
sition to the programs we ha\'e been talking about. I hope, hO\ve\'Cr, that we will
not proceed to pnwide a n<:\\' sen'ice with one lund and take it a\\'ay with the
other. That often happens in man:' Third vVorid countries, and man: great
scheIllI.:S Jre bunched only to be aborted. As was noted by our keynote speaker
for this conference, Africa is in a "righteous hurry," vVe should recognize this and
1110\'C s\\'i fth· wi th the times.
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