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Introduction

The community health worker (CHW) is an integral part of many na-
tional health systems. Indeed, CHWSs are essential to national health
systems at all levels of development. From dispersed rural communities
in Africa, to cities in Europe and North America, to the densely popu-
lated parts of Asia, CHW programmes have been established and are
evolving to meet the growing health needs of large numbers of people.

Critics have claimed that CHW programmes have served their pur-
pose and that they no longer respond to the challenge of developing
sustainable health systems. As the difficulties in building strong primary
health care systems have become clearer and the constraints and weak-
nesses in national CHW programmes recognized, health authorities and
international organizations alike have sometimes been overwhelmed.
Are CHWs still an essential pillar of health for all?

Measurable progress has been achieved in improving health in the
world from the perspectives both of health status and of health service
utilization (7). This has been accomplished through the process of
development, as well as through improvement and extension of health
services, including CHWs. CHWs have “shown that they can effect major
changes in mortality and other indices of health status, and that in
certain communities they can satisfv prominent health care needs which
cannot realistically be met by other means” (2). However, as reports of
governments and aid agencies indicate, even with regard to the wealthi-
est nations, some people and places are not reached by health services
(3). In developing countries the proportion of the population without
access to health services is extremely high. Whether in isolated rural
villages or fast-growing urban slums, the overwhelming need for avail-
able, accessible, acceptable and affordable primary health care is the
same. CHWs have been a core element in the design and delivery of
health services and, perhaps more importantly, in the demand for
health expressed by communities. They remain cornerstones of health
policies in many countries, including Brazil, Indonesia, Nigeria, Thai-
land, Zimbabwe and more recently South Africa. A WHO meeting in
Yangon, Myanmar, in February 1995 affirmed that most countries in
Africa, Asia and Latin America have active CHW programmes. Table 1
shows the situation in the WHO’s South-East Asia Region.
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COMMUNITY HEALTH WORKERS: THE WAY FORWARD

There is no longer any question of whether CHWs can be key agents
in improving health; the question is how their potential can be realized
(2). This publication looks at the contribution that CHWs make to
health services around the world and attempts to show just what “the way
forward” for CHWs will be.

Much of the challenge in moving forward must be met by those who
implement and improve health programmes in countries, districts
and communities. Nonetheless, it is important to note the continuing
need for a high level of support to CHW programmes. This has been
noticeably lacking from the international community in recent years.
It is hoped that this volume, in addition to being useful to health
authorities and health personnel, will help rekindle international
support. The importance of CHW programmes to Africa has been
eloquently expressed by the World Bank in its report Better health in

Africa (4).

Community health workers: how they began

In 1978, the International Conference on Primary Health Care in Alma-
Ata proposed the development of national CHW programmes as an
important policy for promoting primary health care. Alma-Ata signalled
a significant shift in health policy that broadened the means of improv-
ing health from the delivery of services to include social, economic
and political development. Many countries had for decades workers at
grass-roots level in other sectors, most significantly in agricultural exten-
sion and community development work. The concept was extended to
health care and experiments with small-scale and usually nongovern-
mental health worker programmes were conducted successfully. The
new vision after Alma-Ata was to create national CHW programmes that
would serve the unmet curative, preventive and promotive needs of
village communities. By their very nature, CHW programmes would
encompass and promote the key principles of equity, intersectoral col-
laboration, community involvement, prevention, and use of appropriate
technologies (5).

Today we have considerable experience of CHW programmes and
evaluations have taken place that enable us to weigh and -analyse their
progress. Early small-scale attempts to address the problems of having
only facility-based services were successful. Clinic services were reaching
only a small proportion of the population, were providing curative and
symptomatic care rather than preventive and promotive services that
addressed the major causes of mortality, and were relatively expensive.
More deliberate focus on primary health care needs was called for, with
service delivery mechanisms that removed constraints for the poor and
lowered overall costs (6). It was recognized that health care and drugs
alone have little effect on the environmental, social and cultural factors
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Table 1. Main categories of community health workers/volunteers in
WHO'’s South-East Asia Region, by country

Country Category Date CHW per number Duration of % of Numbers
initiated of population (pop) training females trained
or households (hh)
Bangladesh Village health 1988 1:30 hh 4 days 80 38262
volunteer
Bhutan Village health ~ 1978-1979  1:20-30 hh 12 days 10 1400
volunteer/
worker
Democratic Sanitation 1955 1:20-30 hh 5 days 100 N.A.
People’s Republic  monitor
of Korea
India Village health 1977 1:1000 pop 3 months 25 416724
guides
Anganwadi 1975 1:1000 pop 3 months 100 N. A
worker
Indonesia Health cadre 1978 1:10 hh 3 days 100 1.8 million
(1991)
Maidives N.A. N.A. N.A. N.A. N.A. N.A.
Myanmar Community 1977 1:1000 pop 4 weeks 5 36358
health worker
Auxiliary 1977 1:2266 pop 6 months 100 17 856
midwife (1994)
Ten-househoid 1987 1:10hh 7 days 90 41643
health worker (1994)
Nepal Female 1988-1989  1:400 {normal 12 days 100 32000
village heaith terrain) 3 days
volunteer 1:250 (hili area) refresher
1:150 (mountains}  yearly
Sri Lanka Voiunteer 1975-1977  Cluster of hh 6 hours 66 100000
health worker (spread out) (1993)
Thailand Village health ~ 1977-1980 1:10-15hh 5 days 598908
communicator
Village health ~ 1977-1981 1:80-150 hh 15 days 127278
volunteer (1992)
Notes:

1. Many countries train traditional birth attendants as volunteer health workers.
2. Numbers of community health volunteers enlisted are mainly those selected and trained in the government

health care system. Figures from NGOs are not included.
3. N.A. = not available.

Source: Role of health volunteers in strengthening action for health. Report of an intercountry consultation,
Yangon, 20-24 February 1995. New Delhi, WHO Regional Office for South-East Asia. 1996 (unpublished
document SEA/HSD/198; available on request from WHO Regional Office for South-East Asia, World Health
House, Indraprastha Estate, Mahatma Gandhi Road, New Delhi 110002, India).
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that cause disease and disability. Unless these factors were taken into
account, it was realized, medical treatment would remain largely pallia-
tive. CHW programmes were in many cases an effective response to these
fundamental issues.

The roles and responsibilities of CHWs vary considerably according
to country and circumstances. In general, CHWs receive some kind of
training from the formal health system to help them perform their tasks.
They may also be traditional healers such as traditional birth attendants
(TBAs) who have received training in safe delivery practices. In order to
provide a basis for discussion, a definition confirmed by a WHO Study
Group has been widely accepted: “Community health workers should be
members of the communities where they work, should be selected by
the communities, should be answerable to the communities for their
activities, should be supported by the health system but not necessarily a
part of its organization, and have shorter training than professional
workers” (2).

The use of rapidly-trained health personnel, because of lack of time
and resources to train adequate numbers of health service professionals,
has contributed to the evolution of CHW programmes. However, it is
now well recognized that CHW programmes have a role to play that can
be fulfilled neither by the formal health services nor by communities
alone. Ideally, the CHW combines service functions and developmen-
tal/promotional functions that are, also ideally, not just in the field of
health.

The relative importance of these two functions varies according to
the socioeconomic situation and the availability and accessibility of local
health services. The service function is less important where there is
ready access to health care facilities, whether private or public, while the
developmental/promotional function is useful in all circumstances and
is crucial in less developed communities.

Perhaps the most important developmental/promotional role of the
CHW is to act as a bridge between the community and the formal health
services in all aspects of health development. The potential of this link
has often not been realized in national programmes. However, the
bridging activities of CHWs may provide opportunities to increase both
the effectiveness of curative and preventive services and, perhaps more
importantly, community management and ownership of health-related
programmes.

Linking the health sector and the community

It is important to consider CHW programmes in the context of culture,
geography and socioeconomic development. Where there are few re-
sources for the development of health system infrastructure, ways still
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INTRODUCTION

need to be found to preserve and improve the health of the population.
CHWs may be the only feasible and acceptable link between the health
sector and the community that can be developed to meet the goal of
improved health in the near term. In this case, national CHW
programmes will be a priority within the public health system and
will require a concomitant level of support. In Nepal and the United
Republic of Tanzania, and in other countries of Asia and Africa,
CHW programmes have developed in this way (7).

In some countries and regions, even where the health system infra-
structure is developed, there remain people or places that are either
underserved or difficult to serve for reasons of isolation or mistrust.
CHW programmes in these situations may be smaller and more special-
ized than national programmes and may have lower priority. They may
be targeted to specific communities and situations, and therefore re-
quire greater flexibility. In tying these programmes into the national
health system, there needs to be good communication with the health
centre, health care staff, supervisory personnel and the community itself.
CHW programmes may be temporary, providing transitional services
until infrastructure is developed, or they may be permanent solutions in
some situations.

Recent developments in the USA have focused on the roles that
CHWs play, or potentially could play, in that country. Box 1 gives
examples of several of these developments, which include a project
to investigate the viability of CHW programmes in New York City, a
national study of CHW programmes, and a publication introducing
the CHW approach to the health community.

“BOX 1 , _ ,
Examples of recent CHW developments in the USA

1. The International Health Cooperation Project in New York City

The International Health Cooperation Project explores the applicability to com-
munities in New York City of public health strategies employed in less devel-
oped countries. This project is a joint effort of the New York City Department of
Health and the Medical and Health Research Association of New York City,
[nc., and is supported by the Carnegie Corporation of New York. In the initial
stages of the project, the New York City Department of Health worked with
international health experts, local public health officials and community-based
organizations to exchange information and develop strategies to address
areas of public health need in New York City. The public health strategy that
generated greatest interest was the use of CHWs.

In June 1997, the Department of Health sponsored a conference on Learning
from our neighbors: lessons for New York City from the developing world. The
conference, which was an information exchange on CHW programmes nation-
ally and internationally, provided participants with the opportunity to share
experiences on developing CHW programmes. Over 150 people representing

5



COMMUNITY HEALTH WORKERS: THE WAY FORWARD

a wide diversity of organizations and agencies attended the meeting. The
following recommendations emerged:

‘s A regional version of the National Community Health Advisor Study survey
(see 2 below) should be conducted to assess the scope of activities of
CHWs in New York City.

e A CHW training centre should be developed to serve CHW programmes in
New York City. The training centre would promote the establishment of a
standard core curriculum and explore the feasibility of establishing certifi-
cation for CHWs.

¢ Communication networks and service directories for CHWs should be
developed to facilitate interaction and referrals.

* The inclusion of CHWs in staffing patterns at health care institutions and
managed care organizations should be advocated.

e Technical assistance in operating CHW programmes should be provided
to community-based organizations.

¢ A Department of Health policy workgroup on CHWSs should be created to
explore the role and best uses of CHWs within the Department of Health
and in the community.

e A forum should be created so that public health advisors and other CHWs
employed by the Department of Health can meet and share information
and resources.

An advisory group has been established by the Department of Health to
prioritize the conference recommendations and to develop a plan for moving
the CHW agenda forward. Roles and responsibilities for implementing the
recommendations will be determined by the advisory group.

Source: Information from New York City Department of Health.

2. The National Community Health Advisor Study (NCHAS)

The University of Arizona has completed a national study of the situation of
CHW programmes in the USA. The recommendations of the study cover the
following:

— the core role and competence of CHWs;

— career/field development for CHWs;

— CHW evaluation strategies;

— CHWs' role in the changing health care system and the special needs
of youth CHWs.

The study developed an evaluation framework which proposed process and
outcome measures on four levels: a) individual (CHW/client/family relation-
ships), b) programme/organization relationships, ¢) community/agency rela-
tionships, and d) external linkages.

A copy of the full or summary report can be obtained from:

National Community Health Advisor Study
26 Claremont Street No. 1
Somerville, MA 02144, USA
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3. Leadership brief on CHWs

In May 1997, Community heaith \workers: a Leadership Brief on preventive
health programmes was produced oty the Civic Health [nstitute at Codman
Square Health Center, the Harrison Irstitute for Public Law at Georgetown
University Law Center, and the Center for Policy Alternatives. This Leadership
Brief is a short (24 pages) but comprenensive, informative and instructive
document on CHWSs in the USA. It answers guestions such as “what is a
community health worker?” and "why CHWs?” and aiso includes articles on the
components and results of CHW programmes, as well as profiles of such
programmes. There is also information and discussion on current research
and development, and on policy and funding for CHW programmes. Details of
resources and CHW networks are included.

Copies of the Leadership Brief can be obtained from:

The Center for Policy Alternatives
1875 Connecticut Avenue, NW
Suite 710

Washington, DC 20008

USA

China provides a special case of a CHW programme that formed the
backbone of health service delivery to millions of people in the largest
national health system on earth. China's barefoot doctors made great
strides in preventive health that had proven effect on mortality and
morbidity. In the 1970s and 1980s, as a result of changes in economic
policy and in the demand for medical care. barefoot doctors were of-
fered the opportunity to become village doctors through training and
qualifying exams. After training, these village doctors provided more
sophisticated services and, in many provinces, moved to a fee-for-service
financing system. Thus, a national CHW programme evolved to provide
more highly trained personnel practising privately rather than under the
local government. The effects of this change on utilization of curative
services have varied, but preventive and promotive services have de-
clined (8, 9).

In all situations the CHW should be an agent of change (5). Just as
the CHW can provide health care, he or she can also be a catalyst for
other development activities—from encouraging literacy to building
awareness of basic human rights. In Nigeria, decentralization of the
primary health care system to local government areas was part of a
movement to increase people’s participation in government (10). CHW
programmes have also served both health and development purposes in
Bangladesh, China and Guatemala. '
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Three major themes

The present study is not meant to be an exhaustive analysis of CHW
programmes. It is meant to direct attention to neglected but important
areas that need improvement in order for CHW programmes to make
effective progress.

In 1990, the WHO interregional meeting of principal investigators,
titled “Strengthening the Performance of Community Health Workers,”
concluded that despite the relatively rich knowledge and experience
accumulated, CHW programmes were not attaining their potential as
one of the “pillars for health for all” (11). The meeting recommended
further study of three themes that arose from the experience of partici-
pating countries but remained unaddressed in earlier reviews. These
were the attitudes of health personnel and communities towards CHWs,
the management and structure of district health systems, and resource
allocation.

This publication examines these three themes and suggests strategies
for addressing them so that national CHW programmes can contribute
significantly to the sustainability of good health. In examining these
issues it is important to bear in mind the context of the development of
health systems in most countries. This development has largely been
driven by the need to balance the financing of the pubiic health service
delivery system with the commitment to equity, quality, and community
participation.

Health care reform is a common theme, and the role and relative
importance of NGOs, private practitioners, insurance, and drug compa-
nies are changing. This influences the need for public sector CHWs and
affects their roles and tasks. The concept of sustainable development
and the relationship of population growth to the environment have
become the centrepiece of donor and government concerns. This has
led to a focus on household decision-making and behaviours and per-
haps creates an even greater need for CHWs. Disease control priorities
have been reassessed and are being used as the basis for reformulating
national public health policy. For example, most countries in Africa
must address the increasing prevalence of HIV/AIDS, tuberculosis and
chloroquine-resistant malaria. The prevention and control of HIV/AIDS
or malaria may require CHWs that have a single responsibility and use
specialized skills.

In many places there are efforts to decentralize health system man-
agement. The emphasis on strengthening districtlevel health systems is
likely to be followed by further decentralization to county and commu-
nity levels (12). This may result in more realistic and flexible CHW
programmes that fit local community needs and expectations.
There are also many initiatives to increase community participation by
introducing cost recovery programmes in the public sector. At the
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operational level, concern with quality assurance and improvement,
teamwork and problem-solving is changing management approaches.
CHW programmes may need to become more responsive to com-
munities as part of a result of these trends. As basic access to health
services improves, the question remains as to how CHWs can contribute
to more equitable outcomes in different situations.

The financial aspects of national CHW programmes, beginning with
costing of the basic programme package, have often not been fully
explored. Although the costs of training, remunerations and supplies
are more or less known, and to varyving degrees provided for, the cost of
major programme elements such as health personnel time and health
service resources is unknown. As the availability of resources to the
health sector changes, the need for complete financial information
becomes more critical and is essential to ensuring adequate support.

The three themes of attitudes towards CHWs, the management and
structure of district health systems, and resource allocation must be
assessed in these contexts. Strategies to improve CHW programmes and
maximize their benefits must match the strategies of the health system
for otherwise they risk not fulfilling their potential.



CHAPTER 1
Attitudes

CHW programmes have often started as the result of policy-makers
being persuaded by a few enthusiasts. Implementation of the
programmes has then been directed from the centre with little profes-
sional involvement by health personnel. In some programmes, even the
health personnel who come into direct contact with CHWs daily are
rarely involved in the design, planning, management and evaluation of
the programmes. Although training has been provided, CHW roles and
responsibilities have often exceeded what was feasible, leading to un-
clear expectations about their performance.

Interactions between CHWs and other health workers have been
coloured by the ways in which programmes were introduced and imple-
mented. CHWs have sometimes been seen as lowly aides who simply
assist those already in clinics and health posts. Attitudes developed that
did not help effective CHW performance or community links. Primary
health care requires good communication, teamwork, supervision and
support. '

The attitudes of health personnel towards CHWs may simply reflect
their attitudes to community care in general. Health professionals
may not be convinced of the primary health care approach, especially
when it involves preventive and promotive activities. In addition,
the social, educational and cultural differences between health pro-
fessionals and communities may be vast. Health professionals are often
not trained or see no value in communicating with lay people about
health concerns. The relationships that are developed between them
may then be characterized more by distrust and cynicism, than by co-
operation and respect. The end result may be decreased utilization of
services by the community, and the failure of preventive and promotive
activities.

If communities develop negative attitudes towards the health system
they are also likely to be negative toward CHWs. Community attitudes
towards health workers, including CHWs, influence care-seeking and
health-related behaviour, participation in promotive activities, mobiliza-
tion of local resources, and community ownership and management of
CHWs.

What actions can be taken to improve the attitudes of health workers
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and communities towards each other? There is considerable experience
from developing countries. Health authorities may:

— revise selection criteria for health professionals who will supervise
and work with CHWs;

— revise curricula in medical training institutions to emphasize pri-
mary health care and the skills required for working with commu-
nities and CHWs;

— use a teamwork approach as the norm for providing health edu-
cation and health care;

— use student-oriented and more interactive teaching methods in
training courses;

— involve health institutions such as hospitals and health centres
in efforts to increase the scope and ownership of community-
oriented programmes;

— increase community participation in health by encouraging
health care providers to respond to patients and communities as
partners, and to improve communication;

— improve supervision of health professionals and CHWs to facili-
tate more effective health education and care of individuals and
communities.

The vertical relationship: health personnel and CHWs

The attitude of other health service personnel towards CHWSs is an
important factor in enabling them to provide effective services. Most
health systems are strongly hierarchical and do not provide an environ-
ment for true partnership and teamwork between different types of
workers. Relationships tend to be vertical, with supervision and manage-
ment that emphasize inspection and that may engender fear rather than
encouragement. The problem of health personnel with “superiority
complexes” has been addressed by Sanders (13).

This hierarchical working relationship has created several problems.
There are, for instance, distinctions in status between different levels in
the hierarchy, such as between the upper level of professional health
workers and the lower level of para-professional health workers, and the
assumption is made that some responsibilities are more valuable than
others.

Hierarchical attitudes may be accentuated in the case of CHWs, who
are a fairly recent category of health worker. Many CHWs also tend to
think along traditional medical lines and prefer to carry out curative
tasks in health facilities rather than work with families in communities
(5). This attitude has served to devalue preventive and promotive care
and has decreased the potential of the CHW as a link between the health
service and the community.

CHWs were originally intended to be members of the communities
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they serve. However, this may oversimplify the situation of CHWs who
have been separated from the community by virtue of their training in
modern medical care and their integration into a public health care
culture. CHWs may not only take on the attitudes of their supervisors but
also adopt new beliefs and expectations about health and health care.
Further, if CHWs hope to be promoted within the health care system,
they may become even more ardent proponents of the system’s attitudes
and values.

Sometimes CHWSs are used as aides in health centres, clinics or
hospitals, instead of as active health promoters in communities (2, 11).
In some places, uncertainty about the difference between the roles of
nursing staff and CHWs has even led to rivalry between these two groups.
In one village in Bolivia, a feud between a local nurse and a CHW
eventually affected social relations in the community as part of the
population backed one and the rest backed the other.

The critical links between health personnel and CHWs are super-
vision and support. These have been the subject of many studies and
evaluations but extensive improvement in national programmes remains
to be achieved. The interest of health personnel in supervising CHWs is
often minimal, particularly outside health facilities, and these personnel
tend to respond first to clinical and curative demands. In many
programme reviews, supervision was found to be irregular or non-
existent (11, 14). In some cases, CHWs did not even know their super-
visors or what they could expect from them.

Other barriers to satisfactory supervision include the social distance
between health centre staff and the communities they serve. Some
health centre staff may be reluctant to spend time with communities, let
alone help communities take responsibility for health matters. In addi-
tion, many CHW programmes allow no time or money for supervision.
This function is often expected to be tacked on, unsupported by re-
sources, to an already full programme.

Although it is widely considered that supervision of CHWs should
be a joint responsibility of the community and professional health
care staff, this is rarely a feature of national programmes. The ac-
countability of CHWs varies from place to place and generally depends
on who pays them. In practice, responsibility for supervision is usually
given to health care staff. Support and supervision can be greatly
strengthened by designating clearly who the supervisors are and
by providing the necessary time and financial resources to do the
supervision properly.

Poor supervision has often been blamed for the failure of large CHW
programmes. Small-scale projects are often successful because they offer
supportive and regular supervision by professionals, and because
they sometimes involve communities in overseeing CHWs. Such close
supervision in national programmes is rare, however.

12
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Supervision has evolved as a svstem of inspection with supervisors
often taking on the role of inspector when reviewing CHW performance.
“Performance” itself may be judged simply as record-keeping, tasks re-
lated to drug supplies and other functions which can be noted on
checklists. Assessment is often cursory and may show little understanding
of the need to assist and enable CHWs to carry out their responsibilities.

The attitudes of health personnel may stem partly from a lack of
understanding of the purposes, objectives and value of supervision. They
may also be reinforced by deficiencies in appropriate technical, clinical
and administrative skills. However, health personnel should be able to
communicate and educate local people, and they should, as supervisors,
be able to transfer communication and education skills to CHWS.

Successful communication is highly dependent on relationships, and
these in turn are defined by attitudes. If the relationship between health
personnel and CHWs is hierarchical and paternalistic, communication
will fail on the basis of distrust and lack of understanding, and this will
be compounded by increasing lack of respect (2, 15). Without good
communication essential information held by CHWs about people’s
beliefs, needs and expectations will be at best lost to the health system;
at worst CHWs may fear supervisors and may orient their services towards
perpetuating the status quo rather than improving health.

The communication and education skills of health personnel are
initially developed in medical training institutions. There is a danger
that the training system does not always serve to develop positive
attitudes and skilled educators.

The curricula of training institutions for medical and other health
sciences are not always relevant to the priority tasks that must be per-
formed to meet the health problems of the communities (16). As a
result, health professionals are not necessarily prepared to carry out a
comprehensive and supportive role in providing primary health care.
Despite the commitment and credence given to primary health care
since the Alma-Ata conference, many voung professionals are not aware
of its importance and others do not value or aspire to what it recom-
mended. One study of final year medical students in Nigeria showed that
58% of them identified community health as the pre-clinical subject they
disliked most. Students also expressed doubts about the relevance of this
discipline to their training as physicians (17). With such attitudes to
primary health care and with little emphasis on training for the commu-
nication and education skills necessary to practise in the community, it
is inevitable that attitudes towards CHWs follow suit.

The vertical relationship: health personnel and communities

The poor communications that characterize the relationship of health
personnel and CHWs may also be evident in relationships between

13
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health personnel and communities (2). Chabot and Bremmers have
pointed out that doctors or nurses may look down on village life, and
that there is a tendency for health workers to tell village people what to
do, rather than discussing with them what their options are (I8).

Civil servants and administrators may also have little experience in
communities and therefore be ill-prepared to communicate and re-
spond to community needs. Officials may often believe that villagers are
not capable of making wise decisions and this is the message passed
down through the health system (17). Given health systems’ hierarchical
and centralized nature, if a change is to be effected in the attitudes of
health personnel, it will have to come from the top level.

One forum for communication between communities and health
workers is the village health committee (see page 28). Effective commu-
nication requires CHWs and other health workers to serve on such
committees but, unfortunately, health workers have maintained a low
profile, if indeed they participate at all. In one region in the United
Republic of Tanzania rural medical aides and medical assistants were
specifically asked to attend village health committee meetings. As vil-
lagers, these health workers could also be elected to the committees.
However, this activity was not regarded as an important responsibility
and health workers stayed away (19). Relationships between health per-
sonnel and villagers deteriorated and, when interviewed, chairpersons
and village health committee members were very critical of local health
centres and dispensaries. In some cases rural health centres were identi-
fied as empty buildings of no use.

The effects of poor health worker attitudes towards communities are
significant, even in the context of curative, clinical service. Communities
may become disenchanted with what they perceive as the poor quality of
services, and utilization may decrease. In India, services were signifi-
cantly underutilized specifically because of the condescending attitudes
of health personnel (16).

The vertical relationship: attitudes of communities towards
health personnel and CHWs

In the context of programme evaluations, focus groups and structured
interviews have been conducted to determine community perceptions of
health services and CHW performance. The information is not neces-
sarily complete and overall appraisals of community satisfaction are not
totally clear; nevertheless it is instructive to review what is known (20).
Some community perceptions might also be inferred from the fact that
in some situations CHWs have been harassed or killed.

Communities that have no other access to care value the delivery of
services by CHWs. Satisfaction has been reported in Colombia, Indone-
sia and the United Republic of Tanzania (21). Even if services are clinic-
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based, the efforts of the CHWS are appreciated, as among communities
with family welfare educators in Botswana (22). However, while some
communities report positive attitudes, there are few concrete examples
of ongoing support and encouragement. Instead, many communities
report dissatisfaction and frustration with the limited range of services
CHWs can provide, and they are especially critical of deficiencies such as
lack of medicines and limited referral.

The variation between CHW programme intentions and community
perceptions may be due partly to political and social influences, and
partly to the fact that diverse communities generate differing expecta-
tions. While it may not be possible to generalize from specific situations,
the importance of community perceptions should not be under-
estimated where a programme is aiming for increased participation and
sustainability.

Changing attitudes

It should be clear that if primary health care and CHW programmes are
to succeed a process of attitudinal change among health workers at all
levels is urgently needed. There are several wavs to begin this process.

Revising selection criteria

The WHO Study Group recommended that governments establish their
own selection guidelines for CHWs in the light of the kind of CHW
programme that best suits each country’s needs and resources. If the
CHW programme relies mainly on briefly trained, part-time volunteers,
selection might emphasize qualities such as acceptability to the commu-
nity and motivation more than educational atrainment. However, if
CHWs are to perform a wide range of services and to receive correspond-
ingly longer training, selection guidelines will need to refer also to
learning ability.

Since CHW's are expected to influence the attitudes and practices of
communities sufficiently and in such wavs as to improve health, key
attributes might be social standing, a long-term commitment to the
community to be served, and an ability to influence by word and
example key sections of the community. particularly mothers.

As a working principle, formal selection criteria should not override
community choice and local circumstances. Since it is important for a
CHW to be acceptable to the community, the community must be fully
involved in selecting the CHW, though health service personnel must
adequately prepare the community to make the selection. The functions
and roles of CHWs, and the expectations the community has of them,
must be fully discussed and agreed upon. This will ensure that the
community understands the selection criteria and, together with the
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health professionals, can use these criteria to choose the most suitable
~ candidate.

Although much has been written about the appropriate selection
of CHWs, there has been little consideration of how health workers
above this level are selected for formal training in the national health
system. Most countries rely on educational attainment and formal
examinations. Although there are some attempts to achieve geographic,
ethnic and gender representation, there are few, if any, examples of
consideration of factors that might more accurately reflect attitudes
towards health care approaches or towards communities. It is reasonable
to assume that many attitudes are established through training and
practice, but health personnel come to their chosen career with many
attitudes already formed. Are there criteria for selection that would help
choose trainees who are predisposed to the practice of primary health
care? If so, it might be appropriate to amend selection procedures to
include them.

Revising curricula

Training curricula for both basic and continuing education of health
care workers should provide adequate orientation to primary health
care and skills that are relevant for work in the community. The skills
needed for assessing community problems and developing and manag-
ing primary health care programmes are often not emphasized, or are
not present, in training programmes.

In addition to the medical or technical aspects of health, training
must provide an understanding of primary health care. This will include
knowledge of environmental, psychological, economic, cultural and
social factors that affect health. This implies that there must be study of
the social and behavioural sciences as well as the life sciences. The
resulting health care approach should not just be oriented to curing
diseases but should see medicine also as a social science (23).

During their training, students need to be actively involved in
health care in the community, working with teachers who can demon-
strate interpersonal communication with community members. This
will sensitize students at an early stage to the different health and
social problems of the population and will help them develop a more
practical appreciation of community life. Boxes 2, 3 and 4 describe how
this kind of training is given to medical students in Mexico, Zimbabwe
and India.

Using a teamwork approach

Different categories of health personnel must learn to work together.
Since the different categories are trained separately they are not always
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Community-oriented medical training
Mexico

The autonomous metropolitan university in Mexico City has adopted
community-oriented health care training for physicians. The medical curricu-
lum consists of a series of 12-week modules. Each module is oriented to a
particular problem or issue and includes material from disciplines such as
epidemiology, sociology, psychology, anthropology and economics. The train-
ing programme emphasizes community experience.

In many cases, the medical students work with students of nursing, pharma-
cology, social work, community or urban planning, and agronomy. Their tasks
often involve analysing the health problems of specific communities, using
data gathered in neighbourhoods, workplaces and schools, in order to pro-
pose solutions.

The students spend their fifth year of study in a rural setting where they are
visited regularly by faculty members. During this period, they help to develop
programmes for adult or school health. Students are assessed not only on the
adequacy of their clinical management but also on their success in helping to
establish a community health committee and, sometimes, on changes in
health indicators.

Source: Braveman and Mora (24).

Changing attitudes in medical students

Zimbabwe

Attitude change is addressed by the University of Zimbabwe Medical School
in Harare where many students have been negatively inclined towards com-
munity medicine. A debate about curriculum reform s under way. Meanwhile,
a project which aims at orienting fourth-year students in child health towards
primary health care is undertaken annually. During the 12-week part of the
project which deals with paediatrics, all students spend two weeks in a rural
district hospital rather than in a hospital in Harare. Up until this point, most
students have had little or no contact with rural areas during their training. The
main goals of the paediatric section of the project are: to illustrate high
childhood disease prevalence in rurai areas and reveal its causes; to intro-
duce students to the services available to combat these diseases; to demon-
strate primary health care, and particularly the interaction of health with other
aspects of development; and to give students practical experience in a low
technology environment.

As well as spending time at the district hospital, students also participate in
work at rural health clinics anc in viliages. They meet village health workers
and development workers from other sectors and aiso attend health committee
meetings. During this period. students aiso undertake a project related to
primary health care.

Source: Waterston and Sanders (25).
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Trammg primary healh care doctors

India

The Chiristian Medical Coliege and Hospital at Vellore has developed a
programme that aims to train “basic doctors” who can function in any setting.
The training has four phases.

Phase 1. On entering medical school, the students are introduced to soci-
ology, psychology and biostatistics. To become familiar with the demographic,
social, economic and environmental aspects of rural community health as well
as the role of various members of the health team, the students, in groups of
two or three, live for two weeks in a community. Each group is assigned 12-15
households to study in detail. To interact effectively with the community, the
students also organize and participate in activities such as health education,
immunization programmes, construction of pit latrines, and management of
simple clinics. In these activities they work with community leaders and other
health workers.

Phase 2. This phase takes place during the first clinical year and lasts for two
weeks. It focuses on the principles of epidemiology, health administration and
health planning. The students, in groups of 10-12, undertake field investiga-
tions on morbidity and mortality in two or three villages. On the basis of
lectures and the data they have gathered, the students plan a programme for
a defined problem in a specific population.

Phase 3. The third phase takes place during the second clinical year and lasts
for two to three weeks. The purpose is to give the students an opportunity to
practice the knowledge and skills they have acquired in the two previous
phases. Groups of five or six students evaluate the health status of a commu-
nity of 1500 inhabitants and then plan, implement and assess a programme.
Staff members from the college are available if the students need guidance.
Phase 3 ends with an evaluation of the students’ change in attitude to rural
medical care and of the knowledge acquired as a result of the programme, as
well as an assessment of the programme by the students themselves.

Phase 4. The one-year compulsory internship includes a three-month commu-
nity health posting which aims to prepare the interns as “basic doctors”.
During this period they are members of the health team and participate in the
organization and implementation of a primary health care programme. They
also conduct studies to assess the health status of the community.

Source: Joseph (26).

prepared to work effectively in health care teams. To do so, health
workers need training in working with other care providers (16). The
teamwork approach will lay the foundation for increased solidarity and
respect among health care workers. They will realize that they are inter-
dependent but that they share responsibilities and need to interact
frequently.

At district and community levels, intersectoral coordination is an
important pillar of primary health care. Given the multiple causes of
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health and disease, the team concept must be expanded even beyond
the health care workers. To enhance the understanding of development
and to strengthen preventive and promotive activities, community teams
should include workers from sectors such as agriculture, water supply,
education and housing.

Using student-oriented teaching methods

To carry out their responsibilities, especially at the periphery, health
workers must learn from and negotiate with communities. They must
assess the local situation in its broadest context and devise strategies for
applying resources so that they have the greatest effect on health. Health
workers need to provide leadership and vision, and to take part in
effective decision-making about activities and programmes. However,
traditional teaching and learning methods are still used in many health
training institutions. Students who are passive recipients of large
amounts of information that must be memorized will be ill-prepared for
critical thinking and independent work.

Training institutions need to make greater use of problem-solving
teaching approaches in which students are asked to collect and analyse
information in actual situations and to devise and implement reasonable
solutions (23). Teachers become tutors, mentors and resource persons
who are equally involved in problem resolution. This more horizontal
approach requires different patterns of communication and interaction
between students and teachers. If students are encouraged and expected
to be active participants and to interact substantively with their teachers,
later on they will be more likely to see both their supervisors and their
subordinates as colleagues and collaborators.

Involving health institutions

Although training institutions are the logical starting point for changing
health worker attitudes, the institutions that deliver primary health care
on a regular basis provide the best opportunities for reinforcing
changes. Health worker attitudes can be influenced through in-service
or on-the-job training, by the example of more senior or more highly
trained care providers, and by the vision and values expressed by the
institution’s leaders. If an organization’s vision reflects positive and
enabling attitudes, and if it is communicated to and understood by all
staff, it may help determine how health personnel will think and act with
regard to CHWs and communities.

On-the-job training is increasingly emphasized in many primary
health care programmes both because of the need to update and up-
grade health care workers in a rapidlv changing field and because of the
desire to improve the quality of services. In-service training may be more
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efficient than formal training courses. It-provides an opportunity to
apply knowledge and skills in a practical setting and to adapt them to the
local situation. Along with knowledge and skills, attitudes are taught,
modelled and encouraged during on-the-job training, although they
may not be specifically emphasized.

In the context of decentralization, it is probably most useful to in-
volve health care institutions in changing the attitudes of health per-
sonnel and CHWs at district level and below. The district hospital
is expected to play an essential role in primary health care, although
there is evidence that few district hospitals have assumed this role (27).
However, along with its associated health posts and clinics, the district
hospital forms the- basic infrastructure of most primary health care
systems.

If hospitals and health posts are to contribute to changing health
worker attitudes, there probably needs to be a culture change within
many institutions. This may be achieved through quality improvement
programmes with strong institutional leadership. As these programmes
develop, and as they extend through teamwork to improving the delivery
of care, specific activities of hospitals and health posts can be changed.
This will lay the foundation for improving both day-to-day role mod-
elling of positive attitudes as well as more formal on-thejob training. It
is likely that these changes will be made in the context of strengthening
district health systems.

Increasing community participation

While health worker attitudes towards communities may be improved
through better understanding of and commitment to primary health
care, sustainable benefits may not be achieved until there is ongoing
communication of needs and expectations between communities
and health services. Ways of establishing understanding and com-
munication vary according to the situation. Several mechanisms for
communication have been discussed in the past, such as village health
committees or development committees. These have not always been
empowered or expected to function as true partners with the health
system, but they may contribute to the development of attitudes on both
sides. Potential changes relating to this kind of group are discussed
below (page 28).

Identifying precisely what the community expects from primary
health care and what it thinks about the quality of current services might
help national CHW programmes to better understand community atti-
tudes. Primary health care services exist to improve the health of
individuals and communities; participation of these individuals and
communities in their own health care (whether by patients returning for
refills of tuberculosis medicines or by community use of latrines) is
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essential to improving health outcomes. As customers of CHWs and
other health services, what do communities want? How are these wants
used to design and implement effective health services?

The importance of understanding the individual or community as a
customer of health services cannot be overstated. The biggest current
challenge to CHW programmes is to establish an awareness of this
among health workers. Once this awareness is established through train-
ing and experience, changes may eventually be needed in the health
system to enable these health workers to adapt services accordingly.

The second challenge is for CHW programmes to use information on
community expectations and judgements in a valid and cost-effective
manner. The contribution of family planning programmes to the under-
standing of “client satisfaction” may be useful in this context. National
CHW programmes can collect and utilize information about services on
an ongoing basis through health facilities and the health development
structure (see page 46). While tools such as simple questionnaires
and focus group guidelines exist, training of programme managers
and supervisors may be necessary to make the best use of information
collected.

Improving supervision

There must be clear strategies for supervision. These need to be learned
(e.g. in workshops on supervision at district level) so that professionals
and community members know what is expected of them as supervisors.
Guidelines for supervision should include a list of supervisory activities
and details of stocks to be checked, as well as ways of ensuring that
difficulties in case management and referral are brought to light and
discussed.

With regard to changing the attitudes of health personnel, CHWs
and communities, perhaps the greatest improvement will result from
improving communication in the supervisory process. Efforts to improve
communication through training and the role model of supervisors have
been successful in small-scale programmes. The challenge that remains
is to expand these successes to national programmes.

Training institutions and health services set the example

Progressive training institutions, local hospitals and health centres have
already taken action to enhance primary health care and bring
about attitude change. New training approaches and curricula have
been tested in long-term courses, seminars, workshops and outreach
programmes. It is not possible to describe all the improvements and
achievements in health worker training. However, the following
examples illustrate opportunities for change.
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At the Jimma School of Health Sciences in Ethiopia, physicians,
nurses and other health workers are trained as teams in a community-
oriented training programme. During the training period, teams live in
villages in order to assess various health and social problems through
action-oriented research. This training approach is expected to improve
community health and CHW programmes (11).

Efforts have also been made to develop more positive attitudes
among CHWs in established programmes. In 1988 in the Maldives,
workshop activities were conducted with family health workers to iden-
tify the knowledge, skills and attitudes required to carry out specified
tasks relating to community concerns, primary health care and problems
encountered in the field. The attitudes of participants towards commu-
nities and other health workers improved greatly as the result of focused
discussion and working out solutions to their own problems (11).

Several countries in Latin America have developed programmes to
train physicians for community-oriented primary health care. Tradi-
tional medical curricula were revised to include the application of epide-
miological tools to analyse community health problems, local health
care administration and planning, community participation, exposure
to nonmedical disciplines needed for primary health care, and the
use of innovative learning methods such as problem-solving in
multidisciplinary teams (11).

There are numerous church-administered and nongovernmental
hospitals at district and local levels that have initiated CHW activities or
more comprehensive community outreach programmes. Many of these
small-scale programmes are very successful. Project staff appear to have
more effective partnerships with communities and CHWs than do staff
of national public health services. Examples of such outreach
programmes are those of the Tenwek Hospital in Kenya, the Mvumi
Hospital in the United Republic of Tanzania, the King Edward Memorial
Hospital in India, and the Dr Carlos Luis Valverde Vega Hospital in
Costa Rica (27, 28, 29, 30). The Costa Rican programme is described in
Box 5. '

An important role of hospitals is to mobilize the community for
participation in primary health care through dialogue with leaders and
community members as well as through the promotion of community
health committees. Hospitals also conduct health worker training, estab-
lish health posts, provide curative and preventive care, offer health
education, initiate intersectoral collaboration, involve various interest
groups in health, and carry out focused programmes such as maternal
and child health or family planning. Although health professionals
who have previously been involved only in hospital care may not find
such outreach programmes easy to implement, the programmes greatly
extend the effectiveness of health care services.
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“The hospital without walls”

Costa Rica

[n the 1950s, the Dr Car.os Luis Valverde Vega Hospital in San Ramon,
Alajuela, Costa Rica, introduced the “hospital without walls” programme. De-
spite opposition from the medical establishment and others the programme
has had some remarkable achievements.

The hospital has a clear philosophy: successful health action is measured not
just by what is done inside the hospital but, more importantly, by the initiatives
taken within the hospital’s area of influence. Consequently, it is the hospital's
responsibility to extend health activities beyond its own walls. This calls for
dedication not only to curative and preventive medicine but &lso to an under-
standing that the latter is above all a matter for individuals and communities.
The hospital aims to improve the healith and living standards ¢f the population
by also becoming involved in activities relating to such matters as housing,
land tenure, electricity supply, drinking-water and roads.

Working through. and with, five health centres, five sccial security clinics and
46 health posts (which it helped to establish) througrout the area, the hospital
has helped raise living standards, has developed acfive community participa-
tion in the provision of health care, and has provided appropriate training for
professional staff and community workers.

Source: Paine and Siem Tjam (27).

Signs of change

The attitude change in favour of primarv health care is not easy to
introduce. It is a slow process and, for many health professionals, it may
be a painful experience as they delegate many traditional tasks to health
workers with shorter training.

However, enlightened politicians, managers and health professionals
have understood that more democratic approaches to health care are
necessary if a true improvement in the health status of the population at
large is to be achieved. These people have at times taken courageous
initiatives to introduce change, be it with regard to health policy, health
service structure, training programmes or the direct delivery of health
care. Box 6 describes how the health svstem in Zimbabwe was restruc-
tured along the lines of primary health care.

Although change is slow, there are signs that vounger generations of
health professionals—panrticularly those who have followed community-
oriented training programmes—are gaining a better understanding of
public health problems and are showing greater concern for community
health. Increasingly communities are determining what they want from
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health care, if not how to achieve it. The development of more coopera-
tive and collaborative attitudes from all sides, beginning with the success-
ful approaches already identified, may speed the evolution of primary
health care.

Restructuring the health system in line with primary health care

Zimbabwe

In line with the primary health care approach, the delivery and management of
health care at all levels have been transformed. Curative and preventive
services have been integrated and provincial and district health teams estab-
lished with representatives of all the major agencies providing health care as
well as from other sectors and the relevant local government structures. The
hospital doctor no longer has only a curative role but is responsible for
mobilizing, through the health team, health promotive, preventive, curative and
rehabilitative services, and for training new groups of health workers and
ensuring integration with other sectors. Reforms have been made in medical
and nursing education and in the training of other health workers.

Source: Sanders (13).
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CHAPTER 2
Structure and management

The level of the health care system most suited to support primary health
care programmes is commonly agreed to be the district. District
health systems facilitate coordination and collaboration between local
and national levels of health services. Although district health
systems vary from country to country, the WHO Global Programme
Committee has provided a broad definition which applies to most health
systems.

A district health system based on primary health care is a more or less
self-contained segment of the national health system. It comprises
first and foremost a well-defined population, living within a clearly
delineated administrative and geographical area, whether urban or
rural. It includes all institutions and individuals providing health care
in the district, whether governmental, social security, nongovern-
mental, private, or traditional. A district health system, therefore,
consists of a large variety of interrelated elements that contribute to
health in homes, schools, work places, and communities, through the
health and other related sectors. It includes self-care and all health
care workers and facilities, up to and including the hospital at the
first referral level and the appropriate laboratorv, other diagnostic,
and logistic support services. Its component elements need to be well
coordinated by an officer assigned to this function in order to draw
together all these elements and institutions into a fully comprehen-
sive range of promotive, preventive, curative and rehabilitative health
activities (12).

There is widespread agreement that the strengthening of district
health systems based on primary health care is key to improving CHW
programmes. The 1986 Yaoundé Conference held this to be self-evident
(31).

The district health system is the support framework that the CHW
must have in order to function effectively and without which the
CHW scheme may fail. This support should combine supportive
supervision and systematic training of practising CHWs with a reliable
referral system, technical assistance, a supply svstem and an information
system.
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If the district health system is weak, CHW programmes often experi-
ence problems in areas such as supply and supervision. In order
to improve CHW programmes, the WHO interregional meeting on
Strengthening the Performance of Community Health Workers identi-
fied three components of the district health system that need attention:
the health service structure, the health management structure, and the
health development structure. These components include facilities, per-
sonnel and representative groups as follows (32):

Health service structure:
— district hospitals
— health centres

— health posts.

Health management structure:

— district medical/health officers
— heads of district hospitals

-— heads of health centres

— heads of health posts.

Health development structure:

— district councils, health committees, development committees

— subdistrict councils, committees

— community/village councils, health committees

— special-purpose or interest groups, both formal (farmers’
groups, labour groups) or informal (women’s groups, family
groups), which may not recognize their contribution to health
development.

Most evaluations and studies of the district health system have fo-
cused on the health service structure and the health management struc-
ture. These two components include the elements that support the main
functions of CHW programme implementation such as selection, train-
ing, supervision, logistics and supply, and remuneration. Although many
countries have taken action to strengthen these functions, problems
persist and many CHW programmes have failed to be maintained
or sustained. In striving for sustainability, the focus has been on the
traditional structures of health services and health management. Admin-
istrators have not utilized the health development structure to any
great extent and may not fully understand its potential. Building effec-
tive partnerships with communities through this structure may be an
important key to improving and sustaining CHW programmes in the
future.

“Partnerships” are functional links between the different parties in-
volved in health-related matters outside the formal health system and
those within the district primary health care system. Those outside the
formal health system might include village councils and committees,
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interest groups, civic organizations and other groups whose activities
have a bearing on health. These groups mav be specifically health-
related or they may have a mandate in areas such as education, agricul-
ture, water supply or economic development. The furtherance of good
health and the prevention of ill-health will not occur without partner-
ships between all parties. This has been the hallmark of small, non-
governmental primary health care programmes that have supported
CHWs successfully.

The functions of the health development structure, especially village
health committees, range from coordination to decision-making.
Strengthening of this structure is necessary not only for CHW
programines but also for improving district health systems in general.
The characteristics thought to be necessary for the success of district
health systems—such as decentralization, integration, efficiency, equity
and quality—all depend on interaction with communities.

Little attention has been paid at national and district levels to the
health development structure. There have been reports on the role and
organization of village health committees but they have seldom been
analysed as components of a structural framework. In response to the
need for more detailed information, WHO supported a cooperative
study to describe and analvse health development structures within the
district health system in Colombia, Indonesia, Jamaica. Nigeria, Philip-
pines, Senegal, Sudan and Yemen, and to assess their contribution to
health development within these systems (32). The survey in Nigeria is
described in Box 7.

The study first revealed the need to describe the health development
structure more explicitly and to include organizations that make up the
structure as well as their functions. A health development structure is a
network of organizations, and the people within them,’ with an interest
in promoting the health and well-being of a given community. It is not
concerned with health policies about illness and disease. The key
findings of this study were:

* There are many different models of health development
structures.

* The activities of the health development structure which con-
tribute to health are varied and include health service activity,
management of health services, local planning and policy devel-
opment, the provision of social and phrvsical infrastructure to
promote health and the encouragement of collaboration across
sectors.

' Since the term “civil society” has recently been widelv used to describe the health
development structure, the expression “civil society organizations for health” could also
be used here.
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BN T e e et R :
Health development structures: how are they working?
Nigeria

The survey in Odogbolu, Ogun State, found that health development struc-
tures (community development councils, primary health care management
committees, the Better Life Programme, social clubs, cooperative societies,
religious groups, traditional organizations) could serve as useful links for the
effective functioning of primary health care. The health development structures
with the most effect at village level are the village health committees. These
committees are now found in almost all the 100 communities in the local
- government area where they have been very active in promoting primary
health care activities. Latrines, mosquito nets, deep wells and sanitation have
been provided and voluntary health workers identified thanks to the village
health committees.

The community development council maintains slaughter houses and con-
structs community drainage and multipurpose community facilities. Although
the Better Life Programme is involved in cottage industries, its activities can
also have an impact on health. The Programme has built maternity centres,
provided drugs and food and promoted the hygienic preparation of food.

More than half of the religious, youth and social clubs included in the survey
had no activities relating to health. It appears that many of these groups had
not been properly educated about the need for community participation for
health. The school survey showed that there were no clubs or committees
responsible for the promotion of health in schools.

Source: The role of civil society in district health systems: hidden resources (32).

* The operation and effectiveness of the health development struc-
ture are influenced by resource availability, health sector coordi-
nation, the representativeness of the structure, the skills for
collaboration within the community and among health sector
personnel, and the level of political and administrative support
for the structures.

* Health development structures outside the formal health sector

‘are an invisible resource for health development that could be
utilized to great effect.

Village health committees: the formal link

At the local level, the health development structure includes all commu-
nity members. However, health care providers (and other development
workers) are not usually in direct contact with everyone in a village.
Communication takes place either on an individual level between health
worker and patient or on the community level with recognized groups
that represent the population in some way. These groups can include
village councils, health and other development committees, groups of
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village elders, farmers’ and labour organizations, societies of traditional
healers, or special interest groups such as women'’s associations or reli-
gious groups.

Most communities have councils—whether traditional or modern,
elected or appointed—that attend to the administration of community
matters. In some communities the council may be responsible for health
development, while in others there may be a general development
committee that oversees activities in various sectors, including health.
However, it is commonest for health to be assigned to a special
health committee. The village health committee, which is responsible
for making decisions regarding health on behalf of the community, is
thought to be the most important group in the health development
structure.

Village health committees reflect the needs of the people and help
the community to look after its health. There may be variation in the
tasks of village health committees in different communities, but in
general they collect information, identify needs and problems, identify
solutions and plans for achieving them, establish priorities, obtain
resources, carry out plans in collaboration with health workers, mobilize
the community, and communicate results (33). Village health com-
mittees are a source of support for CHWs and CHW activities such
as immunization, environmental sanitation campaigns, collection of
information and reporting, management of essential drug schemes,
organization of transport for referrals, and remuneration of volunteers
(34).

Village health committees may be appointed by the village council or
elected by the community. The size of the committee varies from place
to place and representation may be intentionally wide or narrow. In
general committees have 5-8 members and include political and reli-
gious leaders, representatives of inierest groups and in some places local
health workers. Though the structure may vary, the committee must be
capable and must have the confidence of the population in order to be
effective.

The village health committee must interact both with various groups
and people in the community and with the health care system. The
extent to which the committee interacts with and represents the commu-
nity will determine the extent of local participation. It is important to
define what we mean by “community”. In some countries communities
are clearly defined by geography and ethnic group, and are highly
organized. In other places, villagers may be linked only by physical
proximity and may not act as a cohesive unit. Communities may be
defined more by occupation, religion, class or caste, or ethnic group.
With increasing migration to urban areas, mixed communities may be
the norm. These differences influence the roles and potential effective-
ness of committee representatives.
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Since district health systems, including CHW programmes, are nearly
always organized geographically, the tendency is to establish health
committees by geographic area too. This may be essential for effective
interaction with the health system but may have a negative impact on
community development. Like CHWs, village health committees are
intended to bridge the gap between primary health care services
and communities. It is important to remember that this bridge spans
not only different beliefs and experiences but also different social
organizations.

In one Zambian programme, 83% of CHWs reported that village
health committees had been formed, of which about half met monthly
and another quarter met every three months (11). In some studies,
CHW performance has been shown to be positively associated with the
level of support from village health committee activities. For example, a
study in Nigeria identified support and encouragement by the village
health committee as an important factor in CHW job satisfaction (14).
In Ecuador, the presence of a health committee was strongly associ-
ated with superior CHW performance in the areas of prevention and
maternal-child health (35).

In many other programmes, however, health committees are weak,
inactive or moribund, formed because they were part of a workplan but
never encouraged. Community support may be lacking and links with
the health sector may be limited (29). Reviews have shown that the
process of developing village health committees has often been poorly
planned and executed. It would therefore be premature to dismiss them
as ineffective if they have not been correctly implemented.

Reviewing the problems and constraints of village health committees
can help in assessing potential capabilities. Many committees have not
been able to support, supervise or collaborate with CHWs, nor have they
been able to collect funds to pay them (36). In a Tanzanian programme
village health committees restricted themselves to countersigning
CHWSs’ monthly reports. A more detailed study of Kenyan village health
committees showed that there was no communication between commit-
tees and project management. This led to conflicts when decisions that
affected villages came to be implemented.

Representation

Village health committees may not be representative of the entire popu-
lation. Important minorities and vulnerable subpopulations may be ex-
cluded, as is often the case with women, and especially young mothers.
The very poor may not be represented, even though they may have the
greatest need for services. The fact that communities are usually not
homogeneous entities even though they share a common geographic
territory is often not allowed for during the process of selecting commit-
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tee members. Even when some attempt is made to include subgroups
such as women, traditional power structures may influence participa-
tion. Cultural and socioeconomic factors often divide communities into
distinct and conflicting interest groups (17). There is a risk that the
more powerful, influential and wealthy groups will monopolize commu-
nity councils and health committees (37). Many community participa-
tion projects have failed because they did not take class interests in
communities into consideration. They worked only through community
leaders who often had their own interests at heart (38).

Lack of representativeness of health committees has also tended to
result in inappropriate selection of CHWs. Jobs become resources to be
allocated (whether for salary, status, or other benefits). In some coun-
tries it was found that the sons, daughters, relatives or friends of influen-
tial people were appointed, resulting in a lack of support for CHWs by
villagers and high drop-out rates (11).

Perhaps one of the most difficult aspects of representation arises
when national politics are mixed with community development. In some
countries the structure of the national government or ruling party ex-
tends down to the local level so that the community council is an organ
of the national structure. Unless such bodies enjoy true popular support,
there is a risk that health committees will represent only party interests
and villagers may not even express opinions. It is not involvement of
people secured under duress and obedience that should be the goal but
their participation and cooperation (39).

The imposition of national interests on communities applies to
bureaucracies as well as political structures. Ministries of health may
engage in top-down planning wherebyv goals, objectives and priorities
are determined in capital cities by professionals who have never lived in
the communities that are the focus of their efforts. Goals may even be
directed more by donor interests than by national interests. Because
most national CHW programmes are characterized by top-down
planning, with little involvement of local authorities, many villages are
“littered with the carcasses of moribund committees and organizations”
(15).

In some countries attempts have been made to ensure greater
representation on comimittees. In the Gambia, village headmen and
their councils are not representative of the populaton at large so
the government specified that village development committees should
include representatives of all major ethnic and caste groups in a defined
area (40).

Efforts to decentralize health care have also contributed to more
representative participation. In Sri Lanka, decentralization has resulted
in the active participation of nongovernmental organizations and
village-based governmental organizations in the activities of health
teams at village level (41). In general decentralization efforts have been
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extended to the district health system but not yet to counties and
villages. At district level participation has increased and, as this is
institutionalized, greater community participation is expected.

Selecting health committee chairpersons and members

Not infrequently, the village leader or headman becomes the chair-
person of the village health committee. Experience from the United
Republic of Tanzania, among other places, indicates that the work of
the committees suffers if these chairpersons are weak, uninterested or
unpopular (30). Conversely, conscientious and motivated village leaders
can make important contributions to health care programmes (39). In
the Gambia, village development committees that are chaired by knowl-
edgeable and active headmen perform well and are supported by the
people. However, there have also been significant numbers of commit-
tees whose work was limited by a poor understanding of primary health
care on the part of the chairpersons whose main interests were in
providing drugs and curative care.

The leadership capacities of village health committee chairpersons
and members are important ingredients for success. The orientation
and training given to these persons are also important. Many
programmes have failed to prepare committees to undertake their re-
sponsibilities (13). For example, lack of understanding of what primary
health care services would be provided to villages by CHWs in the Sudan
led to remarkable variation in the expectations of community leaders.
Ninety-eight per cent thought that CHWs were to provide curative care,
65% thought they would have a preventive role, and only 30% under-
stood there to be a role in health promotion (11).

Community leaders and members of health committees are expected
to organize and manage community participation and health activities.
This requires technical knowledge, an understanding of CHWs and
primary health care, and skills in management and supervision. Skills
training is not often provided to health committees. Committee mem-
bers need to be able to carry out both simple tasks (electing leadership,
conducting meetings) and complex ones (organizing communities,
resolving conflict, administering funds). Several Kenyan programmes
have provided training to village chiefs, assistant chiefs and committee
members, as well as to specific target groups such as church leaders and
school teachers (29). The training greatly enhanced committee support
of CHWs.

These problems can be addressed through improved selection or
replacement of committee leadership and through proper orientation
and training. If a chairperson is a village headman but is weak, it may be
possible to convince him to add a more able member of his council to
the village health committee.
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Improving the preparation and training of committees will require
additional resources and improved communication. The process of in-
troducing CHWs to the community, setting up the committee and creat-
ing expectations can be planned and evaluated. With appropriate
personnel and response to constraints as they are encountered (rather
than years later), a better committee can be built.

After committees are formed, they will still require practical training.
This is probably best accomplished over time as they come together as a
group and become more knowledgeable about the issues that they need
to address. The resource and time requirements for this process of
committee development should not be underestimated. It is reasonable
to expect a process of months and years rather than of days or weeks.

Using community structures

In many primary health care and CHW programmes, participation
structures and mechanisms are imposed on communities from the
outside. In Kenya, a malaria control project established health com-
mittees covering 100 households in 36 villages. Committee members
were selected on the basis of age, sex and social status. The committees
were active only for short periods of time when they were engaged
in specific activities and were not able to motivate villagers on a con-
tinuing basis. The project leaders concluded that it was inappropriate to
reorganize the community for participation in health care or to set up
a new leadership system of the village health committees. Instead, it
was best to strengthen and work within the existing leadership and
community organization structures, such as clans, women and other
activity groups. The more peripheral to the community, the more
ineffective village health committees were as a means of community
involvement (42).

Where existing community organizations function well, it is far more
effective to use them. Such organizations usually have a means for
dialogue and discussion and enable the health programme to be incor-
porated into existing structures. Community organizations provide
opportunities for lasting solutions to the problems of leadership, organi-
zation, resource mobilization and management (43).

The availability and effectiveness of local organizations vary. How-
ever, virtually all communities have organizations of some kind. CHW
programmes are well advised to identify these organizations at the
outset.

Involving community groups

Some CHW programmes work closely with special interest groups since
these often have many members in the community. To improve health
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it is essential to involve as many human resources as possible, especially
in preventive and promotive activities. The involvement of special inter-
est groups can increase access to communities, promote intersectoral
collaboration, and help to mobilize the will and resources to accomplish
health-related tasks. In the context of primary health care and CHW
programmes the most important special interest groups may be women’s
associations.

Women'’s associations

Women’s associations are often involved in village health activities, al-
though they are not necessarily represented on village health commit-
tees. Women are especially important because it is they who primarily
take care of children, and children under the age of five are the most
vulnerable group in any community. Women in their childbearing years
are also far more likely to be in poor health or to die than men of the
same age. Because of this, women and young children are often the
focus of primary health care and CHW programmes. For socioeconomic
and cultural reasons women are often much more difficult to reach with
health services than men are. In some cases women’s groups may be the
only socially acceptable channel for doing this. Many women’s groups
are well organized and capable of planning, coordinating and imple-
menting health activities. Some could provide the foundation for more
comprehensive health programmes.

In the Saradidi rural health project in Kenya, women’s associations
were among the most important voluntary partners. Although they were
not represented on the village health committees they informally took
on some committee tasks. They provided more effective support to the
'CHWs than did the elected leadership (37). In the 1987 national vacci-
nation campaigns in Senegal, women’s organizations held local meet-
ings to ensure that mothers brought their children to the vaccination
posts (44). In Nepal, during the early stages of the female CHW
programme, a national women’s organization was designated an official
partner to the Ministry of Health and assisted in the organization of
mothers’ groups and the recruitment and selection of community
health volunteers (45).

Women'’s associations are more formally represented on village
health committees in the Gambia and some other countries. Many of
the representatives are the leaders of local women’s organizations that
undertake communal farming (40). In villages in north-western Somalia
there is one woman for every four or five members of each village health
committee. However, the role of women may vary considerably from
village to village. In some, they are outspoken experts in maternal and
child health, while in others they serve only to fulfil a requirement of the
district health team (34).
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Although women may have little visible authority, thev are important
to community health and represent an experienced resource for CHW
programmes. Programmes that neglect to involve women will fail to
reach the most vulnerable sector of the community.

Religious groups

Religious groups play an important role in health development in many
countries. In addition to establishing comprehensive local health care
projects, including CHW programmes, they provide assistance in many
related areas. In Algeria, Senegal and Turkey, imams have taken an
active role in urging parents to have their children vaccinated during
national campaigns (46). In Myanmar, the CHW programme has sought
the help of Buddhist monks (I1I). In Colombia, the Roman Catholic
church has trained over 5000 parish agents to teach child survival tech-
niques to parents in remote areas (47). Religious groups often work
intensively in villages in poor and underserved areas (46). They provide
practical examples of how communities can be enabled to manage and
implement their own social services.

Schools, teachers and students

In manv communities, schools carry out health projects and provide
health training for specific groups. However, most of the health activities
undertaken by schools are initiated by governmental organizations or
NGOs, or are the work of a particularly motivated teacher. It is not clear
to what extent schools and their teachers collaborate with CHWSs or
are involved svstematically in primarv health care. Nonetheless, since
schools are valued by communities and since they educate the next
generation, school involvement in community health care may be one of
the most productive areas of intersectoral collaboration open to CHW
programines.

In Nepal, a rural development programme and a secondary school
jointly implemented a health education and sanitation project in which
students were taught about the need for lawines and learned how to
build them. After returning to their home villages, the students moti-
vated and assisted families to build simple latrines. The project was so
successful that it was extended to other schools in the area. Health post
staff, village leaders and respected community members also partici-
pated (48).

The idea of training schoolchildren to be health workers is gaining
credibility. It is both practical and effective not only because children are
future adults but because they often care for vounger children at home.
If taught enthusiastically, children can readily influence adults and can
serve as resource persons within each household. In many homes in the
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developing world, children attending school are the first generation to
be literate. With appropriate support, schoolchildren can have a consid-
erable impact on health knowledge and practice. This is especially so in
the case of female students.

The range of roles that can be played by students and teachers
is wide. In Bangladesh, schoolchildren have been trained to use
oral rehydration therapy, while in the United Republic of Tanzania
schoolteachers provide health education lessons to the community.
Some schools assist health workers by taking part in screening
programmes such as the one for schistosomiasis which is described
in Box 8.

Farmers’ groups, labour organizations and cooperatives

There is little documentation about the functions of these groups in
health development. However, most rural populations are farmers, and
many local farmers’ associations exist. Their main activities relate to
food production and marketing but they also deal with processes that
have significant health effects such as water supply and irrigation. Given

TRy i
Schools help screening for schistosomiasis

United Republic of Tanzania

The importance of schools and schoolteachers in health development has
been recognized in the United Republic of Tanzania. In addition to providing
health education to schoolchildren, teachers have also successfully partici-
pated in screening for urinary schistosomiasis.

In Kilosa District a large number of schools were invited to participate in the
screening project. In the first stage some 15000 primary schoolchildren were
interviewed by their teachers over a four-week period using simple question-
naires. In the second stage, the head teachers of 49 high-risk and 26 low-risk
schools carried out a test on 80 children using reagent sticks to detect
haematuria. Within six weeks, 5750 children were screened. Cross-checks in
18 schools confirmed the accuracy of the head teachers’ testing. This allowed
the results to be used for the epidemiological mapping of the district and for
the treatment of those children whose tests were positive.

This two-stage approach depended entirely on the existing school system. For
only US$3000 a rural district of 15000km? and 350000 inhabitants were
screened within four months. This was twice as fast and eight times cheaper
than screening with the standard urine filtration method. This approach means
that district authorities do not have to depend entirely on specialized screen-
ing teams.

Source: Lengeler et al. (49).
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the importance of nutrition and waterborne diseases, these associations
seem likelv targets for cooperation with primary health care and CHW
programmes.

In the Philippines, one church-based health programme specifically
sought the cooperation of the local farmers’ organization. This group
was experienced in organizing activities, overseeing them and mobiliz-
ing resources for them. Some of the activities were also important to the
functioning of the health care services. The experience of the farmers’
organization made an important contribution to the success of the
programme (44). In many places, there are similar organizations for
other kinds of rural workers that may be interested in health promotion.
In Burkina Faso, for instance, such an organization has helped to de-
velop self-help groups to further social and economic development at
local level. These groups construct dams and dykes, anti-erosion works,
and wells. They also manage rural pharmacies and primary health care
services (50).

Other groups

In some countries Bov Scouts, Girl Guides and sports organizations have
already taken partin immunization campaigns. Groups that have partici-
pated in community health programmes include school nutrition clubs,
adult literacy teachers and rural shopkeepers. Often these groups served
as the sole communications links with villages that might otherwise have
been difficult to reach. Community organizations perform important
functions for people’s well-being and are a “hidden health promotion
system” (32).

Lessons learned

The importance and potential benefit of active village health commit-
tees are not in question. In order to improve CHW programmes, these
committees or other appropriate groups that represent communities
need to be strengthened and expanded. Lessons learned from experi-
ence have been documented and it is possible to suggest some basic
principles. Village health committees should:
— be representative of the entire local population to be served by
the health programme;
— be chaired by highly motivated and capable persons who enjoy
the support of the communiry;
— be based on existing leadership and organizational structures;
— include representatives from existing community organizations
(if it is not possible to include representatives from all
groups, others should be invited to send observers to committee
meetings);
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— have members who are adequately trained for their
responsibilities.

The community and the CHW

Village health committees make decisions and carry out administrative
tasks but the community members themselves are involved in a range of
daily activities that have direct or indirect impact on health. The primary
health care approach calls for community members who are not simply
passive recipients of care but active participants in health development.

CHWs are in principle active community members who have ac-
cepted positions to promote good health and who serve as links between
the community and the formal health system. Whether volunteers or
salaried, their commitment to improving health is the same. The com-
munity cooperates with CHWs in return for services, and provides sup-
port as necessary. In the case of salaried workers this support may take
the form of social assistance or extra help when there is a lot of work to
do. In the case of volunteers the support may need to be more substan-
tial. An active CHW volunteer has limited time to devote to earning
money. The community and sometimes the health system compensate
for the work in cash or in kind. However, remuneration of CHWs has
been a major problem in many national programmes since the regularity
and intensity of support differ from one place to another (37).

In the District of Ketou in Benin, the CHW programme was accepted
with great enthusiasm. After initial sensitization, members of the com--
munity participated actively in the construction of latrines and carbon-
based water filters. Communities continue to report that CHWs are
important. However, they have not been able to remunerate CHWs out
of the income from drug sales as planned and have not identified
alternatives (11). '

In the Saradidi programme in Kenya, villagers and CHWs work to-
gether frequently. CHWs have regular contact with village elders and
with women’s groups. Community members take part in health activities
as and when they are able: men donate money for projects, children
carry messages, and women organize groups to clean villages. This active
involvement appears to be a result of efforts to sensitize the whole
population and to build on the established. Anglican church to which
one-third of the inhabitants belong. Initially, the congregation set up
committees to talk to other congregations and to village leaders about
the benefits of a community health programme. Other members ap-
proached individuals and families in their own neighbourhoods.-Within
three months most people in the community were aware of the
programme and their own potential roles-in it. The fact that the
programme was initiated by the community itself and not by outsiders
appears to have made it easier to get people involved (1I).
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In many other CHW programmes the links between the population
and the CHW are more distant and do not function well. Studies have
identified several factors that have a negative effect on the relationship
between communities and CHWs.

* Many communities do not have full confidence in CHWSs because
community members are neither adequately informed nor consulted
during the selection process. In Zimbabwe almost all CHW' said they
had been selected by communities though interviews revealed this
was true in onlv one-third of the cases (51).

* In some programmes the CHWSs are emploved by the government
and placed in health clinics where they assist nursing staff. Contact
with the community is limited to outpatient visits and occasional
home visits. CHWs do not have the opportunity to build and main-
tain close links with individuals and families in villages.

¢ In some communities CHWSs are not valued because they cannot
meet expectations for curative care. People suffering from common
health problems usually want treatment and are not satisfied with
health education and advice (52). Chronic shortages of drugs in
most CHW programmes also contribute to community dissatisfac-
tion. Unless health promotive activities are provided in conjunction
with adequate treatment for common diseases the credibility of
CHWs is likely to decline.

¢ The reluctance or inability of many communities to support CHWs
with resources also diminishes their relationship. The problems of
lack of support have been documented frequently and most often
reflect unwillingness to pay CHWSs for benefits that are considered
small (53). Verv poor communities mayv not be able to find the
money needed to remunerate CHWs. At the same time, CHWs who
are not compensated for their work mav not be able to devote much
time to volunteer activities. A gain in status is inadequate motivation
for many CHWs who are sole providers for their families (54).

¢ CHWs often do not have the skills or ability to communicate with and
mobilize the community well. These skills are not emphasized in
training sessions and supervisors may be ill-prepared to provide
them. Consequently the quality of the community-CHW interaction
depends on the capabilities of individuals.

* In many instances communities are not adequately sensitized to the
benefits of CHW programmes, and are not aware of the role of
the CHW or the importance of community participation. CHWs
themselves have not always been properly rained and some do not
have a clear understanding of what theyv are expected to do for
the community (55). Misperceptions and wrong expectations on the
part of both the community and the CHW can undermine their
relationship.
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Intensive efforts are required to establish and nurture a working
partnership between CHWs and communities. Small-scale community
health projects managed by NGOs have been more successful in devel-
oping this partnership, but they also often build on years of experience
working in the same locations. In order to establish a partnership be-
tween CHWs and communities in the context of health development
some basic principles must be followed:

* Sufficient numbers of community members must understand the
primary health care approach, the need for community participa-
tion, and the role of CHWSs. Similarly, CHWs must be both trained
and enabled to work in partnership with communities.

¢ CHWs must be selected through a representational process that
involves many, if not all, community members. This will lay the
foundation for respect and confidence in providing primary health
care.

* CHWs are responsible for supporting the health development of all
families in their villages or communities. This responsibility cannot
be assumed properly by CHWs who spend most of their time in
health centres.

¢ CHWs should be adequately equipped to respond to the most urgent
needs of the community, including the provision of basic curative
care when no other health services are readily available.

* Effective means of supporting or compensating CHWs must be
found in order to ensure their sustainability. CHWs, like other vil-
lagers, must secure the livelihood of their families.

Involving traditional healers

Working partnerships between the formal health care system and
traditional healers vary with national or local circumstances. Such a
-partnership is more common where political support for the place of
traditional medicine is found at national level, as in China and India.
Elsewhere traditional medicine is often not strongly represented in
CHW programmes. The integration of modern and traditional medical
systems is often talked of in general terms as a guiding principle for
CHW programmes but it is important to examine what this means in
practice.

Modern medicine is made available to people through an identifi-
able organizational structure which people can see and which, in most
respects, is outside their own social network. Indigenous medicine is
usually quite different. People have various choices, including the ser-
vices of specialist healers, but where major traditions such as Ayurvedic
medicine are not prominent there is generally no overall medical system
or structure.
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