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INFORMATION COLLECTION & EXCHANGE

Peace Qorps' Information Collection & Exchange (ICE) was
established so that the strategies and technologies devel-
oped by Peace Corps Volunteers, their co-workers, and their
counterparts could be made available to the wide range of
development organizations and individual workers who might
find them useful. Training guides, curricula, lesson plans,
project reports, manuals and other Peace (orps-generated
materials developed in the field are collected and reviewed.
Same are reprinted "as is"; others provide a source of field
based information for the production of manuals or for re-
search in particular program areas. Materials that you sub-
mit to the Information Oollection & Exchange thus became
part of the Peace Corps' larger contribution to development.

Information about ICE publications and services is available
through:

}

Peace Corps

Information Collection & Exchange
Office of Progrem Development

806 Connecticut Avenue, N.W.
Washington, D.C. 20526

3

2dd your experience to the ICE Resource Center. Send ma-
terials that you've prepared so that we can share them
with others working in the development field. Your tech-
nical insights serve as the basis for the generation of
ICE manuals, reprints and resource packets, and also
ensure that ICE is providing the most updated, innovative
problem-solving techniques and information available to
you and your fellow development workers.

Peace Corps
3
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iNTRODUCT ION

The TJechnlcal Heaith ITralning Manual (THTM) is part of a long~
standing Peace Corps effort to provide supportive materlal for
the technlical +tralning of volunteers In a wlde range of health
areas. It contains a set of sesslons upon which a comprehensive
health training program can be buiit. The manual was concelved
as a response to a need for a generic approach to health
velunteer tralning which would:

] reflect an understanding of the role of the Peace Corps
health worker In the context of providing primary
health care (PHC) In the developing worlid.

o be sufficlently flexlble and adaptable for use In Peace
Corps countriles world-wlde.

@ address the needs of participants with varying degrees
of health knowledge and work experlence.

° consider Important fleld reallitles such as variations
In the length of technical tralning or accessibliity of
a local community for appllication of training.

® allow for the Integration of technical and other
tralning components to promote the attalnment of
well-rounded development skills.

A central theme of this tralning manuai Is the recognition that
technical expertise s significant and useful only when I+ Is
applled In balance with other abilitles. A person technically
competent In disease control Is of |ittle value to the community
uniess he or she has the abllity to work cooperatively with
others to motivate them toward a more self-rellant and healthy
life, It 1Is essentlal that Peace Corps VYolunteers and Host
Country Counterparts develop a varlety of complementary skilis,
knowledge and attitudes that wlill serve to weave together the
many threads of communlty development, Therefore, two primary
goals of the manual can be Identifled:

1. To assist the Volunteer In developing knowledge and
skill In the areas of primary health care. .

2. To help the VYolunteser develop the complementary skills,
knowledge and attitudes necessary to work cooperatively
with Counterparts and communlty members In designing
health education strategles that meet the needs of the
people,

17




Introduction, conttd.

The training program outlined In this manual emphaslzes the para-
llels which exist between training and community-based develop-
ment work In primary health care, Throughout the program,
participants are encouraged to take a full and active role In
thelr own educatlon and to make decisions that wlll affect them
and the people with whom they work and live. They are urged to
cooperate wlith others, to Identlfy and use available talents and
resources, and to practice skiils that help motivate people and
Involve them In the process of thelr own education.

18

-2-




TRAINER'S GUIDE

The Iralner's Gulde explalns the basic purpose and stiructure of
the manual and guldes you, the tralner, In using the sessions
effectively to meet health training obJectives,

Purpose of the Mapual

The manual Is designed as a resource to be used by tralners
primarily In providing pre-service tralning (elther
In-country or state-side) to health speclalists and gen-
erallsts assigned to heaith projects at the community and
clinlcal levels. Such projects are usualiy categorized
within the program areas of:

Health Educatlion

Maternal and Child Health
Nutrition

Disease Control

Community Health (which wusually consists of some
conmbination of the above mentioned areas).

These areas are all Integrated and consldered within the
scope of primary health care with a focus on allevliating
health problems and meeting health needs at the local level.

The manual Is useful In providings
- In-service training to nurses and health generalists.

- a measure of heaith training to Volunteers assigned to
projects in the following areas:

school health education
water/sanitation

home economics

health personne! development
rural development

- training of Volunteers In other development sectors to
assist In meeting local health needs (e.g. through
secondary health activitles)

~ staff tralning




Tralnerts Gulde
Page 2 of 18

1. Assumptlons of the Manual

The Technical Health Training Manual, |lke other Peace Corps
training manuals, reflects assumptions whlch are made about
the PCY as a development worker,

The following assumptions were adapted from The Role of the

‘ (Core Currlculum, Peace Corps) and
apply to the PCY as a development worker In the area of
primary health care:

Peace Corps Volunteers are sssentlally working in the
conduct of development-related projects to help others
galn Increasing self sufficiency. This Is the goal and
philosophy of development within which Peace Corps
proJects and Yolunteer roles are defIned.

Skill Transfer and Role Model:

Gliven the self sufficlency assumption, PCYV's are
assigned to a role in which the skliis they possess are
fransferred to others enabilng local psople to continue
to solve problems. Within the constraints of project
definltion, VYolunteers are therefore expected to act as
role models for effectlve helpling, working wlth others
as opposed to dolng for others,

We learn to traln others the way we are tralned, If
tralning Is structured o "spoon feed" answers, tralnees
will tend to adapt this as a development approach. The
sesslons In this manual are +therefore designed to
promote critical thinking, personal responsibility,
active problem solving, and thorough analysis of
Information, This approach may be different from
traditional educational models and will require
flexibility, commitment, and patlence on the part of
tralners and tralness.

The process of development requires skili In solving
problems and managing work. Most volunteer assignments
require that Voiunteers manage themselves, often with
minimai supervision. They are required to set goals,
deflne tasks, and plan thelr day by day activities, If
Volunteers are able to solve problems and manage them-
selves, they wlll possess a skill directly related to
development work.

20
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G .
All development work Involves the use of Informatlon,
How Information Is gathered, sorted, flltered, verifled,
and put to use Is critlcal to the process of
understanding and definlng development problems.

Role Definition:

.An understanding of the previous assumptlons and the
ablilty to act on them provides a sense of misslon,
directlon, and a role for the VYolunteer. This Is
especlally true when "development work sklilis®™ are
I Inked with technlcal skills (or a work ldentlty such as
health worker, extenslon worker, teacher).

The health volunteer®s role (n relation to primary
health care and development Is focused on throughout the
manual .

I1l. Tralning Modules and Sessions

The Technlcal Health Manual 1Is dlvided Into Volume | and
VYolume 1l. Each volume has sectlons, called modules, which
focus on Interrelated health content areas. Each module
begins wlth a set of behavloral objectives and contalns a
sequence of sesslons which address the specliflc context
area. The modular format allows the tralnsr to combine
varfous modules and sesslons as needed given tralnling
objJectives, time |Imitations, and other program parameters.

The modules and the sesslons wlthin each, are as fol lows:

YOLUME |
Module | Cllmate Setting & Assessment

Sesslon 1: Sharlng Perceptions of Primary Health Care
Sesslon 2: General Assessment

Sesslon 3: Deflning The Tralnling Course ObjectlIves
Sesslon 4: Tralning Program Evaluatlon

Module Il Primarvy Health Care

Sesslon 5: Primary Health Care

Sasslon 6: Health Care Dellvery Systems

Sesslon 7: The Role of +the Peace Corps Volunteer In
Primary Health Care

Sesslon 8: Factors Affecting Health

Session 9: Monltoring
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Module 11! q i 2

Session 10: Declding What To Learn About Commun{ty
Sesslon 11: Methods For Learning About The Community
Session 12: Learning About The Community

Sesslon 13: Communlty Analysls

Sesslon 14: Working With The Community

Sesslon 15: Organizing A Health Commlttee

Session 163 Working As A Counterpart

Sesslon 17: Health Day

Module IV Health Education

Session 18: Introduction To Health Educaticn
Sesslon 19: ldentifing and Analyzing Priority Health
Problems

Sesslon 20: Kriting ObJectives For Health Education

Sesslon 21: Planning and Evaluating Health Education
Projects

Sesslon 22: Selecting and Using Nonforma! Education
Techniques

Sesslon 23; Selecting and Using Visual Alds

Sesslon 24 Adapting and Pretesting Health Educatjon
Materlals

Session 25: Deslgning and Evaluating Health Education
Sesslions

Sesslon 26: Resources For Health Education

Sesslion 27; Practicing and Evaluating Health Educatlion
Sesslons

-~

VOLUME |}
Module V Nutrition

Session 28: Foods and Nutritlon
Session 29: Recognizing Malnutrition
Session 30: BreastfeedIng and Weaning
Session 31: Preventing Malnutrition

Module VI Maternal and Chiid Health

Sesslon 32: Normal Pregnancy and Pre-Natal Care
Sesslon 33: High Risk Pregnancy

Sesslon 34; Wel| Baby Care

Sesslon 35: Healthler Famllles Through Chiid Spacling

Module VII Dlsease In The Developing World

Sesslon 363 Recognition of Immunlzable Dlseases
Sesslon 37; Transmission of Immunizable Diseases

22" &
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Session 38: Preventing and Controlliing The Spread of
Imnunlzable Dlseases

Sesslon 39: Dehydration Assessment

Sesslon 40:  Rehydration Therapy

Sesslion 41: Treatment, Preventlon and Control of
Selécted Endemic Diseases

Sesslon 42: Improving Health Through Safe Water and A
Clean Communlty

Indlvidually and collectlvely, “ralning sesslons In the
manual focus on baslic health knowledge and/or skills which
most community based health workers should acquire,

Ffor pre-service tralning, Volume | with modules In Primary
Health Care, Communlty Analysls and Organizatlion, and Health
Education are considered fundamental and essentlal In
helping Tralnees to develop baslc communlication and planning
skllls requlred In development work. Yolume Il contalns the
modules In the three technlcal areas. The selectlion of
sessions from these modules should be based on country-
speciflc technical programming, experlience and needs of the
Tralnees.

The sample +tralning schedule on page 18 presents one
possible way to sequence the modules and sesslon. It |Is
Included only as an example.

Since most pre-service tralning programs conslist of tech-
nical language and cross-cultural/development training, the
sesslons In thls manual Include frequent cross-referencing.
For example, the sesslons In Module 3 on Community Analysls
Include a reference to and should be closely coordinated
with cross-cultural tralning actlivitles, The cross-
referencing Is meant to help the tralner recognize overlap
and Interface among tralning components, Making use of
these references and suggestions wlll greatly enhance the
opportunitlies for Integrated tralning.

All of the sessions In the manual follow a conslistent format
vhich 1Is brlefly explalned on the following pages. As there
are often several purposes to each sesslion, It Is Important
for the ftralner to study and understand the multi-tlered
design of each sesslon before conducting It. For example,
the actlvities may provide skil| development on malarla and
also provide participants with practice In nonformal
educatlon methods and materlals development. The tralner
should be consclous of each of these objectlives and assist
participants In accompllishing them.
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Three a four-hour sesslons have breaks Indlcated In
loglcal p. es In the sequence of actlvitles, Shorter
sesslons Include an ailowance In the total time of
approximatefy 5 minutes of break time per hour of sesslon
time, Please note that +thls allowance for break +ime Is
already programmed Into each sesslon., As the modules and
sesslons are modlifled, +the tralner should always work In 5
minutes of break +Ime for each hour of tralning. The
tralner should declde when the actual breasks occur.
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Sesslon Format
Session Number
TITLE
TOTAL TIME The total time scheduled for the sesslon.
OVERY IEW A brlef statement on how the sesslon relates to

the overall tralning program, the activitles In
the sesslon, and the expected [earning outcomes.

OBJECTIVES Statements of what Is expected of participants
In order to successfully complefe the tralning
course.

RESOURCES Printed materlals needed for the session or

useful for background Information and avallable
to Peace Corps staff and Vo,unteers through ICE.

Handcuts follow most sesslons. Each handout Is
coded to the corresponding sesslon and
paglnated. Coples of handouts should be made In
advance for dlstribution +to “4ralnees as
specifled In the sesslon,

Tralner Attachments are also coded and follow
some sesslons. - These are |ntended as resources
for the +tralner and are sometimes to be shared
with particlipants who help with session

preparation,
MATERIALS Supplles and tools needed for the session,
PROCEDURE A serles of steps to follow In order to meet the

ob Jectlves of the sesslon.

Tralner Note

Notes to further explaln the actlvitles of the sesslon. These
Include such things as alternatives, scheduling conslderations,
suggestlons and further directlons to the tralner.
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Iralning Methodology

As designed, the Health Manual can be considered a modlfled
"competency-~based® +training. It alms to help tralnees
attaln and demonstrate health knowledge and skills (l.e,
competencles) required of *hem on the Job. "Competencles®
to be achleved are stated as behavioral training obJectlives
at the beginning of each module. These obJectlves were
developed based on a detalled review and analysis of the
tasks performed by Volunteers working In specific health
areas,

At the beginning of +the tralning, the +tral‘ers should
provide particlpants with a complete |ist of those
behavioral objJectives they wlil be expected to achleve by
the end of the program. Session 3 Includes an activity In
whick +tralners and tralnees examine clarify and modify the
training objJectlves and design to meet group expectatlions.

For assessing how well +they have accompl Ished the objec~-
tives, tralnees should be glven - varlety of opportunities
throughout the program to demonstrate practical application
of acquired knowledge/skills,

It Is useful to note here that each of +the sesslons
{ncludes one to four "learning obJectlives?, For +the
purposes of thls manual, a learning objective Is defined as
a sub-objective or Interm~diate obJective that describes
what the +tralnee Is dcing along the way toward sccom-
plishing the behavioral objective. The behavioral
obJective 1Is terminaly It describes what the tralnee will
be able to do by the end of the tralning program.

The trainer can best facllltate tralnees! acquisition of
specific competencles by utllizing the experlential
learning model. Thls approach to tralning Includes a focus
on learner-centered adult education and emphasizes In
particular;

~ the role of the tralner as facl|tator of learning
(rather than only as provider of Information),

- the use of a varlety ot educational methods In meetIng
Individual learning needs.

~ learning goals, objectives, and activitles which relate
tralnees' previous knowledge/skills to +that acqulired
during training and Its applicution 4o the Job.

- the assumption of responsibility by tratnees for thelr
own learnling.




Tralner's Guide
Page 9 of 18

- the actlve particlpation of tralness in activitles
almed at meeting learning objectlves,

Experlentlal learning 1Is exactly what the name Implles -
learning from experlence. Effective tralning strategles
which Incorporate experlentlal learning approaches, bulld
upon thls precept by providing learners with sltuations/
settings/environments that stimulate +the process of exps-
rlencing. Within the context of a tralning curriculum,
learning experlences In these situations may take the form
of classroom actlvitles, slmuiations, or %real ||fe®
activities, Exper lentlal learning occurs when a person
engages In an actlvity, revlews the actlvity critically,
abstracts some useful Insight from +he analysis, and
applies the result In a practical situation. The expe-
rlentlal process follows the theoretical cycle shown below:

>  EXPERIENCINS
/ (activity, "doing®)

APPLYING PROCESSING
(plonning more (discussing
offoctive dehavior) reactlions and

I observations)
GENERALIZIXS

(infer from expsrience
koy goneral jzstlons about
the ®renl woridm)

The Health Manual makes use of the experientlal learning
approach In each sesslon, The kinds of technlques used
frequently to actively Involve the learners Includes

demonstration roje play

large group dlscussion simulation

small group tasks case studles

lecturettes sllde shows

community visits and Interviews readings

storytelling skllls practice
BN

11277
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The tralner |s encouraged to make use of an even wider
range of training techniques to facllitate learning and
enable tralness Yo +transfer health knowledge/skills, |[n
facllitating learning, the tralner should also make use of
and/or help create "learning environments® which are stim
ulating, relevant and effective. To the extent possible,
the local cowmunity and resources (e.g. health personnel/
facliitles) should be utiilized In conducting training,

When adapting the sessions from this manual to It specific
training situations care must be taken to retaln all four
steps In the experiential learning cycle. For example, [f
a8 sesslon needs to be shortened from three hours to two,
the tralner should modlfy the steps such that the tralnees
can still experlence, process, generallze and apply thelr
learnings. Cutting out the appllication step to shorten the
sesslon time Is not a viable modificaticn.

For a fuller description of the experlential learning model
and other valuable Information on tralning design and
dellvery, please refer to » Peace
Corps and Session 25, Designing and Evaluating Health
Education Sesslons.

Use and Adaptation of the Manual

The Manual Is meant to serve as a model for the effectlve
design of tralning sessions which promote a loglical flow of
learning, It Is not meant to be used without first
adapting sessions to focus on country-specific health
problems +the learning needs of trajnees In thelr particular
health assignments. Thus, for example, Country-specific
health and related cultural Information must be Included
where approprlate.

In preparation for adapting the manual to meet speclfic
tralning needs, the trafner should conduct the fol lowing
steps: .

1. ldentify host country health problems, needs and target
groups to be addressed during training.

2. Collect country-svecific health and other relevant
Information,

3. Determine the primary and secondary health functjons
which the VYolunteer Is being trained to perform
(preferably utilizing a task analysis).

4. Determine the level of hes!+h xnovledge/skilis of the
average group to be trained.
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5. Outlline desirsd +tralning goals, obJectives, content,
activities and evaluation,

6. Determine resource needs and the availabliity of
resources (e.g. personnel, materials, facilities, and
time).

7. Review existing training manuals, designs and meterials
to determine thelr adequacy In meeting training
objectives.

8. Select, sequence, and adapt specific sesslons to be
used in the program.

9. Add to the tralning design:

- opening and closing activities (e.g. Ice breakers,
and-of~-training dinner)

- climate~setting (e.g. sharing expectations, setting
the agenda)

- group process (e.g. feedback sesslons)

These steps are falrly standard for the design of any
tralning program and can serve as a general gulde. For a
more detalled description of +raining design and organi-
zatlon, please read "The Traliners! Resource Guide" Peace
Corps (ICE).

The following subsections address several major conside-
rations In +training design and provide ideas for how the
manual can be adapted to suit different training situ-
atlons,

A. Adaptations Based on Trainee Needs and Experlence

The more skill, knowledge, and practical experience
participants bring, the more effectlve and enriching
are the small group activitles that allow them to pool
thelr Kknowledge and resources to teach each other. The
experientlal nature of the sesslons allows pre-seryice
Tralnees to draw on what they bring with them from
thelr experiences in the U.S. (or other parts of the
worid). They begin with what they already know and
appiy It to the new culture and work. The tralner can
use pre-training questionnalres,and Interviews to
assess eniry level knowledge and skilis and to become
familiar with the +trainees specific needs and
expectations.

Once the training Is underway,every effort should be

made to adapt tralning activitles such that they
provide pre-service tralnees with experiences and

-~ s ,:; (.
13- 29 7%
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®hands-on® skill practice in the local community and If
appropriate In +thelr future workplaces. (For example:
participants can pretest visuai alds with members of
the surrounding community rather than conduct +he
exercise among themselves In the classroom. )

For cases where heal+h speclallsts and health
generalists are belng tralned together, the trainer
should modify sesslons so that the resources of one
group are used to beneflt the other.

Through well~organized peer~learning and smajl group
discussions, +the speclalists can contribute their
expertise to the skills acquisition of the generalists,
whiie the generalists can help to broaden the commun Ity
development perspective of the speclallsts. Throughout
the Health Manual, specific reference Is made +to
activities which represent opportunities for peer
teaching. For some actlvities, however, speclal Ists
and generalists should be divided Into two homogeneous
greups and recelve separate, more highly~-focused
tralning.

B. .Anap1aiJsEuLj2uZuLJhL1hGUJsﬂdlekﬂ]quuijuuLjiuLUHMMIt_

It Is best to use tho kinds of materials and equipment
durlng the tralning +that particlpants wil! also have
avallable In +thelr host communltles. They may have
access to more or less variety of materlals and
equipment than suggested in the model and sesslons
shou!d be modifled on this basis. For example, you
might want to use a film Instead of a reading or
discusslon of a picture because particular health- fiims
are avallable In +the country. On the other hand, you
may want to substitute drawings or photogra,hs where
slldes are suggested If s|ides are not avallable,
Encourage participants to locate possible sources of
materlals and equlpment from varlous agencles In the
country that may be used during the program,

Case studles, examples, storles and pictures should
often need to be modifled to make them more approprlate
for the local situation. If +the tralner Is not an
artist, 1t Is posslble that someone In the community
who has artisti. skills would enjoy helping the staff
adapt or design new materlals,

30
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Adaptations Based on the $ize of the Trainlng Group .

The session and activities In this manual are designed
to accommodate tralning groups of approximately 20
participants, If you anticlpate a signiflcantly larger
number of particlipants, conslder dlviding them Into two
subgroups, each with its oun technical trainer. If the
larger group cannot be broken Into smaller groups, then
time allowances for many of the actlivitles wlil have to
be extended. This Is especlailly true In sesslons which
Include small group tasks followed by reporting back to
the large group.

Adaptations For In-Service Trainlng Workshops

Prior to Ia-service workshops, questlonnalres can be
administered In the fleld to Identify technical skitl
levels, percolved needs and current project descrip-
tlons -of the Volunteers scheduled to participate.
During the design stage, the tralner should adjust the
sesslons so that the %starting polni® Is the PCY's
recent experlence In the fleld working with the
community. The generlc case studles and exemples
Included In the menual can be replaced with "real®
examples provided by the group. In additlon,
Volunteers can bring to the workshop any vlsual alds,
utenslls, local clinic equipment and other Items from
thelr communltles which would help to make the tralning
as relevant as possible.

Adaptations Based on Previous lse of the Manual

Technical and educatlonal Informatlon contalned In this
manual Is current at the time of this writing. However,
advancing technology means mod!fication will be needed
to keep the manual up-to-date. Tralners are encouraged
to write notes In the margins of the manual where new
Information applies or an activity was changed and
improved, Also note changes in the time required to
conduct the sesslons as the sesslon times |Isted are
only estimates, This kind of Informatlion will allow
for Improvement of the tralning over time.
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Resources

In order to allow for broad applicabllity In a varlety of
countries, the Technlcal Health Tralning Manual has been
written generically and has been drawn from a varlety of
references. The complete collection of materlals used In
the sessions s [lsted In the Bibllography at the end of
the manual,. The primary technical resources are the

heal
Diseases and
both from WHO, and the "Training
Course for Instructors In Combatting Childhood Communicable
Dlseases" from CDC, Technical materlals from AID, CDC,
WHO, and UNICEF * have also served as sources of accurate
Information and case examples.

Primary resources for Module 3, Community Analysis and
Organizatlon and Module 4, Health Education are

The references, handouts and trainer attachments Included
with each sesslon should be consldered the major resources
for the actual tralning, All of these materlals are elther
avallable to Peace Corps tralners and Volunteers through
the Informatlon Collection and Exchange (ICE) or ars
attached to the sesslons to which they pertain. Thils has
been done to ensure trainers® access to them and for
standardization of materlals, ICE also provides an anno~
tated |Isting of avallable health publications,

In addition to written materials, the tralner should visit
local agencles and groups and international organizatlons
and obtaln a varlety of visual alds and support materlals,
for use by both tralners and trainees durlng the program.
Tralning staff should pay attentlon to the varlous items
Identified under "Materials®™ In each sesslon and locate
these at the heglnning of the program. Many people find It
helpful to photocopy and compile all of the handcuts ahead
of time to avold time crunches and machine breakdowns
later.

A final, but Important note on reference materials:

In the course of developing +hils manual, extensive
review of published data has revealed a significant
varlation In some technical Information and recom
mendat lons. For example, there are several varlations
In the "correct® amounts of sugars, salt, required for
one llter of homemade rehydration solutlon. These
varlations represent In some cases a difference In
technical perspective ard In other cases, outdated

32
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Information. As of the fina! revislon of the manual,
the technical Information presented In all of the
sessions Is based on the most current and accurate data
and guldelines avallable from WHO and CDC., Great care
has been taken to ensure the quality of the technical
materiai included In sesslons, handouts, tralner
attachments and suggested readings. As wlth any
technlcal document, however, the content wlll have to
be revised and up-dated In accordance wlth concluslons
drawn from the most recent research.

Tralners and other users of the manual should always check
with Peace Corps as well as host country health ministries
to revalldate or modify materlal.

Staff Preparation

The Technlcal Health Tralning Manua! Includes detalled
sesslon procedures and explanatory tralner notes for the
beneflt of seasoned as well as less-experienced tralners;
following the steps In the sesslons however does not
guarantee a successful program. The +tralning staff who
deslign and conduct the program outlined here should
represent a balance of skill and experience In adult
training methodology and experlential learning, and
technical experilse In the subject matter, The staff
should be flexIlble and able to "let go® so that the
particlpants are encouraged to take an active role In their
education.

In additlon to +tralners background skills and expertise,
program success depends on adequate preparation time. A
"training of tralners®™ workshop should be scheduled before
the program, to provide the staff an opportunity to
practice thelr +tralning skllls and bulld a cohesive and
supportive team, During the preparation time, trainers
should revlew the designs, prepare lecturettes In the
tralnerts own words, and have a complete sense of exactly
wvhat a session Is trylng to accomplish. If at all
possible, dTralners should slimulate or rehearse sesslons In
order to anticlpate questlons and galn a sense of sesslon
flow,

Evaluation

Before dealing with the "how to do Ii" aspect of
evaluation, It Is useful to discuss first of all “why do
11, Often, organlzers of +tralning courses neglect
evaluation In favor of others technical aspects of the
running of a course,
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Evaluation Is an Integral part of every tralnlng program
and should be designed right from the start of planning,
It Includes an assessment of the conduct of the program
(loglstic and administrative organization, and presentation
of actlvitles) as well as the outcomss (if the particlpants
have accomplished the objectives),

Evaluation Is a learning process which allows both tralners
and tralnees tos

- Test the knowledge and sklils acquired during the
course;

- Analyze the effectlveness of the activities used;

= Judge the appropriateness of the educatlonal materlal
used;

- Glve participants and +tralners a chance to express
thelr criticlsms and suggestlons.

This evaluation serves to heip +tralners Improve their
performance In future programs and to better adapt
activities to participant needs and work condlitlons. In
turn, the organlzatlon of future courses becomes more
efficlent,

Constant evaluation during a tralning program s as
Important as a flnal evaluation, Comments, criticlsms and
suggestions can be sollcited during periodic meetIngs,
Informal conversatlons at the day's end, or by way of a
suggestlons box In the conference hall., These Inputs ald
tralners In modifylng the course as the need arlses.

[s] d In

Several methods for assessing tralnee performance and
evaluating the tralning programs are Incorporated Into the
manual. These Include:

- Behavioral objectives for each module which state In
measurable terms what the particlpants should be able
to do by the end of the segment of fralning. The
tralner can use thls to assess particlpant performance
end ldentlfy weaknesses In program content or process.

- h pre~test/post-test system whlich assesses the partil-
clpants' acquisition of knowledge, and to some extent,
attitude change. The pre-test Is part of Sesslon 2,
General Assessment,

xﬁgfg
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- Partlcipant-led proJects and presentations which
assess learning and provide participants with the
opportunity to Immedlately apply and practice what
they have learned In a ®safe" environment. These
educatlon events occur throughout the medules and
enable tralnees to demonstrate both thelr technical
knowledge of primary health care and thelr teaching
skills.

- The Health Day which challenges participants to
bring together and apply many of the skills they°ve
learned during the program. The Health Day Is a
two~-day task In planning, organization and
Implementation, and 1Is usually scheduled as the
culminating activity of the training program.

- The program evaluatlon In Sesslion 4 provides for
both a written and verbal discussion of the
strengths and weaknesses of the training. |f the
group Is not too large, tralners and trainees can
reach a consensus on recomendations for
improvements. For tralning programs of three weeks
or more, an evaluation sesslon should be conducted
at the mld~point and at the end of the program. In
every case, the Information and recommendations
from those evaluations should be synthesized and
included In the trainers end-of-tralning report to
Peace Corps/Washington.

I+ should be noted that all of these evaluation measures
reveal primerily the Immediate reactions and changes In
knowledge skills and attitudes of participants. The truer
test of program effectlveness can only be Judged In the
fleld where participants perform thelr dally tasks.
Questionnalres, supervisory vis!ts and evaluation meetings
three to slx months after the training are means of galning

greater Insight Into the utility of the course and future .

tralning needs of Volunteers.
For more detalled Information on evaluation, please refer

to Demystlfylng Evaluatlon (Ciark and McCaffery)  and
Helpling Heaith Workers lLearn.
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SAMPLE SEQUENCE OF MOOULES AND SESSIONS FOR
HEALTH TRAINING PROGRAMS

Qpening

Module 1 - CllImate Setting and Assessment
Sesslon 1 (Sharing Perceptions of Primary Health Care)
Sessfon 2 (General Assessment)
Sesslion 3 (Deflining The Training Course ObJectives)

¥
Yolunteer 1n Development
Module 2 - Primary Health Care
Sessions 5 ~ 8§

Module 3 - Community Analysis & Organization
Sesslons 10 ~ 16

¥
Health Education Jechnlical Cop*
h_Education > ant Areas
Module 4 -~ Health Education Module 5 = Nutrition
Sesslons 18 - 27 Sesslions 28 -~ 31
Module 6 - Maternal and
Child Health
Sessions 32 ~ 35
Module 7 - Diseases In the
Developing World
Sesslions 36 ~ 42
Module 2 ~ Primary Heal*h
Care
Session 9 (Monitoring)

N2
Closing Sesslons

Module 2 - -Community Analysis & Organlzation
Session 17 (Health Day)

Module 1 - Climate Setting & Assessment
Sesslon 4 (Tralning Evaluation)

The above outline Is one possible way to sequence the sesslons in the
Health Manual. After several opening activitles, the design Includes
sesslons In Primary Health Care (Module 2) and Communlty Organization and
Analysls (Module 3).- These sesslons help particlpants understand basic
health programming and deflne thelr role as development workers in the
commun [ ty, Afterwards, the training focuses on Health Educatlion (Module
4) and the technlcal content areas (Modutes 5, 6, 7). ldeally, the health
education module should be Interspersed wlth sessions from one of the
technical content modules. The Tralnees?! particular technical program
will determine which of the sesslons In Nutrition, MCH, and Disease wi}|
be Incorporated Into the training design and schedule. The training ends
with the Health Day and a flnal evaluation.

36 -
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TOTAL TikE

OVERVIEW

OBJECTIVES

RESOURCES

MATERIALS

Sassion 1

SHARING PERCEPTIONS OF PRIMARY HEALTH CARE

2 hours

Setting a climate of sharing and active
particlipation during the first few days of the
program Is essentlal to gocd +tralning for
adults. Just as Important, participants and
trainers need to come together and begin to
establish Identlty as a group. In +this
opening activity, participants share their
feelings and perceptions about being here In
the program and about thelr future roles as
health workers and educators. Afterwards,
the +trainer provides participants with a brlef
overview of thelr technical health program.

To become better acquainted with one another
and begin to form a group.
(Steps 1-5)

To share perceptions about primary health care
and future roles as community health workers
and educators.,

(Steps 3, 4)

To describe the basic framework of the PCVs!
health program.
(Step 4)

Trainer Attachment:
- 1A Suggested Symbols for Sharing
Perceptions Exercise

Markers and newsprint with symbols drawn,

7
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PROCEDURE

Tralner Note

Before this opening sesslon, draw four symbols simllar t+o those In
Tralner Attachment 1A on four dlfferent sheets of newsprint. Avold
extraneous and possibly Interfering or confusing detalls. The
examples should be as simple as possible. Post the symbols on the
four wails of the meeting room and, If practical, have chalrs near
each one. Cover the symbols with a blank sheet of paper or fold
them up from bottom to top and secure with tape unti| Step 2.

In Steps 2 and 3, participants wil! use the four drawlings to
describe and share some of thelr feelings about being Involved in
the +training course. They wllil also use the same symbols to
discuss thelr perceptions about primary health care. This kind of
activity works best when the tralner keeps the drawings simple,
asks clear questlons, and allows the participants as much room as
possible for Interpretation and expression.

Step 1 Getting Acquainted With One Another
(30 min)
. Explaln to participants that perhaps the most
significant element In beglnning a training
program ls to get +o know the other people with
whom they wlll be working. Ask them to partici-
pate In an lce~breaking activity that wiil help
everyone |earn names and faces and find out new
things about fellow group members and trainers.

Tralner Note

Any one of varlous Ice-breaking games can be employed In this
step. Several examples are glven here.

: Tralner begins by gliving his or her
name followed by an adjective which describes how he or sha
Is feeling at the moment and which begins with the first
letter of the name (e.g., "Mike Motivated® or "Nancy
Nervous"). Moving clockwise around the room, each parti-
clpant then takes a turn at repeating al! the preced.ing
names and descriptors and adds his or her name to the end of
the growing IIst. The game ends when all participants have
added thelr names and have tried to repeat the |list.

Continued
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Superiatives: Participants silently study the composition
of the group and select a superiative adjective that
describes themselves In reference to the others (e.g.,
shortest, most nervous, oldest). Moving around the room,
they tell thelr adjectives, glve an explanatlon, and check
the accuracy of their self-perceptions.

Who Am |: Trainer glves participants paper, markers and
string, and asks them to answer the question "Who Am I® by
drawing a ple wlth wedges that Illustrate major areas of
thelr llves. Particlpants then hang thelr sheet around
thelr necks and move around the room meeting people, but
without speaking. Afterwards, the trainer asks particpants
to find 1wo or three other people with particularly
Interesting ™ples"™ and ask them questlons about the graphic
Information.

Fire of Your Life: Trziner provides a box of wooden
matches. Particlpants sit In a clrice and have the time it
takes for a match to burn to say what they want about them-
selves. Thls Is particularly effective with large groups.

Step 2
{20 aln)

Sharing Feel Ings Through Symbols

After conducting one of the Inltial games, ask
four people to uncover the symbols that have been
posted around the room. As particlpants are
fooking at the symbols, write the followirg
question on the board:

- Which symbol characterizes how you feel right
now?

Ask participants to move around the room, examlne
the symbols and choose one, then move to that area
and Introduce themselves to others gathered there,
sharing each of thelr reasons for choosing that
particular symbol.

After people have had a chance to talk for 10-15
minutes, ask a volunteer from each group to share
some of the themes that came out In +thelr
discusslons.

Other

Tralner Note

questions can be substituted as the tralning situation may

dlctate. (E.g., whlch symbol best represents the reason(s) you are
here Involved in thls program?)




Step 3
(25 min)

Sesslon 1, Page 4

Exploring Perceptions of Health Education
Repeat the process using the following question:

- Which symbol best represents what primary
health care means to you?

Agaln, have particlipants form clusters and discuss
thelr perceptions of primary health care. As the
small groups summarize thelr perceptions for the
others, point out simllar themes and Ideas which
emorge and help the group draw some general
conclusions about thelr future rcfes as health
workers and educators,

Tralner Note

As In Step 2, you may vant to substitue “primary health care"
health education™, ™nuirition?, or another tit|e that s
closely assoclated with the Yolunteers' particular program.

with
more

Step 4
(20 min)

Overviex of the Health Program

When the groups have finished reporting, bring
everyone together. Bullding on what Just came out
of the dlscusslon of primary health care, glve the
group a short overvlew of thelr future Job asslign-~
ment., Also, brlefly introduce particlpants to
the concept of primary health care as deflined In
the tralning course,

While It
technlical

over{oad them here with detalls.
provide only a general context. An

Tralnsr Note

Is Important to glve participants some notlon of thelr
program and approaches to primary health care, try not to

Induce anxlety In participants.

The overview Is Intended to
ything more at this polat might

Step 5
(15 MiIn)

Close the sesslon by asking particlpants to refer
once &galn to the four symbols. Tell them to stay
seated thls tIme and select the symbol(s) that
represents thelr perscnal expectations for the
upcoming +tralning. Ask three or four particlpants
to share thelr selectlon and explaln +thelr
expectation,

b
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Tell the group that they will have an opportunity
to discuss specific expectations and needs more
fully during Sesslon 2.

Tralner Note

If your training group Is small, the activity In Steps 2 and 3 wllil
not work as described. One alternative Is to reduce the number of
symbols from four to three. Another alternative (especlally
effective with groups of five to ten) Is a WCoar~of-Arms®
exerclise. In this activity, the tralner glves each particlpant a
sheet of paper with a blank "Coat-of-Arms®™ drawn on 1+. Parti-
clpants answer the questions posed by the tralner In Steps 2 and 3
by drawing symbols In each section of +the shield. Up to four
questions may be asked to ellclit more Information and perceptions.
Aiter the ¥Coat-of-Arms®™ are complete, particlpants take turns
explaining thelrs to the others. As In the other activity, the
trainer helps the group draw some conclusions regarding their
perceptlions of +raining and future work as health workers and

educators.
{@va
K

@

A Coat-of-Arms
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SUGGESTED SYMBOLS FOR SHARING PERCEPTION EXERCISE




TOTAL TIME

OVERVIEW

OBJECTIVES

RESOURCES

MATERIALS

Sesslon 2

GENERAL ASSESSMENT

2 hours

In the flIrst sesslon particlpants are glven a
brief overviex of thelr technlcal health
program and Primary Health Care. During this
session the group complstes a pre-test that
helps them assess thelr knowledge on certaln
primary health care actlvities. Then they work
through their answers by pooling thelr Infor-
matlon In & large group discussion. Through
thls process partliclpants and tralners can more
accurateiy define thelr +ralning needs and
adapt thelr +tralning schedule accordingly
during the next session (Sesslon 3, Deflining
Trailnlng Course ObJectives).

To assess entry-levei knowledge of Primary
Health Care and Its refated program activities.
(Step 1)

7o Identify areas of skill, knowledge and
Interest among the particlipants.
(Step 2)

Handouts:
- 2A  Pre-Test (To be adapted by trainer)
~ 2B Pre-Test Answer Sheat

Newsprint, markers, penclls

43
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Tralner Note

As stated In the Trainer's Gulde, this course is comprlised of 7
modules. Preceding each module are the behavioral objectives for
that module. Learning objectives are given In each session. These
obJectlves shouid be used when developing an iInstrument or
pre-test, to assess the knowledge of the particlpants. An example
of a pre-test Is glven In Handout 2A. Pleass note that the pretest
should be followed by a post-test (using the same questions)
administered at the end of the training program,

The pre-test Is Intended to enable Individuals to assess their
knowledge and some cognitive skills In the areas of Primary Health
Carse. As such, It should be administered In a non~-threatening
manner. Encourage the participants to view It as a means for
clarifylng thelr strengths and weaknesses in this area.

Assessing participants! skiils, while more time consuming, Is
equally Important. As stated iIn the Tralner's Guide, the very
nature of these experlential sessions provides the opportunity to
assess skills, That is, each time you move through the experlen-
tlal learning cycle, the application step wili provide the oppor=-
tunity for you and the participants to assess their abliity to
apply tlielr knowledge (i.e. skilis deveiopment).

PROCEDURE
Step 1 Knowjedge Assessment
(80 min)

. Introduce and dlstribute Handout 2A (the
pretest), Explain that it Is the basis for the
scope of work and Information contailned in the
training and that It can be used throughout the
trailning as a worksheet,

Ask particlpants to answer the pre-test.
Step 2 Information Pooling
(30 min)

Using the pre-test as an outline hold a short
discussion on the following points:

- How +they arrived at +their individual
answers for the test (for example:
personal  experlences, prior education,
guesses, etc.)
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- What local/community~based experlences they
have had wlth some of the primary health
care actlvitles addressed In thls pre~test.

- How thelr experiences, skllls and knowledge
In this area compare wlth each other.

Ask a particlpant to volunteer to serve as a
recorder, Ask the recorder to Jot down comments,
questlons, Impression and experience on newsprint.

Distribute Handout 2B (the Pre-Test Answer Sheet)
and allow the group 5-10 minutes to reviex the
answers. Next have the group dlscuss any major
concerns or findings they observed In thls brlef
review of thelr answers. Close thls sesslon by
having the group draw concluslons about the
diverslty or simllaritles of thelr understanding
about thls subject.

Tralner Note

At the end of thls sesslon coilect the perticipants pre-~tests and
explain to them that you wiil use It to gauge thelr knowledge and
to ldentify areas In the training that wll!l noed more emphasis.
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Name

Pre~Test

I« Primary Health Care.

1) Define Primary Health Care. (Session 5)

2) List the eight components of Primary Health Care. (Sesslon 5)

3) Describe and/or dlagram the organizational structure of the host
country's health care delivery systems. (Sesslon 6)




4)

5)

6)

Sesslon 2, Handout 2A
Page 2 of 10

Describe the host country's Intersectoral/mul+inational

approach to Primary Health Care. (

List 3 local health bellefs,
conditions which affect |Jocal
health. (Session 8)

Tradltional Health

Famlly Health

Commun ity Health

Define monitoring and describe the
(Session 9)

47
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Sesslon 2, Handout 2A

Page 3 of 10
I1. Community Analysis and Organization
‘ 1) List 8 major areas of Information that need to be collected to
learn about the community. (Session 10)

2) Name three techniques +that can be used to gather Information.
(Sesslons 10, 14)

3) State three techniques used to motlvate communities +to
participate In programs. (Session 14)

4) Glve flve functlons of a Health Commi+tee. (Sesslon 15)

5) Describe four types of working styles and the reasons for using
any or a combination of styles. (Session 16)
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i1, Health Education

1) List at least four things you .would do to declide what toplics are
most  approprlate for = health education actlvities In +the
community. (Sesslons 19, 21, 25)

2) What three criteria do you use to evaluate health education
objectives? (Session 20)

3) List at least five Items to Include In a health education project
plan. (Session 21)

4) List at least flve nonformal education technliques that you can
use In health education. (Session 22)
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5)

6)

7)

Sesslon 2, Handout 2A
Page 5 of 10

Look at the plcture below. Will It be effective In communicating
good personal hyglene techniques to rural villagers In the host

country? yes____ no___

List 3 kinds of criterlia that you used to assess the plcture.
(Session 23)

Is Pretesting of Plctures worth the time and cost? yes___ no___
Explain your answer.
(Session 24)

List the four steps of the experientiul learning cycle and give
an example lllustrating what you would do for each step.
(Session 25)

e
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iY. Nutritio-

1) Categorize foods Into 3 groups and glve one example of a |ocal
food for each group. (Session 28)

Food Categories

1. 2. 3.
Local Food
1
2
3

2) List 3 factors which contribute to nutritionally at-risk Infants,
(Sesslon 29)

3) Describe 3 different anthropometric measures that are used to
assess children's nutritional status. (Session 29)

4) State three reasons for using the Road to Health chart. (Sesslion
29)

5) Describe the nutritional needs of Infants aft 4, 6, 9 and 12
months. (Session 30)

6) Define causal chaln and causal web and |ist three factors for
each that are related to malnutrition. (Session 31)

o1
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v. Maternal and Chiid Health

1) Describe three signs of pregnancy. (Session 32)

2) gfafe three things a woman should do during pregnancy. (Session
2)

3) Glve three examples of danger signs during pregnancy. (Sesslon
33)

4) List the age range and Indlcators for three stages of normal

rowth and development of children up to two years of age.
?Sesslon 34)

5) Explain the use, side eff#cts and effectiveness of three methods
of contraception. (Sessicn 35)




Session 2, Handout 2A

Page 8 of 10
Yi. Dlseases In the Developing World
A. Immunizable Diseases ‘
1. Describe the major clinical signs and symptoms for
measles. (Sesslon 37)
2. Describe how neonatal tetanus Is transmitted. (Session 38)
3) At what ages should you glve a chlld each of these vaccines?

(Sesslons 36, 37, 38)
DPT:
TT:
OPV:

Measles: 0

BCG:

Yellow Fever:

03
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B. Dlarrheal Disease

1. Name 3 signs of severe dehydratlon. (Sesslon 39)

-
A\

2. List 3 things to do when a child has some dehydration,
(Sesslon 40)

3. List. 3 local fouds that are good to glve children when they
are having diarrhea. (Sesslon 40)

4. Llist the Ingredlents In ORS packets. (Sesslon 40)

5. Explaln why simple rehydration (fluld replacement) Is not
enough for the treatment of dlarrhea and prevention of
dehydratlon. (Session 40)
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C. Other Endemlic Diseases

1. Identify the 2 highest risk groups for malarla. (Session 41) 0

2, Llst 3 signs and symptoms of malarla. (Session 41)

3. Explain the difference between presumptive +treatment of
malarla and prophylactic treatment. (Sesslon 41)

4, Name three water-borne dlseases that are endemic to the host
country and describe one measure for controlling each of
these diseases. (Sesslon 41)

5. Descrlbe how three of the above stated dlseases are
transmitted., (Sesslon 41)

6. Explain how good sanltation and hyglene practices can
prevent the spread of dlsease. (Sesslion 42)
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Pre-Test Answer Sheet

Primary Health Care

1. = "PHC Is a practical approach to mak ing essentlal Health Care
unlversally accessible to individuals and famlilles in +he
community In an acceptable and affordable way and with thelr full
particlipation.®

2. - Education concerning prevalling health problems and the methods
of preventing and controliing them,

= Promoting food supply and proper nutrition,

- An adequate supply of safe water and basic conditlons,
= Maternal and child care, Including family planning,

- lmmunization agalinst the major Infectious dlseases.

- Prevention and controf of locally endemic diseases.

- Appropriate treatment for common diseases and Injurles.
- Provision of essentlal drugs.

3.

This will vary with the country.
4, - This will vary with the country.
5. = This will vary with the country.
6. - Monlitoring means to closely observe or check on a rountine basis.
The tasks Involved In menitoring consists of:
~ determining what to monitor
~ determining how and when ¢ monltor

- developing checklists for monitoring and
- after monitoring, providing feedback.
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1. Community Analysls and Organlzation

1.

2.

4.

5.

1) Klnship

2) Education
3) Economlcs
4) Pollitics

5) Relliglon

6) Recreation
7) Asscclatlion
8) Health

Observatlon
Listening
Interviewing

1) Teaching technlques that actlvely Involve community
members

2) Starting with a project that wll} produce resuits
quickly before golng on to more long-term efforts.

3) Bullding on local self-help traditions, bellefs,
customs and relliglous values.

1) lIdentifying and analyzing community health problems
and formulating plans to solve them.

2) Mobillzing community resources

3) Generating community support for and active
Involvement In  activitles almed at health
Improvement.

4) Forging collaboration with +the national health
services and development agencles to secure needed
resources.

5) Supporting or supervising the communlity health
worker,

The four working styles described In Session 16 are:
Direct Service
Demonstration

Organizing with Others
Andirect Service

These four styles can be seen as related to stages In
the development of self-rellance. In real Ity, different
styles or combinations of styles may be called for at
different times, depending on the clrcumstances, the
urgency of the task, whether one Is addressing a long or
short term situation, etc.
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{11. Health Educatlon

1. To determine what topics are most appropriate for health
educatlon activities In the communitles:

Ask -people 1n the community about health problems
Prloritize the problems

ldeniify the kinds of local- practices that are helpful
and harmful in relation to the problem

Decide which practices have highest priority for
change or encouragement

2. ltems to Include In a health education project plan:

- The obJectives (outcomes you expect)

- The target group

- Techniques and visual alds to use

- Location and duratlion of the project

- Resources needed (expertise, supplles, equipment, etc.)
- When and how to evaluatc the project

3. Some examples of nonformal educatlon techniques to use in healta
educctlon are @

Role Play a situation Story telling

Large group dlscussion Demonstrations with

Small group problem solving skllls practice

Drama Bralnstorming

Songs Fleld trips

Simulation Drawing and dlIscussing
plctures

4. Crliterla for evaluatlon of pictures are:
- Does It help accompiish the objectlives?
- Is It appropriate for the local culture?
- Is 1T well designed? (Is it easy to see, simple,
well organized, focused)

3
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6.
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z?é*esflng plctures can save time and money by Identlfying

whether- they get and hold Interest and whether they communlcate
the Intended message.

Pretesting also provides a way to learn more about the community.
The steps of the experlentlal tearning cycle are:

Experlencing (doing somethlng)
Processing (discussing reactlons and observations)

Generaljzing (declding what that experlence tells you about the
real world)

Applying (planning more effectlve behavior).

The example should be comparable with the one glven In Handout
25A, Sesslon 25.

Nutritlen

1.

Answers wlll depend on what three categorles are chosen and what
food stuffs are avallable In your country. The followiag Is an
answer based on Tralner Attachment 28A.

Food Categories

Body Bullding Protectlive
Local Foods Foods Energy Foods _ Foods
1. Fresh Flsh X
2. Millet X X
3. Mango X
4. Palm O1i X
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2. %; Maternal welght below 43.5 kg.
Fallure to galn 0.5 kg. a month In the filrst three months of
life
3) An eplsode of measlies, whooping cough and severe repeated
diarrhea In the early months of llfe. :

3. arm clrcumference
weight for age
welght for helght

4, 1) Keeping pertinent and concise medical records on children
during crifical development stages.

2) Encouraging mothers ongoing Involvement with an Under-Flves
clinic.

3) Provide quick visual menas of monltoring a chlld's
developmental status.

5. Weaning foods should be Infroduced to a chllid between 4 and 6
months of age. In addition to breast milk a child at 4 months of
age should be given once a day a bland well-mashed porridge
comprised of frults, vegetables and the local staple graln or
tuber. At 6 months of age, In addition to breast milk a multimix
food, composed of a carbohydrate food, a protein supplement, a
vitamin and mineral supplement and a calorle supplement should be
served 2 to 4 times a day. At 9 months of age a child can manage
easlly chewable foods. The chlild In addltion to breast milk
should be given the multimix foods about 3 times daily, each dish
providing about 220 calorles. Between 9 and 12 months a cnild
should be glven between 1 to 1 1/2 cups of multimix food four to
six times a day.

6. Causal chaln can be deflned as a micro way of viewing a health
probliem. It can be considered the chain of events leading to
disease or 111 heaith. Some of these factors leading to
malnutrition are:

- Low birth welght
- Bottle feeding
= Abrupt weaning

Causal web can be defined as ail the underlying factors
contributing to and enhancing the disease. Examples are:

- Inequitable food distribution

- insufficlent food production
- Poverty
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Maternal and Chlld Health

1.

Signs of Pregnancy lInclude:

1) Ceasation of monthly pe lods

2) Morning sickness

3) Enlarged and/or tender breas.s

4) Welght galn and Increasing slze of abdomsn
5) darkened nipples

A pregnant woman should:

1) saf well
2) gst plenty of rest

3) teke malarla pllls and/or receive 2 doses of tetanus toxold
or a booster dose.

Signs which Indicate high risk pregnancy Include:
a

S?Sﬁfe cell dlsease

malarla

Between birth and thres months a chlld can hold hls head up.
Between 4-6 months a child smlles, acts sociable, can roll over.
By one year he may waik, say mama or dacda.

See Handout 35B (Session 35) for a complete Iisting of
contraceptives, thelr use, side effects and effectiveness.
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Diseases In the Developing World

A. !mmunizable Dliseases

1.

2,

High fever before rash
Cough

Runny nose

Redness of eyes

Ralsed rash

Usually by an unsterile Imstrument used to cut the cord or
"packing®" the umbilicus with contaminated substances.

The KHO recommended schedule for vacclinations Is as follows:

DPT - 2, 3, 4 months of age

TT: 2 doses separated by 4 weeks as early In pregnancy as
practical and/or a booster dose for those preganant
women who have completed the serles but have not bzen
vaccinated within the past 3 years.

OPY - 2, 3, 4 months of age

Measles - 9 months of age

BCG ~ at birth

Yellow Fever - After 1 year of age followed by a booster

every ten years.

B. Dlarrheal Disease

1.

2,

3.

4,

(1) no tears, (2) very fast or weak pulse, (3) no urine for
6 hours.

(1) give ORS packets, (2) contlnue breastfeeding, (3)
glve some |ight high calorie food.

These wlil vary with the country, but in general may bc
foods such as soft rlce, bananas, mashed carrots,
multimixes, soups, teas, etc.

sod fum chloride, sodlum blicarbonate or trisodium citrate,
potassium chloride and glucose.

Simple fluld replacement Is not enough for the preventlon.of
dehydration because more Is lost than Just fluld In dlarrhea
eplisodes; Important salts are lost and an electrolyte
Imbalance often occurs. Fluld replacement doesn't treat
dlarrhea as dlarrhea Is usually a self-limiting disease.
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C. Other Endemic Dliseases

1. Young children
Pregnant women @

2. shaking chlllis
high fever
headache

3. Presumptive Treatment means to treat before the disease Is
confirmed by a laboratory test.

Prophylactic Treatment means preventing Infection or Illness

gy 'faklng antl-malarial drugs on a regularly scheduled
asls.

4. This will vary with the country.

5. This wlil vary depending on the diseases endemic to the host
country,

6. Good hyglene and sanitatlon can prevent the spread of
disease by breaking +the transmission cycte of the disease.
Thlis can be done by covering lafrines and garba e bins to
prevent flles from +ransporting contaminated %eces and
spoiled foods to people. Washing hands with soap after

defecating and always before eating or cooking should always
be done.

63
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e Sesslon 3

DEFINING THE TRAINING COURSE OBJECTIVES
TOTAL TIHE 2 hours

OVERVIEW Up to this polint participants were given an
overview of thelr training program and they
have examined thelr own skllls and knowledge
that they bring to this program. in this
sesslon they review fhe training objectives,
comparing them with Indlvidual TAC sheets,
descriptions of work they have recelved,
expectations of host country agencies, thelr
pre-test and thelr self-assessment worksheets.
Through thls process, particlpants and the
tralner exchange thelr expectations about the
tralning, recognize the fiexlbillty In the
tralning design, Ildentify opportunities for
peer teaching and begin to conslder thelr role
as health workers In the context of Primary
Health Care.

Q OBJECTIVES e To Identify Individual! expectations about the
training.
(Step 2)

e To examlne the training objectives and schedule
and make mod!flcatlions as appropriate.
(Steps 3, 4)

RESOURCES Handouts:
~ 3A Self-Assessment Worksheet
- 3B Peace Corps TAC Sheet (to be provided
by trainer)

Tiralner Attachments:
- 3A  Introduction to Behavloral Objectlives
- 38 Tralning Calendar (to be prepared by
tralner or Peace Corps staff)
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Tralnor Note

As thls session focuses on the particlpants and trainer jointly
reviewing the training course objectives and agenda, It Is
Imperative that you, the trainer, read the sessions in advance In
order to provide the necessary background detall that will be
needed when modifying the course schedule to meet the participants!
Identifled needs.

PROCEDURE

Step 1 Sel f-Assessment
(15 min)

Distribute Handout 3A (Self-Assessment Work-
shest). Allow particlipants time to complete this
form and ask them to hand in the worksheet.

Tralner Note

Although the participants may not have a clear ldea of exactly what
they want or need to know at thls point In the training, the oppor-
tunity to write down thelr ldeas after taking a pre-test wili force
them to refiect on thelr needs and expectations. The worksheet
along with thelr pre-test answer sheet provides a reference for
evaluation at the end of the training.

The self-assessment workshest should be collected and used by the
tralner along wlth the pre-tast to gauge the level of knowledge of
the group and Individuals. You can refer to this Information
throughout the +tralning to mix knowledge and skili level {n small
groups.

Step 2 Sharing Expectatlons and Doubt
(45 min)

Ask for a person to act as a recorder., Have each
participant share one example of the skillis,
knowledge, or experlience they want to gain by the
end of thelr trailning, Based on this |Ist have
the participants form three small groups that
comblne, In as much as possible, one person with a
certain skill (cognitive, technicai) wlth one
person who 1llIsts this as a deslrable outcome of
thelr training.
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Distribute Handout 3C (TAC sheet) and ask the
small groups to spend about 15 minutes reviewling
these shasts and, 1In llight of this and previous
information, have them share and discuss the hopes
and doubts they have for this pregram, Have them
focus thelr discussion on answering the followling
questions:

- Why d!d you come to this tralning?

- Does the TAC sheet Information concur with
yourr expectations?

- Hhat do you hope to accomplish?

- What 15 the best thing that could happen?
the worst?

- What Is some barrler or obstacle that might
prevent you from fulfilling your
expectation?

- How can this obstacle be overcome?

Tell them that after they have shared thelr
thoughts, to draw a plcture that represents the
hopes/expectations and doubts of the group.

Finally, reconvene the group and ask them to share
thelr drawings and have the recorder |list the
hupes and doubts expressed In these drawings In
two columns on newsprint.

Tralner Note

The [lIst of expectations/hopes and doubts may be used to peri-
odically evaluate how well the tralning program Is:
- llving up to expectations
- meeting needs
- providing the kind of education that participants find most
useful.,

At the end of tralning, both the drawings and the |lsts may be used
as reference materfal to evaluate the entire PST and to make
recommendations for the future. Polnt out that the participantst
concerns and learning needs will be examined In more detall during
the next step.

Step 3 Sharing Program Objectives

(20 min)
Distribute the Behavioral Objectives (Tralner
Attachment 3A) and have +the group compare their
lists of hopes and doubts with these objectives.
For each concern listed, ask If [t Is significant
for the group members. Write the number of people
who responded "Yes".
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Ask the participants to select two or three of the
concerns listed that they consider to be most
Important, Write the appropriate number after
each [tem.

Add the numbers In the ™Significant for You"
colump and the "Top Problem" column and put the
total In "importance™ column.

Go through the Ilist of top problems and ask
participants to respond to the question, "Do you
think this tralning program can help you solve
this problem?” Check the ones which tralning ad-
dresses.,

Tralner Note

This activity Is simllar to the community needs assessment on pages
3-14 of Helping Health Workers Learn. It Is valuable for the group
to look at thelr own problems and needs, and thelr priorities.
Remember that In asking which concerns may be addressed by
training, It 1Is understood that there are 1imits to what training
can achleve, There are two kinds of limits. One kind of iimit
says, "this course cannot be helpful In solving a certain
problem," The other kind says, "time constraints keep thls course
from addressing every problem that it may be heipful In solving.®
This exercise helps the group to concentrate on the solvabie, while
at the same time |imiting themselves to an approachable number of
things to deal wlth. Participants should look at the exercise as
belng one of choosing Items from the overall course "menu™ which
has already been establlished. Remember to refer to the list of
fhopes® and "doubts"™ from Step 2 during this activity. An
1lustration of a sample chart follows.

Cont Inued
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A. Concern B. Signlficant C. One of Top D. Importance

E. Addressed

For You? Probfem in this
Program
Understanding {(number of number of Add buth B Check the
Commun ity people who people who and C, ones from
Health Work say "YesW,) list this column C.
In thelr
top 2 or 3.

Working with
Minlstry

Having Sufficlent
techrical know-
ledye In recog-
nitlon and control

of

- lmmunizable

Dlseases
- Majarla

- Dlarrheal Dlsea 3,

- Nutritlonal

Needs

Having suffliclent
skills to train

and motivate

people

to assess thelr

health practi

ces

and adopt helpful
ones.

Step 4 Revliew
(30 min)

Compare +the groups' concerns and priorities with
the program objectives to find out if people are
in agreement or modlficatlions need to be made In
view of expectations, needs or Interests. Dis-
tribute and or display on newsprint Tralner
Attachment 3B (the training schedule you adopted
prior to the session). Hold a group discussion
and answer any questions they may have as to how
this +tralning schedule may or may not meet their
needs/expectations. Closs this sesslon by
discussing any housekeeping rul'es that need ‘o be
addressed. Examples of some rules to be made or
discussed are:

- Session Times

= Prompiness

- Malntenance of rooms and materials
- Sharing teaching responsiblilities
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Trainer Note

While *he behavioral objectives describe what Is expected that the
participants wlll be able to do at the end of the training course,
It does not |lst the tasks that they wlll undertake to accomp!ish
thelr goals/objectives. These tasks may be some of the Items that
the particlpants Iist as a concern or expectation and for which
they suggest that the program schedule be modified. Therefore,
some clarificatlon and/or discussion by you of detalled content and
skill areas covered In the tralning program may be needed prior to
finailzing and/or restructuring thelir tralning.
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-56-




Sesslon 3, Handout 3A

Sel f-Assessment Workshest

Please complete the following sheet for your own reference and some
group sharling.

(A) Two skills or concepts on Primary Hea!fﬁ Care activitles that you
bring to this training.

(B) Three most Important skills (cognitive, practical, communicative) that
you want fo gain by the end of this tralning.

(C) Two ways In which you envision your role as a Volunteer contributing
to the achlievement of the goal of "Health for all by the Year 2000%,

(D) One overall or specific personal goal you plan to achieve by the close
of the training.
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Introduction to Behavioral ObjJectives

In order to develop a common understanding of the purposes of the
training and thereby Improve communication between you and the parti-
clpants a list of behavioral obJectives has been compiled and Is found
In front of each training module.

These obJectives are based on the proposed three week tralining course
and should be adapted to reflect your cwn iraining schedule. Glve
particlpants a copy of the obJectives to keep throughout the program.
This way, they will know exactly what the desired outcome of the
training Is and can ldentify those objJectives which reflect parti-
cularly Inportant needs and expectations they may have.
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TOTAL TiKE
OVERVIEW

OBJECTIVES

RESOURCES

MATERIALS

Session 4
TRAINING PROGRAM EVALUATION

{~2 hours

A constructive evaluatlon Is an Important part
of any well-designed training program. Durling
thls session, particlipants and tralners wlil
determine how well the +tralning achleved its
stated objectives and how the program might be
modifled to serve the needs of health workers
more appropriately In the future. The group
vill complete an evaluation Instrument as well
as verbally dlscuss problems and potential
Improvements, - |If the program Is longer than
two wesks, a mid-point evaluation (using the
same Instrument) should be conducted as well as
the final evaluation,

To evaluate In writing and In discussion the
effectiveness of the training program.
(Steps 1, 3, 4)

To check 1Individual as well as group goal
accompl ishments during the tralning.
(Step 2)

To Identlfy speciflc ways to Improve the
training design and program Implementation.
(Steps 3,4)

Behav loral objJectlives from each module
completed durlng the course.

Handouts:
- 4A Trainlng Program Evaluation
- 3A Self-Assessment Worksheet (froi. Sesslon
3)

Tralner Attachment:
- 4A Tralnee Session Assessment Sheet

Newsprint, markers
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PROCEDURE

Tralner Note

Tralner Attachment 4A contains forms for perlodic use throughout
the course. They serve to assess both thls manual and the tralning
course as planned and Implemented In +the fleld. Handout 4A
(Tralning Evaluatlon) Is a final evaluation Instrument to be used
as described In this session.

Step 1 Written Evaluation of the Program

(20-30 min)
Review the session objectives and diIstribute
coples of the Handout 4A, (evaluation form) to all
participants. Ask them to take 15 minutes to fill
out the form and explain that they wil! discuss
the program afterwards,

Tralner Note

Ask particlpants to +take out. and refer +to thelr coples of the
Behavioral Objectives from each of the modules and the Self-
Assessment Worksheet. These handouts were used In Sesslon 3 to
establish the base of the program and should now help particlpants
gauge thelr learning and skii| development. If alternate worksheets
or forms were used during the Initlal objective-setting exerclse,
then tle them In here with these steps. i purticlpants also did
dally or weekly evaluations of the course, ask them to refer back
to those also.

Step 2 Indlvidual Accomplishments

(15 min)
Have particlpants read back over thelr Self-
Assessment Worksheets from Session 3., In turn,
ask each person to briefly comment on +thelr
personai accompl Ishments during the program,

Tralner Note

The Idea In this step Is to glve such participant an opportunity to
share accomplishments In +the context of his or her particular Job
and commun[ty,
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Step 3 Identifylng Problems In the Tralning

(15 min)

G Have particlpants form smail groups of four and
li1st on newsprint two to +three aspects of the
program which have been problematic and possibie
suggestlions for Improvement. Encourage parti-
clpants to be as speclflc as possible. As the
grours finlsh the task, have them post +the
newsprint on the wall.

Step 4 Summary and Concluslons

(15 min)
Reconvene the group and review the newsprint
suggestlions with them. Ask someone to summarlize
the observations and suggestlions for Improvement
which have resulted from the discusslons. Have a
particlipant record these on newsprint for use by
the staff later. Clrcle those observations that
seem to be generally agreed upon and most feaslible
for future Implementation.

Close the session by asking the group to comment
on the written evaluation instrument and ask them
to suggest other ways that program evaluatlons can
be handled.

Tralners Note

If more tlime Is avallable for evaluation purposes the following
sequence s offered as an alternative to the above Step 4.

While the small groups are working In Step 3, arrange the chalrs In
. the room for a flsh bow! type of discussion. Place three chalrs In
the mlddle of the room facing each other. Place all other chalrs
in a clrcle around the three Inner chalrs. Be sure the newsprint
Is posted where everyone can see I1t.

Alternate Fish Bowl Discussion

Step 4

(45 min) Have the group reconvene and occupy the chalrs In
the outer clrcle. Explain the "fish bowi"
actlvity. (Ask 1f anyone has had experience with
this activity. if so, have them help with the
explanation). The explanation should Include the
following polnts:

@ - Only three people at a time will be In the
Inner clrcle.
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- The role of each of the three people wlll be
to discuss and respond to the posted obser-
vations and viab{llty of the suggestions.

= When someone from +the outer circle wants to
enter the dlscusslon, a person from the
discusslon group should leave and Join the
observers.,

Explain that the reason for using the fish bowl
structure 1Is to provide & structure for discussion
and to encourage constructlive feedback and sug-
gestions.

Before beglnning the dlscussion, have one of the
participants scan the |lsts and polnt out commor
thsmes or parallels among the observations. Ask
that three volunteers move +to the Inner circle.
inltlate the actlvity by responding to one of the
posted problems.

Treiner Note

One of the particlipants may be asked to facllitate thls part of
the session. If so, brlef that person on how to handle the
exerclse elther before the sesslion or durlng the small group work
In Step 3,

It Is Important that people feel free to express thelr thoughts
without fear of reprisal, People should be encouraged to enter
the discusslon and to exchange places with one ancther when they
have something to say. It Is a good ldea to have at least one
member of the tralning staff In the dlscussion group at all
times.,

After all major Issues have been discussed, return
to the original Step 4 (Summary and Conclusions),
and modify It so particlpants have the chance to
comment on the appropriateness of a "fish bow|"
discusslon for evaluatlon purposes.
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Trelining Evaluation

We need your candld feedback on the tralning program so that we
can make Improvements In the design and provide the next group of
participants with a rlicher experience. Please keep In mind the
original Training Objectives as you answer the followlng questions:

1. The objectives of the tralnling program seemed:

3
) L] L] L4 L4

1 2 3 4 5
Mostly lrrevelant Somewhat Very Relevant
to my PC work Relevant

Because

2. During the tralning course we accomplished the objectives:

3=
L3 $ 1 14

1 2 3 4 5
Not at all Somewhat Entirely
Because

3. The trainers wers:

3

1 2 3 4 5

Very Somewha't Very Effective
Ineffective Effectlve

Because

4, For my learning, the actlvities used during the sesslicns were:

1 2 3 4 5

Yery Somewhat Very Effective
Ineffective Effective

Because
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5. The handouts, vlsual alds, and other support materials used In
the sesslons were:

;
+ + + + -+

1 2 3 4 5 @ |
Nearly Somewhat Yery Useful |
Useless Useful

Because

6. The speclfic sesslons or activities | found most helpful to me In
my work were:

7. The speclfic sessions or activitles | found least helpful to me
In my work were:

8. These sessions could be Improved In the future by:
(What could have made these session more worthwhile for you In
relation to the Job you have In your workplace and/or communty?)

9. The most meaningful +hings that | learned during this program

were:
10. Some other comments 1| would |lke to give to the training staff
are:
(Adapted from: A Tralner's Resource Gulde, Draft Peace Corps) @
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TRAINEE SESSION ASSESSMENT SHEET

Sesslon Date:

Plsase flil 1In the ratings and provide short answers to the questlons
below. Glve speclfic examples whenever possible,

1.

3.

The tralning obJectives for this session seemed:

) B I | | )
1 2 3 4 5
Mostly Somewhat Yery Relevant
Irrelevant to : Relevant to my PC work
my PC work

Because

In this sesslon we accomplished the training objectives:

1 1 \ i ) B
1 2 3 4 5
Not at alli Somewhat Entlirely
Because

For my learning, the activitles used during the training were:

| q | | q_
i 2 3 4 5
Yary Somewhat Very
Ineffective Effective Effective
Because

The handouts were:

L | 1 § T _
1 2 3 4 5
Nearly Somewhat Very
Useless Useful Useful
Because

The most Important thing | learned In this sesslon was:

This sesslon could be Improved in the future by:




Module 2
Primary Health Care

Behavloral ObJectlves

By the end of this module the participants will be able to:

1.

2,

3.

4.

Discuss the Host Country Natlonal goals and obJectives for
Primary Health Care as stated In the country's health plan
or policy, In terms of how It Incorporates all or some of
the 2lght components of Primary Health Care,

Explaln how the Volunteer's role can contribute to the
Implementation and achlevement of at least one aspect of the
Host Country's Primary Health Care plan,

Discuss the effect of speclfic cultural bellefs/practices on
the health of women and children.

Define monitoring and |lst several Indicators which will
help volunteers document change or Identify problems for
s¢ ‘utions In the context of thelr health projects.
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TOTAL TiKE
OVERVIEW

OBJECTIVES

Sesslion 5
PRIMARY HEALTH CARE

2 hours

A thorough understanding of Primary Health Care
Is Important for all health and development
workers. in  thls sesslon participants
critically review the WHO/UNICEF concept of
primary health care as orlginally defined at
the World Health Conference at Alma Ata, Russla
In 1978, They focus on the emphasis of an
Integrated/multisectoral approach and community
Involvement, In small groups they develop
charts [llustrating primary health caie which
show the place of health educatlion and thelr
assligned programs. Through readings they learn
about and discuss differant approaches +to
primary health care.

To explain why primary health care Is an
approprliate means of protecting and promoting
the health of all the people of the world.

(Step 1)

To describe the elght components of primary
health care and glve examples of primary health
care activitles.

(Steps 2 = 3)

To describe the integrated/multisectoral design
of health and development that characterlizes
primary health care.

(Steps 1, 3, 4)

To Identify at least two approaches to Imple-
menting primary health care system.
(Steps 3-5)

<
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RESQURCES Handouts:
= 5A Health: A Time For Justice {ICE)
- 5B Water Supply and Health in Developing
Countries: Selective Primary Health
Care Revisited.
- 5C Selective Primary Health Care

HATERIALS ProJector and screen [If wmovie Is shown,
newsprint, markers, the Film, "That Our Children
Will Not Dle* (Ford Foundation).

PROCEDURE

Tralner Note

Before this session you should critically read all the handouts so
that you are prepared to facilitate discussions on the provocative
concept of PHC. Viewlng and discussing the film "That Our Children
Will Not Die" Is a suggested aiternative to reading and discussing
the articles. You may consider lengthening this session so that
the readings and film can both be Included.

Step 1 Understanding The Primvary Health Care Approach

(15 min)
Introduce this step by reading and writing the
following definition of Primary Health Care as
stated at the international Conference on PHC in
Alma Ata !n 1978,

"Primary Health Care Is a practical approach to
making essentlal health care universally acces~
sible to Iadividuais and facilities in the com
munity In an acceptable and affordable way and
with their full participation.®

"Health cannot be attained by the health sector
alone. In deveioping countries In particular,
economic developwent, anti-poverty measures, food
protection, water, sanitation, housling, environ-
wental protection, and educatlon all contribute to
health and have the same goal of human develop-
wont,®
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Ask particlpants to lock at this definition
carefully and then using thelr knowledge of hea!th
care In the U.S. discuss aspects of the Alma Ata
definitlon of PHC, and why soma countrles may find
It a difficult or revolutionary corcept to imple-
ment,

Tralner kote
Possible questions to facllitate thls discussion might Include:

- What is meant by essentlal health care?

= What aspects of health care have been essentlal to you?

- |s health care unlversally accessible In the U.S.?

- Are there more physiclans and other health persornel and
facllitles In urban areas as compared to rural srsas?

- What Is meant by secondary and tertlary health core? How do
these levels of cere reiate to Primary Health Care?

= Do you think that the health care system In the U.S. Is
acceptable to everyone? 1f not, why not?

- lo wmost Americaus fully participate In the decislons that
affect the kind of health care that Is delivered In thelr
area? If not, why not?

- What about the cost of health care? Is It affordable?

- What do you think about vlewing health as an Integrated part
of the political, economlc, soclal and environmental aspects
of a country?

Step 2 Defining the Eight Components of
(15 min) Primary Health Care

Present the I|ist of the eight components that the
delegates from 134 governments and representatives
from 67 United Natlons! organizations and other
speclalfzed agencies have determined to be es-
sentlal services provided by primary health care
and ask the participants to briefly discuss why
they think these areas have been stressed.

R2
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Tralner Note

Write the following |ist of the elght components of Primary Health
Care on newsprint and present to the Yolunteers:

- Education concarning prevailing health problems and the
methods of preventinrg and controlling them.

Promotion of food supply and proper nutrition.

Adaquate supply of safe water, and basic sanitation.

Maternal and child care, Including famlly planning.
Immunizatlion agalnst the major Infectlious diseases.
Prevention and control of locally endemic diseases.

Provision of essential drugs.

Appropriate treatment of common dlseases and injuries.

Thls dliscussion should focus on:

- How these elght areas can help persons to lead a scclally
and economically productive |ife.

- The Interrelationship between these areas.

~ How an Integrated approach to health care can most
effectively delliver these services.

Conclude thls discussion by stating that although aost persons
agree that primary health care should Include thesa elght essential
ccmponen.s; +the ways of approaching the Implementation of the PHC
programs vary from one country and community to another and the
following articles they will read and discuss preseni some of the
different approaches/strategles.

Step 3 Examining Different Approaches to Primary
(20 min) Health Care

Have the participants form three groups and ¥ssign
ond of the articles found in Handouts 5A (Health:
A Time for Justice), 5B (Water Supply and Health
In Developing Countries: Selective Primary Health
Care Revisited), and 5C (Selective Primary Health
Care) for reading by each group.

Tralner Note -

Ask the particlpan.s to keep the basic principals of Primary Health
Care In mind when they read these articles and to select one person
{n each group to prepare a 3~5 minute summary of the article that
they have read tfo present to the large group reconvened for
discussion In the next step (Step 4).

The attached articles vwere selected because they prasent two
opposing approaches/strategies for the Implementation of primary
health care as well as a more In depth discusslion »f the elght
components of primary health care.

R 4
{
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Step 4
(25 min)

Sesslion 5, Page 5

Discusslon of PHC Approaches

Reconvene the large group and ask the selected
persons from each group to present a summary, not
longer than 3-5 minutes, of thelr articles. Based
on their understanding of the different approaches
to PHC as presented In the summaries of the
articles, have the group discuss and 1ist on
newsprint the pros and cons of the different
approaches, and declde whlch ones they feel will
be most effective In sttzining "Health For All By
The Year 20007,

brief
should

Tralner Note

Thls discussion should be most provocative given the different
approaches to PHC that they have Just reviewed and shared In their

presentations. In this 25 minute discussion the participants
direct thelr discussion to various aspects or approaches to

PHC, some of which Include questions concerning:

What are the different approaches presented In these
articlies and on what key Issumss do they differ?

Is there coordination of +the health and health re!ated
sectors? (e.g. agriculture, education, finance)

¥hat are the social and economic determinants of health and
vays PHC approaches affect these determinants?

How Is or how should PHC be supported within the national
heaith system?

What should be the focus of PHC programs?

What are the constraluts on Implementing a complete PHC
program?

How should these constraints be addressed? (For example,
should they concentrate on two or +thrue particuiar PIC
actlvities and worry about Integrating other activitiss
later when more funds are avallable?)

What Is or should be the role of Internationai agencles In
PHC?

How does "pollitical will® affect or Impact on the PHC
approach of providing health faor all?

What does It mean "Health: A Time for Justice™ and how does
this relate to primary health cure?

Step 5
(15 min)

Summarizing Primary Health Care

Lead a short discussion on summarizing PHC. Focus
this discusslon around the following questions:




Step €
(20 min)
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- From what we have seen and discussed thus far
concerning primary health care, how would you
explain the wmeaning of this concept to
someone? .

- What generalizations can we make about primary
hesith care and Its effectlveness as a means
of promoting positive health and develcpment?

= We have seen that a key concept In the primary
health care approach Is Integration. Where do
you think problems might arise In trying to
Integrate the varlous components of primary
heaith care servlices?

« How will what you have learned during this
sesslon help you In promoting primery health
care In your primary Job asslignment? Through
secondary activities?

- ®hat are the controversial Issues surrounding
primary heatlh care?

The Rola of the Peace Corps Volunteer
Ia Primary Health Care

Based on thelr understanding of Primary Health
Care and the discusslons In Sessfon 5 on their
roles as health educators, ask +the group to
dlscuss and develop a dlagram for Primary Health
Care, ldentifylng where they think they as health
care general Ists/educators fit In,

Trainer Note

An example of a dlagrem that may be developed and used for dis-
cusslon Is the followlngs

tarafles] TE YECHUX 067

' URIVERSALLY ACCESSINLE l
| A
[ Corative N f Sclentifically Seund
- Pronotive . - Colturally & Sectaliy
- Preventive -, Acceptasle
L aebedfittative \

MIKRYT HEALTR CART
RCZAL MEALTH = Affordadly
MPOR : for ol
- Swpport DISEASE COOTROL, TREATMENT/ORSS
- Supervisfea WIRITIOUFOCO SUPMY, MOW/FP, BASIC SARITATION
FTraiatag ADEQUATE/POTASLE WATER SUPALY § MEALTH EDXCATION
- ~
MOYINE SrroRT NTESRATED
lﬂzm b :.d.'lg:q.'mq“
- Y
- Informties Shtriag MIDIZ SaF-an f etc. iinis
- Lagistics/Supplfes TETURIRATIC q
-3 = Loommity Participetion

= 18 pleraing, erganizotion
ond sezspencet

85




o

- Sesslon 5, Page 7

Alternate ®"That Our Children Wiil Not Dle®
Step 3
(30 min)

Show the film "That Our Children Will Not Die%.

Tralner Note

Ask a participant to set up the projector and run the film. intro-
duce this actlvity while one of the participants Is setting up the
projJector. Explaln that the fllm they are going to watch discusses
a primary health care approach In a particular part of Africa.
Advise them to watch the flim, keeping lin mind the elght basic
principles of PHC that they have just discussed, and to identify
ways In which they have besn Incorporated.

Alternate Discussion of the PHC Approaches
Step 4
(30 min)

After viewing the film, have the group engage In a
discusslon on how practical the PHC approach Is In
achleving the health care needs of an Individual,
famlly and community, and what are some of the
difflculties In Implementing this strategy.

Tralner Note

In this 30 min+te discusslon, the participants should direct their
discussion to varlous aspects or approaches to PHC some of which
Include questlions concerning:

- From what you saw In the film, what were the major health
problems and needs of the people In the area where primary
health care was practiced? Do these problems differ from
what you might find In the U.S.? How?

- How were these problems and needs Identifled? Handled?
Specifically, how did this primary health care approach
solve health problems/meet health needs? Were the people
Involved In helping themselves? How?

- Of the key elements of primary health care outlined before
the flim, which ones were Incorporated Into the health care
approach {n the film? Was the health care accessible,
acceptable, affordable? How? Were the elements Integrated?

- What would you say were the essentlal components of the
primary health care approach In the flIm? Food and
nutrition? Sanlitation? Maternal and child health? Family
planning? Ilmmunization?

- Do you see any ways In which a PC Health Worker might fit
Into a process/approach |lke the cne 1liustrated in the
film?
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HEALTH: A TIME FOR JUSTICE

OURS 1S PERHAPS the first genstation in history which has the knowledge
and resources to achieve 8 great improvemant in the health #¢ all mankind.

Yet hundreds of millions live out lives darkened by malnutrition and infec-
tious diseases. In developing and industrialized countries, good health for sll is
far f2om being a reality.

But this need not be so. There is 8 ground swell woridwide to bring about
social and economic changes that will raise dramatically the level of health for
all. Where the political will exists, a8 great improvement in general health can be
achieved, even in the course of one decade.

How can this bs done? Through a new approach, already proven in practice,
of providing primary health care.

Primary Health Care is essential health care made accessible to everyone in
the country; care given in 8 way acceptable to individuals, families, and the
community, since it requires their full participation; health care p-ovided at a cost
the community and the country can afford.

The Primary Health Care approach forms an integral part of the country’s
health care system, of which it is the keystons, and of the overall social and
economic development of the nation and the community. Primary Health Care
attacks the main health problems facing the community, and does so through
promotive, preventive, curative and rehabilitative actions as thsy are needed.
Since thess actions grow out of the real-life conditions and social values of each
country, they vary from country to country. Since underdevelopment ant. poverty
are major factors in causing ill-health, national development can contribute
greatly 1o better health; especially those components that-raise the incomes of
the poor, such as rural development, agrarian reform, and the promotion of
employment.

Actions taken to improve health will accelerate economic development by
building community self-reliance, overcoming apathy, improving the quality of
labour, reducing the burden of ill-heaith, and expanding labour-intensive ser-
vices. The Primary Health Care approach draws largely on community resources
that otherwise would remain untapped. At the same time, Primary Health Care
raises the standard of living of the mass of the population by adding a component
of “health income~, thus contributing directly to economic development goals.

Though no single model is applicable everywhere, Primary Health Care
should include the following:

¢ Promotion of proper nutrition o Immunization against major infsc-
o An adequate supply of safs water tious diseases
e Basic sanitation e Prevention and contro! oy locally
e Maternal and child care, including ondemic diseases
family planning © Education about common health
® Appropriate treatment for common problems and what can be done to
diseases and injuries prevent and control them
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Primary Health Care: How it works

Pritnary Health Care seeks to bring about the overall promotion of heaith:
» by giving the individua!, the family and the community responsibility fos
Primary Health Care, with support from the national health care system;
e by the active participation of the community in defining its needs and
finding ways to satisty them;

® by using community as well as national resources;

o by using simpler and less costly technology;

e by mobilizing »ther sectors, such as education, agriculture, housing,
public works, information and communications and industry.

Primary Health Care recognizes that in order to achieve good health people
must have the dasic necessities of life: e.g. enough food to eat and plenty of safa
water. |t emphasizes the need for a safe environment and for people to understand
the role they themseives can play in improving health and in promoting socio-
economic development. This approach has evolved as a result of the hard experience
of countries in the promotion of the haalth of their peopis.

Self-reliance and community participation

There is much that an active and self-reliant people can do to improve their
health. indeed, better health is not simply a commodity that can be delivered to
the people. Its attainment requires their enlightened participation, as individuals,
families and communities, in measurss to prevent; to control and to treat disease.

The necessity fo- community participation has often been overlooked in
national development and health programmes. Communities have important
resources comprising human intelligence and ingenuity, labour, niaterials and
money. The creative use of these resources opens up dramatic new possibilities
for the improvei ent of health.

Individuais and families cannot become real agents of their own development
unless they are given the opportunity to identify their true heaith needs, to assess
the existing situation and to suggest how problems may be solved, using all
availat . resources. Within a national strategy of Primary Health Care, individuals
and their communities can help plan health care activities, and participate in the
process of providing services. Individuals should accept a high degree of respon-
sibility for their own health care, recognizing how the health of each person and
each family contributes to the dsvelopment of the community. This includes
adopting a healthy life style, ensuring good nutrition and hygiene, and proper use of
immunization services. Mothers deserve particular attention as they carry a major
responsibility for the health of infants and children, the most vulnerabie members
of socisty. Within the community, actions to improve health should provide visible
results and fulfil expectations in 8 shont time. This may range from building an
ir. jation ditch or constructing a school, with community participation, to promcting
immunization and improved nutrition. '

In many countries, the protess of community participation moy lead to the
selecticn by the community of one of their own people to serve as 8 Primary
Hoalth Care worker. After sopropriata training and with continuing support
from the national health servico, the Primary Health Care worker, who mey be a
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volunteer or work part-time, will bscome the main sgent fo7 preventive and curstive
sction in the community, with the support of conventional health satvices.

Just as @ part-time Primary Hezith Care worker cannot go it alone, the com-
munity to0 needs continuous halp in many forms. Tha health system must provide
education and information about the causes snd prevention of ilinesses, abou: the
implications of the solutions being proposed ard their costs. An adequate and
continuing supply of basic drugs, and adequste equipment for Primary Health
Care workers is also required.

Training of primary health workers

|
|
i
Training of primary health workers and the retraining of existing workers f
should bs undertaken at the nearest point to their communities, and should
address itself 10 the most urgent local problems. Practical and non-formal
spproachss can be used in continuing education, including learning by doing,
in-service training during visits by supervisors and frequent short courses. This is |
essential bacause the demands on primary health workers will incresse and |
because the health situation will be changing. The training of primary health care
workers is & formidable task because of the lsrge numbers and because of the
varisty of education technigues involved. Hence, special preparation of trainers,
who -1ill also participate in supervision, is a prerequisite.

New challenges to the existing health system

Introducing Primiary Health Care into all communities will greatly increase
the demands on existing setvices in terms of training, supervision, logistical
support and referral care. The tedistribution of functions involved in the new
spproach will also make for 8 more efficient use of health personnel and heaith
facilities. Professional personnel and hospitals will no fonger be dealing with
minor ailments and problems but will direct their resources to more complicated
problems beyond the competence of primary health workers.

To assure the success of this approach to Primary Health Care, all categories
of existing health parsonnel—professional and auxiliary—will need to be reoriented
o as to gain their understanding and suppoit. They will need to realize that com-
munity tevel Primary Health Care is not reducing thoir status and responsibilities;
% is enhancing them. In some ¢ .tustions, they will need additional training in their
supportive and referral functions. The basic training of all health personnel will
2ls0 need to be reviewed and adapted so as to fit them for different functions at
various favels of the health systems.

Appropriate technology

Primary Heaith Care needs scientifically sound techniques that are acceptable
to the community and within econornic reach. Attempts to bring health care and
protection to people in need are still hampered in many places by the absence of
simple, low-cost materials, and techniques that are designed for local conditions.

This technology must be in keeping with locsl customs and traditions.
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It should be easily understood and applied by community health workers and ba
capable of adsptation or development as conditions changs. The identification
of such technology must bs considered when formulating a nations! strategy for
Primary Health Cara. Such technologies now are available, for instance, to ensure
safe cold storage of vaccines, to sterilize medical equipment in the field and
diagnose anaemia in villages. Medicinal drugs are an important etement in health
technology. A modet list of some 200 essential drugs now is available, and can
bs used to select those drugs required locally to deal with specific conditions.
It is an advantage if both drugs and equipment can be manufactured locally.

No community need wait for basic improvements in such things as environ-
menta! sanitation until large-scale, expensive means are brought to bear. Work
on water supply and waste disposal, for example, is siready underway. Sophisticated
technology may not be the most suitable, and it is often the most expensive; the
cost is high, even for industrialized countries. The important thing to discover is
what can do the job and what the community can afford.

More equitable and more efficient use of resources

in many countries today, 80 per cent of the health budget is still spent on
20 per cent of the population. As a result, rural people and the urban poor are
neglected and still have little contact with conventional health systems. Only
through active community participation, and equitable reallocation of growing
national rcsources can maximum impact on the health of the total population be
achieved.

Scarcity of resources can no longer serve as an excuse for not providing better
health care for all. Better use of existing resources, fairer distribution of what is
available and the use of untapped resources within the community can go a long
way to improving the situation. But community, non-government and local
governmental resources must all be used, following an overali plan, for any rapid
advance o be made.

More rational use of national resources will also contribute to narrowing the
resource gap. More rational use means providing better referral services, and ths
supplies and equipment the community is unable to obtain for itself. if countries
are to develop Primary Health Care on a salf-refiant basis, most of the resources
must come from within; and along with the growth of national resources, s
process of reallocation and equitabla sharing becomes essential.

1t has already been pointed out that community paiticipation brings significant
new resources into improving health, Although the resources of communities are
limited, experience shows that many communities ara willing and able to pay
some pant of the costs of basic health care, besides contributing labour and
materials. These community resources will go directly to the support of Primary
ricalth Care.

But community resources are not sufficient. Government aid is required for
training, supervision, referral services and logistical support. In most countries
this moans increasing the amount and the proportion of funds in the national
budget supporting Primary Health Care. As the national health budget gradually
increases, tha new money will go to extending health to unserved communities
rather than, for example, constructing hospitals in cities.

In this new ordering of the health system, the nation will be getting more for
its money. For one thing, there will be a reduction in preventable diseases; and

30
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this in itself will result in substantial savings in supplies and staff time. Concurrently,
common illnesses which now take up s0 much of the time and facilities of the
hoalth services will be dealt with effectively and at much less cost in the com-
munities. Sophisticated snd expensive hesaith resources will be used in more
selective and approprists ways.

Food for health

More than half of the deaths of children in developing countries are directly
telated to poor nutrition and a large proportion of those who survive are physically
stunted; for many, mental development is retarded. Thousands become blind
from an early age because of vitamin A deficiency. Lack of food and iron-deficiency
limits the work capacity of the labour force. Furthermore, these nutritiona! defi-
ciencies increase the risk 8t childbirth both for mother and baby, and contribute to
high maternal mortality and the delivery of small, wsak babies who are susceptible
to diseases and early death.

The first step in dealing with nutrition is seing that people get enough of the
right food. Food must be made more abundant and more accessible to the millions
who need it and cannot afford to buy enough to keep their families healthy. This
may mean new ways of farming, new crops and changes in land tenure. In addition
to an increase in quantity, sound educstion is needed to encourage people to
make better use of locally available foods. A handful of green vegetables a week
can prevent vitamin A blindiess. A little iodine added to salt can prevent goitre.
By careful mixed feeding and giving young children enough solid food, serious
nutritional diseases such as marasmus and kwashiorkor can be avoided. The
danger of malnutrition in pregnancy can be prevented by giving mothers a little
more of their accustomed diet.

Just as food is needed, so are good eating habits. Mother’s milk, for example,
is the best and safest food for babies everywhere and breast feeding should be
encouraged. Young children’s foods can be prepared from locally available
resources. Cleanliness in the preparation and storage of food goes a long way in
preventing infection.

It is essential that early in life children receive a diet that will ensure a healthy
growth and an effective immune response. Without the latter immunization pro-
grammes will be less effective.

The environment as an ally: Enough safe water and
a safe environment

The importance of improving the environment so that it promotes rather than
undermines the health of the individual is fundaments! to the Primary Health Care
approach. Formal health activities and medical care cover only a very small part of
8 person’s life, even for someone who is repeatedly ill; most of one’s life is spem
working and living far from the walls of a clinic. Therefore the way in which
people lead their lives, and the setting in which they do it affects their health and
that of cthers around them to a vast extent.

Water, for example, can help 8 community to health in many ways or on the
other hand it can menace its well-bsing. Whete water is abundant and safe, a
number of diseases will be greatly reduced or eliminated. Where water is scarce
end polluted, nothing can prevent high infant montality and constant attacks by
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-83-




Sesslon 5, Handout 5A
Page 6 of 9

gastro-intestinal disease on all members of the community. Malnutrition can result
from infestatiors and worms and frequent diarrthoea.

More is needed than greater quantities of water. it is important to avoid
polluting water and its surroundings. The proper disposal of human waste is
crucial. This waste ¢can become valuable compost or a focal point for contamination
and a breeding place for insects that camry disease. The water in drains, rubbish,
and the excret2 of man and animais can either be used as a 7esource or pose 2
dangerous threat {o health.

e e
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Prevention of disease

The Primary Health Care approach fays stress on prevention, whichis* .-
line of defence against disease and ill-heath. Most of the measures requ...ed can
be carried out within the community itseH, using local people and local sesources,
backed by support from the national health ssrvice snd other agencies of
government.

Improvernents in the environment, provision of adequate water and proper
nutiition, 3s outlined above, will go a long way in the prevention of diseases thet
are curtently causing it health and death in the world.
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Other programmes such as family health, family planning and immunization
against several of the major killing diseases, can also reducs illness and suffering,
particularly among mothers and children. To make any real difference, immuniza-
tion must reach averyone who nesds it. Steps in this direction include simplified
immunization techniques, firm administrative procedures and enlisting the help of
the community, to see that those who need protection receive it. In many cases,
better ways of producing and distributing the vaccine will be needed. These have
been worked out in many countries, using imagination, local cooperation and hard
work.

A national policy:
Coordinated suppon at all levels

Although no single mode! of Primary Health Care can be zpplicable every-
where, in all cases there must be a national policy and political will. Furthermore,
this approach should encourage the community to become actively involved from
the very first stages. Primary Health Care means a close partnership between com-
munity and government in the development of resources and health care, and
involves a continuous diaslogue between them. The community must identify
itself with the purposes and activities that are called for. Planning, shaping of
spacific activities, evaluation and modifization should all be caried out with the
participation of the people.

Government activities should be oriented in order to encourage and support
communily actions. Thess should include intersectoral planning and coordination,
and the wontification and reallocation of resources to provide the personnel,
material and finances needed to support the community.

Solutions to national and local health and development problems can only be
found through mutual support and collaboration. All levels of government—district,
provincial and national—must commit themselves to coordinating and reallocating
their resources to meet the real needs of the people. This requires decentralization
of operational responsibilities and the £oo. Jination of sectorial activities so that
the overall goal of health through development can be achieved. Implicit in this
partnership is the involvement of members of the community in identifying what
thay feel are the most pressing problems they face and in determining ptiorities and
solutions they feel will work in their local setting.

Health is not a separate entity. This is why Primary Health Care has to be
unequivocally supported at the national level as part of the government's overall
national plan for total development.

A matter of will

The Primary Health Care approach is already being applied in many countries,
It involves a political commitment to reorient national development, to direct
increased resources to the underserved majority and often to increase health
budgets substantislly.

For industrialized countries, 8 Primary Health Care approach means ration-
alizing their health systems and controlling and redirecting soaring expenditun.s
from hospital-based, high-cost technology towards basic care for all. It also means
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a commitment to assist the daveloping countries, and particulerly the least
developed, in camrying out the Primary Health Care approach, &s an integral part of
rural 3ad urban development.

The world has the resources and know-how to achieve 8 significant improve-
ment in health now. But improved health will be slow to reach the majority of the
people through mere economic growth, or by reinforcing present structures and
techniques.

Primary Health Care, as pant of the dynamic development process, offers a
practical means to better health for all. Justice in health tequires concerted action
by the international community to provide generous and flexible aid to developing
countries through the adoption of Primary Health Care.

Given the political will, 3 workable nations! plan and the support of the people,
Primary Health Care can become a reality anywhere in the world.

JUSTICE IN HEALTH

Hundreds of millions live out
lives darkened by malnutrition
and infectious diseases.

Yet this need not be so...

0 ;g;g? Public Information Division, World Health Organization. Geneva,
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Primary health care (PHC) and selective
primary health care (SPHC)

In the health delivery systems of most develop-
ing countries, the bulk of available resources are
devoted to curative services delivered from ur-
ban hospitals (Stern, 1983). With the exception of
a few vertical programs, such as smallpox and
aws programs, health services have remained
argely curative and largely unavailable to poor
urban and especially rural peorle.2 There have,
however, been some dramatic exceptions to
ihis general pattern, Of particular importance is
the health care delivery system developed in the
world’s most populous country, The People’s Re-
public of China,? but equally striking suc-
cesses have been achieved in Sri Lanka, India,
Vietnam, and Cuba 2456

In the light of the failure of most countries to
deliver health services to the majority of their
people and the success of other countries with
similar resource bases to reach this goal, the
WHO, UNICEE and other international agencies
embarked on an ambitious effort to encourage
more countries to adopt the principles which had
proved so successful in the above-mentioned
countries.

At the Alma Ata Conference in 1978, the
characteristics of the successful systems were
analyzed and the concept of PHC defined and
erdorsed by all‘participating countries. Of partic-
ular importance in this definition is the explicit
recognition given tc the multiple causes of pov-
erty and the manifestation of these causes in ill
health, with the strategy therefore being defined
as a multifactorial approach rather than simply a
set of medical activities. In } articulay PHC was
to include:

. . . education concerning prevailing health
problems and the methods for preventing
and controlling them; j:romotion of f5o0d
supply and proper nutrition; an adequate
supply cf safe water and basic sanitation;
maternal and child bealth care, including
family planning; immunization against the
major infectious diseases, prevention and
control of locally endemic diseases; appro-
priate treatment of common diseases and
injuries; and provision of essential drugs.?
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Shortly after Alma Ata, two biomedical scien-
tists, Walsh and Warren,® Published a critique of
this PHC concept in the New England Journal of
Medicine. This critique and the alternative “selec-
tiveeegrimary health care” (SPHC) concept advo-
cated by Walsh and Warren have received
widespread and generally favcrablz attention in
the scientific and development communities.

The reasoning behind the concept of selective
Erimary health care is simple. While the ad-

erents to the idea profess sympathy to the con-
cept of comprehensive PHC as expressed in the
Alma Ata Declaration, they are acutely aware of
limitations on the resources available to develop-
ing countries for implementing primary health
care programs and argue that insufficient re-
sources are available for implementation of all
components of the original PHC program, What
is necessary, then, is to examine each possible
item in the overall program individually, to deter-
mine what the costs of impfemening that item
are, and what the effectiveness of the program is
in reaching any particular objective, such as re-
ducing infant mortality. The items are then
ranked in terms of cost-effectiveness, and the
“selective primary health care” program is de-
signed to include the mos? cost-effective items
within the overa!l budgetary consisaints pertain-
ing in any particular circumstances.

The approach is thus presented as simply a _
minor modification of the original concept ex-
pressed in the Alma Ata Declaration, a modifica-
tion which adheres to the principles of Alma
Ata, but makes the concept of primary health
care operational and implementable.

‘The SPHC package emerging from the cost-
effectiveness calculations is almost exclusively
medical, including measles and diptheria-per- -
«ussis-tetanus vaccinations, treatment for febrile
malaria, oral rehydration for diarrhea in chil-
dren, and tetanus toxoid in mothers. Biomedical
research for the development of vaccines and
therapies for mfz}jor tropical diseases, too, are con-
sidered "cost-effective’ More systemic non-
medical activities, such as community water
supply and sanitation and nutrition supplemen-
tation, are rejected as being “non cost-effective®

The rationale of the SPHC approach has been
widely accepted by both the scientific com-
munity (4 computer search turned up dozens of
references to the original article, with virtually
all the articles accepting the premises of the
SPHC approach in fotoj and by policymakers in
many international agencies, with the recent
USAID health sector policy® an outstanding ex-
ample of the application of these principles.

The purgose of this paper s to examine the
details of the cost-effectiveness calculations with
respect to one of the components of PHC (viz.,
community water supply), the choice of the mea-
sures of effectiveness chosen, and the meth:
odology followed in compzring activities which




fulfill different objectives. The rationale behind
SPHC is also examined in terms of the light
which this rationale can shed on the experience
of both successful and unsuccessful national and
pilot projects. The article concludes with a con-
sideration of the programmatic and political con-
sequences of SPHC vis-a-vis PHC.

The details of the water supply and sanitation
cost-effectiveness calculations

As indicated earlier, a computer search was car-
ried out to identify articles in the scientific liter-
ature which referenced the original Walsh and
Warren article. Many of these references referred
to the original article only to reinforce a conten--
tion that a particular field of inquiry was impor-
tant, but some of the articles present a criticism
of the details of the cost-effectiveness calcula-
tions pertaining to a particular sector, the objec-
tive usually being to argue that the ranking of
the specialty of the partticular author should
have been higher than indicated by Walsh and
Warren.

In this spirit, a critique of the numbers used
by Walsh and Warren in assessing the cost effec-
tiveness of investments in water supply and san-
itation is presented in this section.

The data used by Walsh and Warren for the
capital costs of water supply and sanitation pro-
grams are based on recent and widely verified
World Bank data, ard, aside from noting that in
certain circumstances (such as tubewel:s in rural
Bangladesh'® and latrines in Zimbabwe!!) the
per capita costs may be an order of magnitude
less than the costs used by Waish and Warren,
there is no basis for disagreement with the cost
data used.

What is apparently not appreciated by Walsh
and Warren, however, is that, whether or not
there are additional investments in water sup-
plies, people in many Third World setting: (par-
ticularly in urban areas) pay substantial amounts
of money for poor-quality water supplies. A well-
documented, but by no means unique, case is
that of poor people in Lima, Peru,’? the results of
which are summarized on Table 1 below.

Table1

THE QUANTITIES OF WATER USED AND
EXPENDITURES ON WATER IN LIMA, PERU

Quaniities Monthly Household

Quality of used Expenditures on
Service (1/cap/day)  Water (soles)
Poor (vendors) 23 105
Medium

(standpipe) 78 22
Good (house

connection) 152 35
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Table 1 shows that improvementsin the
quality of water supply service in urban areas
may be associated not with an increase, but . re-
duction in the monetary costs of the supply, a
finding by no means unique to Lima. One of the
most experienced water supply engineers in the
world has found this phenomenon to be vir-
tually universal in developing countries and has
concluded that “if daily expenditures made to a
water carrier were invested instead in a proper
piped supply, far more economical and better
water service could be providead:?

In terms of a cost-effectiveness analysis of the
sort used by Walsh and Warren, then, the eco-
nomic cost of such water supply improvements
may be much smaller than the overall cost of the
project, since much or often all of the costs can
be covered by “simply” redirecting expenditures
which are already being made by the population
for an inferior water supply service. Since the
Third World is rapidly becoming as much an ur-
ban as a rural world, since similar willingness-
to-pay is often demonstrated by rural inhabi-
tants,* and since those urban dwellers paying
high costs for poor water supplies are those ur-
ban dwellers with the highest incidences of dis-
ease, this phenomenon is of major importance in
terms of improving health through the invest-
ment of relatively few outside resources. The rub,
of course, is in the word “simple;’ for these poor
urban residents are frequently not recognized as
either legitimate or deserving by their govern-
ments, and the organizational and managerial
implications of these changes are by no means
trivial. A key issue, then, is political will and
program management, themes to which atten-
tion is directed later in this paper.

Turning to the denominator in the cost-effec-
tiveness factor, an assessment of the likely im-
pact of a water supply and sanitation program on
health is far more problematic than the assess-
ment of the effects of other PHC programs
which operate more directly on the causes of dis-
ease. Thus, while it is a relatively straightfor-
ward (although not trivial) task to calculate the
effects of a tetanus or measles vaccine on death
rates, a similar assessment of the effects of a
water supply and sanitation program is fraught
with problems, for the intervening steps linking
the program inputs to health outputs are far
more numerous and the necessary behavicral
changes far more complex. In particular, the as-
sumption that the water supplly produces the
quantity and quality of water for which it was
designed is frequently incorrect, as is the as-
sumption that the water supply is being used ap-
propriately by the classes or age groups most
afected by water-related diseases.!

In light of these problems, it is appropriate to

. proceed with caution in attempting to assign a

“typical value” to the effect of water supply and




sanitation programs on health.! In their analy-
sis, Walsh and Warren drew on only a small sam-
ple of the large number of available studies and
reached universal conclusions which are not
supported by a more comprehensive assessment.
For instance, Walsh and Warren concluded that
while water piped into the home might result in
substantial reductions in diarrheal diseases,
water supplied through public standpipes would
affect only a very small reductior: (about 5%) in
the incidence of diarrheal diseases. While this
was certainly the conclusion to be drawn from
the couple of studies examined by Walsh and
Warren, fundamental doubts have been raised
about the results of one of the studies,'” and a
more complete analysis of methodologically
sound, available studies would have indicated
that where impreved quantities of water of im-
proved quality became available through stand-
pipes, the expected reductions in diarrheal
diseases would be an order of magnhitude greater
than the 5% assumed by Walsh and Warren.
This is indicated on Table 2, which is abstracted
from a recent comprehensive review of the
health effects of water supply and sanitation

programs.
Table 2

THE EFFECT OF WATER SUPPLY AND
PROGRAMS IN 24 NONINTERVENTION
STUDIES"

Reduction in %
Number of Diarrheal Diseases

Parameter Affected  Sludies (median)
Water quality 6 30%
Water availability

(mostly through

standpipes) 11 34%
Quality and

availability 4 40%
Excreta disposal 8 40%

There are reasons, then, to believe that the fig-
ures used by Walsh and Warren in both the de-
nominator and numerator of the cost-
effectiveness calculations for water supply and
sanitation programs are seriously in error. Fur-
thermore, since the approach taken by Walsh
and Warren is one in which the cost-effec-
tiveness of different components of PHC are
compared, it is pertinent to note that there are
also serious problems with the costs and effec-
tivenesses used by Walsh and Warren for the
more traditional medical components, which
their analysis suggested were most appropriate
in a “selective” approach. Specifically, in the ex-
amination of several small, nongovernmental
health projects’ which served as a basic source
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of data for the Walsh and Warren analysis,
“costs generally did not include capitarinvest-
ment, training, expenditures beyond the primary
level of health care, or the value of expatriate and
volunteer labor’?° In scaling these projects to a
national level, the costs would be substantiaily
greater and the effectiveness of the programs
substantially less due to “political and admin-
istrative problems'?? Indeed, the gener-
alizability of these findings has been

questioned by many (including the Director
General of the WHO??), with the comments on
the Indian project being typical: “It was the
dedication of the team leaders, their total iri-
volvement in the community programs, and
their special organizational abilities which made
the program successful.’2?

However, as will be detailed in the following
sections, the “selective primary health care”
analysis of Walsh and Warren is, in our opinion,
flawed by fundamental conceptual problems
which are much more serious than the problems
of detail outlined above. For this reason it is not
appropriate to attempt to present revised cost-
effectiveness figures for water supply and sanita-
tion programs and other components, or to sug-
gest, on the basis of such revised estimates, an
alternative hierarchy of programs for “selective
primary health care!

The criteria used for assessing the
effectiveness of health programs: what are
the objectives and who decides on these?

Health is a multifaceted concept. At the most ele-
mentary level, it is possible to distinguish be-
tween severity of effect (infection, disease,
disability, and death) and age group ¢ ffected (in-
fant, child, or adult). A fundamental wifficulty in
comparing different health programs is that, typ-
ically, different programs affect different facets of
health. One program, for instance, may affect in-
fant mortality only, while another might affect
infection, disease, disability, and mortality in all
age groups.

Decision theory offers only some simple con-
cepts in suggesting how to analyze trade-offs be-
tween programs which affect different facets of
health in this way. In particulag, with reference to
Figure 1, decision theory tells us only that, if out-
come 1 and outcome 2 are both desirable, and if
the costs of the programs represented on the di-
agram are equal, then program B is always pre-
ferable to program A, and program C is always
preferable to program A (a concept known as
“Pareto optimality”). Decision theory tells us ex-
plicitly that, if we are unable to reduce output
one and output two to a common measure (such
as dollars), then the only way of resolving
whether program B is preferable to program Cis
to submit the choice to decision makers and have
them tell us which program is preferable.
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Itis immediately apparent, then, that twe
questions are of fundamental importance in at-
tempting to compare different health programs:

1. What are the health outcomes which will be
considered?

2. Who will be the judges of the trade-offs be-
tween these outcomes?

A first concern with the procedure followed by
Walsh and Warren is their choice of criteria and
the consistency (or lack thereof) in applying
these to the components of PHC which they
analyze. For the most part, Walsh and Warren
consider reductions in infant mortality to be the
unique criterion of interest, thus comparing, for
instance, the cost per infant death averted
through water supply and sanitation programs,
and expanded immunization and oral rehydra-
tion therapy programs. This lands them in a
bind, of course, for such a procedure means that
all programs which do not result primarily in re-
Cuctions in infant mortality (one of these consid-
ered by Walsh and Warren is an onchocerciasis
control program) will automatically be rejected. .
The procedure followed by Walsh and Warren,
then, is tc write down that onchocerciasis control
programs “prevent few infant deaths;’ leaving
the reader to assume, reasonably, that onchocer-
ciasis control programs may be justified on
grounds other than reductions in infant deaths.

So far so good. With respect to the example
which is followed through the present analysis
— water supply and sanitation — Walsh and
Warren follow a quite different procedure. Since
itis never argued that the only effect of a water
surply and sanitation program is a reduction in
intant mortality, the only consistent procedure
would be to repeat the procedure followed in the
onchocerciasis control program and make no
comparison between a water supply and sanita-
tion program with a program the unique effect
of which is to0 reduce infant mortalig'. This
Walsh and Warren do not do. Instead, they com-
pare water supply and sanitation programs with
programs aimed specifically at reducing infant
mortality (such as oral rehydration therapy pro-
grams;, and conclude, not surprisingly, that the
programs which affect infant mortality only are
more effective in this than a program which has
multiple effects on all manifestations of disease
in all age groups. If we imagine that “outccme 1*
on Figure 1 represents redtictions in infant mos-
tality and outceme 2 some other desirable oui-
come (such as reduction in adult morbidity},
then Walsh anid Warren’s procedure is equivalent
to claiming that program B is superior to pro-
gram C simply because B gives us more of out-
come 1 than C (ignoring the fact that C gives us
more of desirable outcome 2 than B). This pro-
cedure is cbviously unsatisfactory.

As indicated earlier, trade-offs between dif-
ferent outcomes cannot be considered in isolation
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from the decision as to who will make such
trade-offs. While Waish and Warren could almost
certainly defend their choice of reduction in in-
fant mortality as an important criterion, other
scientists would claim that other criteria (such as
morbidity in the adult population??) are impor-
tant, too. Where different criteria are used, of
course, the cost-effectiveness of different pro-
grams will be quite different. For example, in the
case of cholera, whereas rehydration therapy has
been shown to be less costly and more effective
in saving lives than immunization, if morbidi
reduction becomes the objective, the results of a
cost-effectiveness analysis would be reversed,?3

In the spirit of John Grant, however, who ar-
gued that primary health care and other devel-
opment programs should follow “the principle of
inherent need and interest;” in which “projects in
a village should grow out of its own needs and
interests, and not be superimposed by some ide-
alists;’? we would argue that the trade-offs be-
tween the outputs of PHC programs be done
in light of the expressed needs of the commu-
nities involved. From an examination of the ac-
tual health and nutrition practices of families in
the developing world, it is clear that their de
facto priorities do not agree with the assumption
of Walsh and Warren that reductions in infant
mortality are of unique concern. In particular,
throughout the developing world the economic
welfare of families is highly de?endent upon the
economic production of adults,?? giving rise, for
example, to discrimination in feeding among
household members to protect the actual or po-
tential breadwinner in subsistence settings.2%

In assessing actual practices, however, atten-
tion has to be given to the fact that families, like
villages, are not division-free entities, and it is
necessary to go one step further and ask whose
interests in the family should be given greater
weight.

From a variety of perspectives it scems clear
that the group whose needs are most important,
in terms of the health of the community in gen-
eral and young children in particular, are moth-
ers. First, virtually all components 6f PHC
programs are based on the assumption that
mothers will be the most important front-line
providers of health care to children.?6 Second, of
all the correlates of infant heaith, none is as
strong or as consistent as mother’s education,?”
implying that there are few better i. vestments
in iealth than those which meet the needs of
women, particularly those which alleviate the
constraints limiting the education of girls and
women, Later in this paper it is argued that a
particularly important constraint faced by
women in undertaking, to use James Grant'’s
term,?® “discretionary activities,” such as edu-
cation and child care, is the enormous de-
mands made on women for performing time-
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consuming, repetitive tasks. Investments which
relieve mothers of part of this burden will have
an effect on child health which is as certain as it
is impossible to quantify.!® Indeed, many expe-
rienced investigators of the determinants of
health in the Third World would concur with
Latham,? who has argued that “attentions to
women's rights and the emancipation of

women may ultimately have more impact on nu-
trition and infection in developing countries than
any of the (conventional nutrition and health)
interventions.”

Concerned, then, with the exhortation of the
Director General of the WHO that mothers be-
come the subject and not the object of health
programs, the following sections of this paper
assess some principal constraints aired by
women in implementing PHC programs.

Women as the front-line health care workers:
some constraints

A concept central to all PHC programs is that no
lasting advances in child health can be made un-
less the mother is involved in these programs.
Thus, most of the core elements of PHC pro-

. grams — such as breastfeeding, supplementary

feeding, oral rehydration therapy, and household
hygiene — involve the mother as the front-line
health worker. Indeed, the objective of PHC pro-
grams may be described as the improvement of
“mothering, the poorly-defined but crucial inter-
actions between mother and child that form the
principle determinants of health, growth and
development:3°

To carry out the complex and demanding task
being set her by primary health care programs,
the mother faces four principal constraints,
namely, technology, knowledge, resources, and
time. One way of visualizing PHC programs is
that such programs are aimed at relieving the
mother of one or more of these constraints so
that she may become a more effective mother

In their analysis of “select.ve primary health
care,” Walsh and Warren focus their attention al-
most exclusively on the first of these four con-
staints, technology, an approach com:zon to the
policy formulations of some development agen-
cies, too. While there is no doubt that tech-
nological advances, such as improved expanded
vaccination programs and oral rehydration
therapy, open new vistas in terms of the poten-
tial for ~hild health in developing countries, the
provision of improved technology alone is insuf-
ficient, for usually the effective implementation
of such techu.logy re.quires simulianesus inputs
of knowledge, resources, and tire on the part of
the mother Let us consider a few examples.

Breaslifeeding. Primary health care programs
provide both information to the mother on the
fundamental importance of breastfeeding for the
health of her infant and technology in the form
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of programs designed to monitor the growth of
her child. While such programs are essential,
equally essential is the availability of time for the
women to breastfeed their babies. Studies
throughout the world have shown that where
women work outside of the home, they do not
have the time available to breastfeed their
babies, with the result that the inputs of knowl-
edge and technology provided by the PHC pro-
gram cannot be translated into improved child-
rearing practices. (A typical finding is that of a
study in Malaysia, where women recently em-
ployed breastfed their children 33% less time
than women in a control group who had not re-
cently been employed.?!)

Oral rehydration therapy. ORT technology un-
doubtedly opens entirely new possibilities for
the reduction of mortality in young children in
developing countries. As in all other cases, how-
ever, the provision of the technology alone will
have little impact unless the constraints faced by
the mother in using the technology are ad-
dressed simultaneously. The constraints are
many: in many areas of the world, the cost of
rehydration packages is too great for poor fam-
ilies;3? in almost all situations, traditional un-
derstanding of food and liquid withdrawal
during diarrhea have to be changed,*® and thus
the ORT technology has to be accompanied by
educational and informational inputs. Finally,
since “continually giving a sick infant large vol-
umes of liquid by spoon or cup is time-consum-

4, ing, tiring, and inconvenient for an

overburdened mother with other children plus
household and farm work to do, ORT may re-
quire the commitment of more time and energy
than she can easily provide3¢

Clinic-based suppplementary feeding and other
programs. Perhaps the simplest of all programs,
in principle, is one in which {he mother comes to
a clinic or distribution center to collect food for
her child, to weigh her child, or to have her child
immunized. Yet many studies have shown that
attendance at a clinic drops off dramatically as
the distance to a clinic increases® and that
women in the labor force are frequently unable
to avail themselves of such services because of
the constraints on their time.%

Food preparatior and storage. Recent long-
itudinal stur” s in Bangladesh3? and The Gam-
bia?® have documented the vital role of food
contamination on the transmission of diarrheal
diseases, an effect which becomes particularly
marked when great demands are made on the
time of the mother In The Gambia, for instance,
at the peak diarrheal transmission season, "feed-
ing of small children is particularly haphazard
. . .infants may be left in the compound in the
care of young nursemaids with a supply of por-
ridge or gruel for the next 8 or 9 hours, and food
for the evening meal is sometinies stored over-
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night ., . “38

In sum, the great demands placed on the time
of Third World mothers constitute a serious bar-
rier to the implementation’of PHC, with these
constraints often being particularly acute at those
times of the year when children have most need
of additional health care3? and in low-income
families where the incidence of illness is
greatest. 4

The overall effect of restrictions in the avail-
ability of time is evident in recent data from the
Philippines. Although the children of working
mothers received 5% more food than the chil-
dren of a comparable group of mothers who
were not working, the children of the working
mothers weighed, on the average, 7% less than
the children of the mothers who did not work,
an effect attributed to the lack of time available
to working mothers to translate increased re-
sources and improved knowledge into improved
health of their children.4!

Thus, although improved water supply and
sanitation conditions affect PHC in several ways
— by reducing the disease load (see Table 2) and
thus the need for child care, by increasin§ avail-
able income through reducing payments for
water (see Table 1), and by releasing the calories
used in carrying water (12% of a woman’s caloric
intake in East Africa)*? — most important of all
effects may be increasing the time available to
mothers for carrying out child care and other
“discretionary activities”

Time and mothers” needs in developing
countries

A recent workshop in “Women in Poverty” ex-
amined the phenomenon of poverty among
women in the Third World and analyzed how
women might become actors in and beneficiaries
of the development process.

Three conclusions of this workshop are of par-
ticular importance for PHC. First, time is the
most important resource which poor women
have available to them.3! Second, studies in a va-
riety of developing countries (Bangladesh,
Bolivia, indonesia, and the Philippines) have
found that the rural mother engzges in ten to
eleven hours per day of active home and market
production, ¥° whereas women in industrialized
countzies typically work at and outside the home
only six hours per day>! And third, poverty is
concentrated in female-headed households, and
the number of these households is large (typ-
ically between 15% and 35%) and increasing.?
Thus, the worksrop concluded that, for women
in developing couritric:, “saving tim: is develop-
ment, for time saved from humdrum tasks is
time to invest in human capital,’! and that pri-
ority should be given to “technologies that re-
duce the time women and children spend
fetching wood and water and preparing food "
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Time required for water collection

The impact of the installation of a convenient vil-
lage water supply system on the time spent by
women and children in carrying water has been
documented throughout the world.'¢ To give just
a few of many examples: in the lowlands of
Lesotho, 30% of families spend over 160 minutes
per day collecting water;*3 as a result of im-
proved water supplies in the Zaina scheme in
Kenya, about 100 minutes per household per day
are saved from the water-collecting activity;* in
East Africa, rural families spend up to 264 min-
utes per day carrying water;*? in East Nigeria,
families spend up to 300 minutes per day collect-
ing water*? Studies in Asia (for example, the
Philippines*! and Thailand'*), too, have docu-
mented the substantial amount of time spent in
collecting water in many areas.

Felt needs of low-income women

It would thus appear that a major constraint on
women’s “discretionary activities” (including
child care) in many developing countries is the
enormous demand made on their time for the
performance of repetitive, time-consuming
tasks. It has further been documented that in
many rural communities the fetching and carry-
ing of water is one of the most important of these
tedious tasks. What do the low-income women
of the Third World have to say about this when
they are asked directly, when they are treated, as
Halfdan Mahler would have, as subjects and not
just as objects in the development process?

In looking for answers to this question, it
bears repeating that societies in general, and so-
cieties in developing countries in particular, are
typically sharply divided along class and sex
lines. Earlier in this paper it has been argued
that particular attention should be paid to the
concerns of poor women, yet determining the
concerns of this largely disenfranchised group is
not simple, for two main reasons. First, the sex-
ual divison of labor is universal, with the time-
consuming tasks performed by women seldom,
if ever, being performed by men; and, second,
“the decision-makers or leaders in the agencies
and in the target communities are usually men
and th2y communicate with other nien and not
with the women."#* Thus, as has been docu-
mented for Kenya,** the reduction in tin:e-con-
suminy: tasks like fetching and carrying water is
a high p.iority ned for rurai wome., but is typ-
ically given low priority when the ‘village lead-
ers” {mea) are asked for their opinion.

Where surveys of comsaunity needs have
been aware and tiien account of such factors,
throughout the developing world water supply
has ranked high cn the list of expressed pri-
orities.*® In a recent review of the findings of
surveys of low-income women in developing
countries, water supply improvements were




found to “rank right alongside the most basic
human need (adequate food) in many (such)
surveys.40

Cost effectiveness revisited

Returning to the decision model outlined earliex
itis thus apparent that when, first, outcomes of
programs are not arbitrarily restricted solely to
reductions in infant mortality and, second, the
trade-offs between outcomes are made by poor
Third World women and not scientists, water
supply programs routinely constitute an integral
part of PHC programs in those (large) areas of
the developing world in which access to ade-
quate water supplies is restricted.

Itis thus not surprising that, in all countries in
which PHC has been successful, improvements
in water supply and sanitation conditions have
been an integral part of strategies for both im-
proving health and improving the status of
women, 47-48

Summary and conclusions

Six years after Alma Ata, what is the prospect
for the PHC philosophy as outlined in the Alma
Ata Declaration? On the one hand, the concept is
clearly a viable one which has been imple-
mented successfully in a number of large, low-
income developing countries and with considera-
ble, if only temporary, success i a number of
pilot projects in developing countries which have
made little progress at the national leyel.’” The
overwhelming reality, howevey, is that in those
countries which had made little progress before
Alma Ata, little progress in implementing PHC
programs has been made since.?? Simplifying a
complex debate, there have been two main con-
tending theses explaining this failure. On the
one hand, many have seen the failure of PHC
programs in most developing countries as a pre-
dictable consequence of a “lack of political will,”
while others have focused on technical factors,
such as the scarcity.of resources for implement-
ing PHC programs and the necessity for making
cust-effectiveness choices on compornents to be
included in an overall PHC progrem.

For those who favor the technical interpreta-
tion of this experience, the “selective primary
health care” approach of Walsh and Warren 1s an
insightful and pragmatic ool to be used in mak-
ing choices in t{fne light of the “resource scarcity,’
about which interventions are “cost effective’”
This analysis, as has been shown in this paper, is
fundamentally flawed. If the problem is a prob-
iem of “resource scarcity,’ how is it that severaj
low-income countries have implemented strik-
ingly successful PHC programs, while many
other countries with higher GNPs per capita
have failed completely? If the prob{;m is the
comprehensive nature of the Aima Ata formula-
tion of PHC, then how is it that all of the suc
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cessful national programs have taken such a
comprehensive approach? And if water supply
and sanitation programs are not “cost-effective’”
why is it that all of the countries in which PHC
has been effective have made improvements in
water supply and sanitation a cornerstone to
their PHC approach? In sumimary, although the
approach taken by Walsh and Warren and used
as a basis for sector strategies by some interna-
tional development agencies has a certain appeal
to fundamental notions of rational planning, the
approach fails totally to account for the experi-
ence which has been accumulated with PHC
programs throughout the world. This being the
case, then, there are several critical questions, Is
there an alternative interpretation which ex-
plains the experience with PHC programs more
satisfactorily? If so, what are the implications of
this alternative intergretation for policy? And, fi-
nally, why has the obviously flawed “selective
PHC” approach proved to be so compelling and
attractive to some development agencies?

Even the technically focused analyses of the
SPHC sort usually mention in passing the “im-
portance of political will and management” in
the implementation of PHC programs. An alter-
native explanation for the success of some na-
tional PHC programs and the failure of others
considers this factor of political will to be funda-
mental rather than incidental. The importance of
this commitment is evident from both longitu-
dinal and cross-sectional observations. Thus,
history shows that prior to World War II cogent
blueprints for appropriate health services were
drawn up for both China and India (in the form
of the Bhore Commission Recommendations of
1943). To John Grant, who played a major role in
this process in both countries and who recog-
nized that “the use of medical knowledge . . .
depends chiefly upon social organization;”?* sub-
sequent developments could have been no sur-
prise. Where the government made a fundamen-
tal commitment to meeting the health (and
other) needs of all people, as in China, enormous
progress was niade in d-veloping an appropriate
health delivery system. Where no such com:nit-
ment was made, as in India, health services
changed little over the intervening forty years.*®
Similarly, a contemporary cross-sectional com-
parison of countries which have made marked
progress in the development of health services
for all, with those countries in which adequate
services have been developed for only a small
minority, shows that pregress has been rapid
enly where “health and health care became a
political goal and eveniually came under political
control as a part of overall development.”

To the proponents of this alternative inter-
pretation, the experience of the successful non-
governmental PHC healtt. projects which are the
object of so much attention in the cost-effec-
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tiveness analyses, tog, is consistent with this the-
orK on the cehtrality of political commitment. For
what distinguishes these successful small proj-
ects from the unsuccessful national projects in
the same countries is not the resources available
nor the choice of technology, but that, through
dedication and management, these programs
have managed to overcome the problem of the
lack of political will that characterized the :1a-
tional programs in these countriec.2"2:2/

Thus, the concerns of the techncal analysts
with “resource constraints” and the use of “ncn
cost-effective technologies” appear to be either
false problems or second-order problems. The
problem of “resource scarcity” is a problem
wrongly named, for it is clear that this problem
arises not because there are insufficient resources
for the health sector, but because the vast major-
ity of these resources, both public and private,
are devoted to an existing urban, hospital-based,
capital-intensive health care system serviced by
and meeting the needs of an elite minority.! The
problem of appropriate technology is a real one,
and there is no doubt that, where political com-
mitment exists, PHC programs will become more
effective through the use of ORT, expanded im-
munization programs, improved low-cost sanita-
tion technologies, and other technological
improvements. This does not imply, howeve;
that an enormous amount cannot be done with
existing technologies. The successful experiences
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in China, Sri Lanka, Cuba, Vietnam, and India
all demonstrate the progress that can be made
without the technological advances which some
international development agencies suggest to be
the-major impediment to improving health ir de-
veloping countries. Indeed, what the experience
of the successful national PHC programs shows
is that the issue of appropriate technology is inti-
mately related to the issue of political commit-
ment, as is evident in the development and
widespread use of innovative “appropriate” solu-
tions to the problem of sanitation technology in
both China*® and Vietnam®! and the imag-
inative incorporation of traditional medicine into
a modern health care delivery system in China.??

Given these manifest shortcomings of the
Walsh and Warren type of approach, why has it
proved to be so attractive to certain deve opment
agencies and many developing country
governments?

First, the only reasonable conclusion from the
evidence is that credit for the success, or blame
for the failure, of national PHC programs lies
squarely with the govemment of the country
concerned. Where PHC programs have failed,
this is because the commitment of the govern-
ment to “health for all” its people is little more
than empty rhetoric.

The implication for development agencies with
a genuine oncern for the health of all people has
been stated by one of the pioneers of the PHC

Figure1
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movement: “Where support is available, let it be
selectivély directed to those countries which al-
ready have, or dre taking steps to develop, a form
of decision-making and implementation which is
likely to be effective Since the support of some

“gevelopment agencies for certain countries has
mhore to do with political imperatives than a true
concern for the health of the people of that coun-
try, such agencies use analyses, such as that pre-
sented by Walsh and Warren, to deflect responsi-
bility for death and illness from its true source,
namely, the home governments and their inter-
national supporters, and to assign responsibility
for such suffering to “neutral” causes, such as
“resource shortages” and “the limitations of
technology.” In short, “selective primary health
care” is not, as the authors would suggest, a
practical modification of the PHC concept, but
rather a negation of much that was positive in
the PHC approach formulated at Alma Ata.
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SELECTIVE PRIMARY HEALTH CARE
An Interim Strategy for Disease Control in Developing Countries

Juua A. Warsi, M.D., aND KENNETH S. WARREN, M.D.

Abstract Priorities among the infectious diseases af-
facting the three billion people in the less developed
world have been based on prevalence, morbidity, mor-
tality and feasibility of control. With these priorities in
mind a program of selectiva primary health care
is compared with other approaches and suggest-
ed as the most cost-effective form of medical inter-
vention in the least developed countries. A flexi-
ble program delivered by either fixed or mobile
units might include measles and diphtheriatper-

THE three billion people of the less developed
world suffer from a plethora of infectious dis-
cases. Because these infections tend to flourish at the
poverty level, they are important indicators of a vast
state of collective ill health. The concomitant dis-
ability has an adverse effect on agricultural and in-
dustrial development, and the infant and child mor-
tality inhibits attempts to control population growth.

What can be done to help alleviate a nearly un-
broken cycle of exposure, disability and death? The
best solution, of course, is comprehensive primary
health care, defined at the World Health Organiza-
tion conference held at Alma Ata in 1978 as

the attainment by all peoples of the world by the year 2000 of a
level of health that will permit them to lead a socially and
economically productive life. Primary health care includes at
least education concerning prevailing health problems and the
methods of preventing and controlling them; promotion of food
supply and proper nutrition, an adequate supply of safe water
and basic sanitation; maternal and child health care, including
family planning; immunization against the major infectious dis-
cases; prevention and control of locally endemic 2ircases, ap-
propriate treatment of common discases and injuries, and provi-
sion of essential drugs.?

The goal set at Alma Ata is above reproach, yet s
very scope makes it unattainable because of the cc st
and numbers of trained personnel required. Indeed,
the World Bank has estimated that it would cost bil-
lions of dollars to provide minimal, basic (not cozn-
prehensive) health services by the year 2000 to all the
poor in developing countries. The bank’s president,
Robert McNamara, offered this somber prognosis in
his annual report in 1978:

Even if the projected — and optimistic — growth rates in the
developing world are achicved, some 600 million individuals at
the end of the century will remain trapped in absolute poverty.

From the Rockefeller Foundation, 1133 Avenue of the Amencas, New
York, NY 10036, where reprint requests may be addressed 10 Dr. Warren.

Presented 2t a mecting on Health and Population in Developing
Countries, cosponsored by the Ford Foundation, the Internstional Develop-
ment Research Center and the Rockefeller Foundation and held at the Bel-
lsgio Study and Conference Center, Lake Corso, Italy, Apeil, 1979,

tussis-tetanus vaccination, treatment for febrile
malaria and oral rehydration for diarrhea in chil-
dren, and tetanus toxoid and encouragement of
breast feading in mothers. Other interventions might
be added on the basis of regional needs and new de-
velopments. For major diseases for which con-
trol measures are inadequate, research is an inex-
pensive approach on the basis of cost per infect-
ed person per year. (N Engl J Med 301:967-974,
1979)

Absolute poverty is a condition of life so characterized by
malnutrition, illiteracy, discase, high infant mortality and low life
expectancy as to be beneath any reasonable definitien of human
decency.?

How then, in an age of diminishing resources, can
the health and well-being of those *“trapped at the bot-
tom of the scale’ be improved before the year 2000? A
valid approach to this overwhelming problem can be
based on the realization that the state of collective ill
health in many of the less developed countries is not a
single problem. Traditional indicators, such as infant
mortality or life expectancy, do not permit a grasp of
the issues involved, since they are actually composites
of many different health problems and disorders.
Each of the many diseases endemic to the less
developed countries (Table 1) has its own unique
cause and its own complex societal and scientific
facets; there may be several points in the process for
which interventions could be considered.>-

Thus, a rationally conceived, best-data-based,
selective attack on the most severe public-health
problems facing a region might maximize improve-
ment of health and medical care in less developed
countries. In the discussion that follows, we try to
wnow the rationale and need for instituting selective
primary health care directed at preventing or treating
the few discases that are responsible for the greatest
mortality and morbidity in less developed areas and
for which interventions of proved efficacy exist.

ESTABLISHING PRIORITIES FOR HEALTH CARE

Faced with the vast number of health problems of
mankind, one immediately becomes aware that all of
them cannot be attacked simultancously. In many
regions priorities for instituting control measures
must be assigned, and measures that use the limited
human and financial resources available most effec-
tively and efficiently must be chosen. Health planning
for the developing world' thus requires two essential
steps: selection of diseases for control and evaluation
of different levels of medical intervention from the
most comprehensive to the most selective.




Selecting Diceases for Control

In selecting the health problems that should receive
the highest priorities for prevention and treatment,
four factors should be assessed for each disease:
prevalence, morbidity, mortality and feasibility of
control (including efficacy and cost).

Table 2 incorporates these factors into an analysis
of three representative illnesses of the less developed
world. The newly discovered Lassa fever was as-
sociated with a 30 to 66 per cent mortality rate in the
few limited outbreaks recorded in Nigeria, Liberia
and Sierra Leone. Those who survived recovered fully
after an illness lasting seven to 21 days. Although this
fatality rate seems to suggest giving Lassa fever high
priority in a major health program, the prevalence of
overt disease appears to be low. Furthermore, the only
treatment available is injections of serum from
patients who have recovered. Since its mode of trans-
mission is unknown and there is no vaccine, Lassa
fever is impossible to control at present.* Therefore,
concentration on preventing Lassa fever would be
neither efficient nor efficacious.

Ascaris, the giant intestinal roundworm, causes the
most prevalent infection of man, with one billion cases
throughout the world.” Yet disability appears to be
minor and death relatively rare.’-¢ Treatment, howev-
er, requires periodic chemotherapy for an indefinite
period.>** Control may ultimately require massive,
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long-term improvements in sanitary and agricultural
practices to reduce reinfection. In view of the difficulty
of eliminating exposure to the roundworm and the low
morbidity associated with the infection, ascariasis
deserves less attention than its ubiquity seems to sug-
gest.

Malaria is associated with a far smaller meriaiity
rate than that of Lassa fever and a far lower
prevalence that that of ascariasis. Yet its mode of
transmission is well knowr, and it produces much
recurring illness and death; about one million
children in Africa alone die annually from malaria.?
What also distinguishes malaria from Lassa fever and
ascariasis is that it can be controlled through regular
mosquito-spraying programs or chemoprophylaxis.>!
Of these three infections, then, malaria would be as-
signed the highest priority for prevention in the most
effective approach to reducing morbidity and mor-
tality.

By means of the process outlined above for Lassa
fever, ascariasis and malaria, the major infections
endemic to the developing world (Table 1) were
evaluated and assigned high (I), medium (II) or low
(1) priorities. Within categories exact rank is not of
major importance, and rank may change or items may
be added or deleted, depending on the geographic
area under consideration. For instance, schistosomia-
sis, to which a high priority was assigned, does not
occur in many areas of the developing world. Our re-

Table 1. Prevalence, Mortality and Morbidity of the Major Infectious Diseases of Africa, Asia and Latin Amenca. 1977-1978.¢

InrecTION

Inrecnions

Diranis Drsgasy AviraGe No, of Retanve
(THousANDs/YR) (TroUsANDS [ YR} (THovIaNDS OF Davs or Lirt Lost PERSONAL
casts/Yz) {rtx Casr) Disaniuryt
Diartheas 3-5,000,000 3-10,000 3-5,000,000 3-5 2
Respiratory infections 4-5000 57 223
Malsria £00,000 1200 150,000 3-8 2
Measles 85,000 900 80,000 10-14 2
Schistosomiasis 200,000 500-1000 20,000 600-1000 34
Whooping cough 10,000 250450 20,000 21-28 2
Tubesculouis 1,000,000 400 7000 200-400 k]
Noonatal tctanus 120-180 100~150 120-180 1-10 !
Diphtheria 40,000 50-60 700900 7-10 k]
Hookworm 7-900,000 50-60 1500 100 4
South American trypan- 12,000 60 1200 600 2
osomiasis

Onchocerciass

Skin discase Low 2-5000 3000 3

30,000

River blindaess 20-50 200-500 3000 1-2
Meningitis 150 30 150 1-10 !
Anxcbiasis 400,000 X 1500 7-10 3
Ascarizsis $00,000-1,000,000 2 1000 7-10 k]
Poliomyelitis £0,000 1020 2000 3000+ 2
Typboid 1000 25 500 14-28 2
Leishmaniasis 12,000 s 12,000 100-200 3
African trypanosomiasis 1000 s 10 150 I
Leproey Very low 12,000 500-3000 2-3
Trchuriasis 500,000 Low 100 7-10 3
Filsriasis 250,000 Low 2-3000 1000 3
Giardiasis 200,000 Very low 500 5-1 k]
Dengue 34000 0.! 1-2000 5-1 2
Malnutrition $-$00,000 2000

*Based o8 ciimstes froc the World Heahh Organizsuos sad sts Specul ho;nuu for Research sad Trainiag 18 Tropscal Dueases, coafirmed or modified by aatrapolsuons

from published cpidemiologic studhes performed 1 well deflioed pop
great,

). Figures do sot alwiys mstch those offically reported, because uader-reporting o

11 denotes bedridden, 2 sble o fuaction 0 OwD 16 tome etteat, 3 ambulslory, & 4 minor,
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Table 2. An Approach to the Establishment of Priorities for Diseass Control, Based on Prevalence, Mortality, Morbidity and
Feasibility of Control of Three Represantative Infections.

Inrrcion PrsvaLnecy Mosrraury

Las:a fover Unknown High (30-66%)
{tbought to
below)

Ascarissis Extremely high Extremely bow
{thought to affect (approximately
1 billion peopk) 0.001%)

Malaria High (more than Low (approxi-
300 miltion in- mately 0.1%)
fected annually)

Morxomy Fuaumury Proerry
or Conrnot
Modecrate Extremely poor Low: prevakeace
(bedridden at present low, feasibility
7-21 days) of control poor
Low (raizor dis- Poor (continuous Low: mortafity
ability & drug treatment & worbidity
often asymp- required) low, feasibility
tomatic) of coatrol poor
High (severe, Good (chemopropby- High: ptevaleoce
many compli- laxis available; bigh, morbidity
cations, ofien tegular speaying bigh, feasibility
tecurrent) programs for of contzol good
vectors practical)

sults and rationale for the proposed hierarchy are list-
ed in Table 3.

Group I contains the infections causing the greatest
amount of most readily preventable illness and death:
diarrheal discases, malaria, measles, whooping cough,
schistosomiasis and neonatal tetanus. With the excep-
tion of schistosomiasis, all the infections receiving
highest priority for health-care planning affect young
children more than adults.!** Together with respira-*
tory infections and malnutrition, they account for
most of the morbidity and mortality among infants
and young children.! 31" Members of this age group
(five years old or less) have a death rate many times
greater than that of their counterparts in Western
countries — accounting for 40 to 60 per cent of all
mortality in most less developed countries. """ If in-
fant and child deaths from these infections are
reduced, a large decline in the overall death rate will
result. Such a situation would be an optimal outcome
of a selective discase-control program.

Groups II and III contain health problems that are
cither less important or more difficult to control. Res-
piratory infections, a major cause of disability and
death, arc not listed in Group I because of the dif-
ficulties involved in preventing and managing them. A
wide variety of viruses and bacteria are associated
with pulmonary infections, and no specific causative
agent has been found in most patients.'*? As in the
industrialized world, where pneumonia is frequently,
the terminal episode in clderly patients weakened by
cancer or cardiovascular discase, lowe: -respiratory-
tract infections afect children in developing countries
who are already afflicted with chronic raalnutrition
and parasitic infections.' Pneumococcal and in-
fluenza vaccines prevent only a small percentage of
cases, and influenza immunization must be given
almost yearly because the virus changes antigenical-

A medium or low priority was assigned if control
measures were inadequate. For example, there is no
acceptable therapy for chronic Chagas’ discase.*
Only toxic drugs and procedures of unknown efficacy,
such as nodulectomy, are available for treatment of
onchocerciasis.* Leprosy and tuberculosis require
years of drug therapy and even longer follow-up

Table 3. Prlorities for Diisease Control in the Developing
World, Basad on Prevalence, Mortality, Morbldity and Feasi-

bitity of Ceatrol.

Friorrry
Grour

I High

Diartheal diseases
Measles

Malaria
Whooping cough
Schistosomiasis
Neonataltetanus

11 Medium
Respiratory infections

RIAIONS FOR ASSIGNMINT TO T CATLGORY

High prevalence, high mortality or high
morbidity, effective control

High prevakence, bigh morntality, no
effective control

Poliomyelitis High prevalence, low mortality,
effective control
Tuberculosis High prevzlence, high mortality,
. control difficult
Onchocerciasis Medium prevalkence, high morbidity, low
. montality, coatrol difficult
Meningitis Medium prevalence, bigh mortality,
coatrol difficult
Typhoid Mecdium prevalence, bigh mortality,
control difficult
Hookworm High prevakrce, low mortality,
. control difficult
Malnutrition High prevalence, bigh morbidity,
control complex
11 Low
South American trypanoso- Control difficult

miasis (Chagas® discase)
Aftican trypanosomiasis

Low prevalence, control difficult

e site s s e . . Leprosy Control difficult
l);;'l;/\ihcn _p}:mclz.lll.nalmj.ccuonsr were given 10 a}:ll s Lowmortatiy. fow morbidity,
children with clinical signs of pncumonia in the o control difficult
Narangwal Project in India, the mortality rate Diphtberia Low mortality, low morbidity
decreased by 50 per cent,? but this method must be At e Controt difficul
evaluated more extensively before it can be regarded Giardiasis Cootrol difficult

as a major improvement in prevention of respirato Filariasis Coatrol difficuht

disease J P P “p Y Dengue Coatrol difficult
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pericds to ensure cure.***® [nstead of attempting im-
mediate, large-scale treaiment programs for these in-
{ections, the mosx efiicient approach may be to invest
in research and development of less costly and more
efficacious means of prevention and therapy. To
reiterate, the most important factor in establishing
priorities for endemic infectior:s, even when evaluating
discases with high case rates, is a knowledge of which
diseases contribute most to the burden of illness in an
area and which are reasonably controllable.

EVALUATING AND SELECTING MEDICAL INTERVENTIONS

Once diseases are selected for prevention and treat-
ment, the next step is to devise intervention programs
of reasonable cost and practicability. The interven-
tions relevant to the world’s developing arcas that are
considered below are comprehensive primary health
care (which includes general development as well as
all systems of disease control), basic primary health
care, multiple disease-control measures (e.g., insec-
ticides, water supplies), szlective primary health care,
and research. Below is a discussion of each approach,
with emphasis on the relative cost involved in under-
taking and maintaining these programs and on the
benefits that have accrued.

This section of our analysis relies on reported
results from individual studies conducted in various
parts of the world. In addition, we have examined es-
timates of cost and effectiveness in terms of expected
deaths averted by each intervention for a model area
in Africa. The model area is ar agricultural, rural por-
tion of Sub-Saharan tropical Africa with a population
of about 500,000 (100,000 are five years old or less).
For reference purposes, the average figures for Sub-
Saharan Africa will be used: the birth rate is 46 per
thousand total population, the crude death rate 19 per
thousand total population, and the infant mortality
rate 147 per thousand live births.2:*

Comprehensive versus Basic Primary Health Care

Comprehensive primary health care for everyone is
the best available means of conquering global dis-
ease, the humane and noble goal declared at Alma
Ata. As defined by the World Health Organization,
this system encompasses development of all segments
of the economy, ready and universal access to curative
care, prevention of endemic disease, proper sanitation
and saie water supplies, immunization, nutrition,
health education, maternal and child care and family
planning. Since resources available for health pro-
grams are usually limited, the provision of compre-
hensive primary health care to everyone in the near fu-
ture remains unlikely.

Basiz primary health-care systems are far more cir-
cumscribed in their goals, which are to provide health
workers and establish clinics for treating all illnesses
within a population. Nevertheless, this approach is far
from inexpensive. The World Bank hzs estimated that
the cost of furnishing basic health szrvices to all the
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poor in developing countries by the year 2000 will be
$5.4 to $9.3 billion (in 1975 prices).* This investment,
which includes only initial capital investment and
training costs, would provide one community health
worker or auxiliary nurse-midwife for every 1500 to
2000 peopie and one health facility for every 8000 to
12,000 people or every 10 km?, whichever is greater. In
the model area in Africa, the World Bank estimated
that supplying the minimum care offered by building
one health post with one vehicle per 10,000 people and
training 125 auxiliary nurse-midwives and 250 com-
munity health workers would cost $2,500,000, or $5
per capita. To this figure must be added the recurrent
costs of salaries, drugs, supplies and maintenance.
Other costs not included are for training facilities,
continuing education, expansion of referral services
and development of communication, transportation
and administrative networks to supply and manage
the health facilities. Furthermore, the effectiveness of
this model prograra for averting deaths or applying
such preventive measures as education in sanitation
and nutrition has not been clearly established.

The pilot projects for providing basic health-care
services that have been evaluated vary in their effec-
tiveness in improving the general level of health care.
For exampie, an outside evaluation of primary health
service in Ghana revealed that a third to half the pop-
ulation of the districts lived outside the effective reach
of health units providing primary care. Only about
one fifth of the births were supervised by trained
midwives; only one fifth of the children under the age
of five years had been seen in a child-health clinic, and
two thirds of the population lacked environmental
sanitation services. Furthermore, the services were
often of poor quality, notably in the crucial area of
child care.?

The cost and effectiveness of several experimental
programs providing primary health care in localized
areas have been compared in Imesi, Nigeria®;
Etimesgut, Turkey*+*; Narangwal, India*'; Jamkhed,
India®*»; Guatemalan villages*; Hanover, Jamai-
ca*¥; and Kavar, Iran.’* The estimated cost per
capita varied widely among the programs, particular-
ly because they were initiated at different times over
the past 15 to 20 years and furnished different services
to their communities. In general, however, the cost
per capita ranged betweer 1 and 2 per cent of the
national per capita income of the particular country.
The cost for infant deaths averted were difficult to
compare because of the paucity of control groups and
inconsistency of the population groups monitored.
Figures ranged from $144 to 320,000, with a median
of $700. The only precise calculations for the costs per
infant death averted ($144) or child death averted
(3988 per one io turee-year-old child) were for a
medical-care and nutrition-supplementation project
in Narangwal, India.?* The estimates were much
higher for deaths averted by nutrition supplements.

Under some circumstances, programs of basic

‘primary health care have been successful, but the cost
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and the degree of improvement in community health
have varied markedly enough that refinements in the
approach are still needzd.

Multisle Disease-Control Moasurss

These interventions, which include vector control,
water and sanitation programs and nutrition sup-
plementation, are more specific and easily managed
than primary health-care programs, and they control
many similarly transmitted discases simultaneously.
They can decrease mortality and morbidity and have
served as interim strategies for health care in less
developed countries.

Vector Control

Vector control is directed at managing the insects
and mollusks that carry human disease. This ap-
proach has the advantage of being comparatively in-
expensive, but it must be continued indefinitely and
may be ephemeral since the vectors tend to become
resistant. The examples below reveal some of the com-
plexities of maintaining vector control.

The control of malaria transmission through insec-
ticides has been highly effective. In the tropical
regions and savannas of Africa, twice-yearly spraying
has decreased the crude death rate by approximately
40 per cent.and infant mortality by 50 per cent.*4!
The World Health Organization has estimated that
the average cost for house-to-house spraying with
chlorophenothane (DDT) is $2 per capita a2nnual-
ly.* Therefore, the cost per adult and infant death
averted is $250, and the cost per infant death
averted is $500. Unfortunately, eradication of malaria
with insecticides s becoming more difficult to ac-
complish. Because mosquitoes can be expected to
become resistant to DDT within a few years, other,
much more expensive pesticides must be substituted;
the usc of propoxur or fenetrithion will raise the cost
of the chemicals five to 10 times.® Furthermore, there
is no way of knowing how long these insecticides will
remain toxic to the mosquitoes. Among the mos-
quitoes in which widespread resistance to insecticides
has developed are Culex pipiens fatigans, the major vec-
tor of urban filariasis, and Aedes aegypti, the vector of
yellow fever and dengue.

Two other vector-contro! programs illustrate the
prolonged maintenance required by this type of health
intervention. Onchocerciasis, a potentially blinding
helminth infection affecting 30 million people in
Africa, is being managed in the Volta River Basin
through a 20-year larvicide operation to control the
blackfly vector. The program is estimated to cost $18
per capita for the entire 20-year period or $.90 per
capita per year.” Disability will be prevented, and
economic activity in the area may increase if the
program is successful, but continuous, indefinite
applications of insecticide will be necessary. Since
1965, St. Lucia has had a program to control the
snail-transmitted helminth infection schistosomiasis
through molluscicides. An annual cost per capita of
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about $3.70 and good results have been reported: the
prevalence of the infection has decreased from 45 to 35
per cent in adults and from 21 to 4 per cent in
children. Despite these heartening figures, eradication
of the vector cannot be considered on the horizon.
Schistosomiasis is a long-term, chronic infection and
the death rate will not begin to decline until many
years after continuous mollusk control.

Water and Sanitation Programs

Proper sanitation and clean water make a substan-
tial difference in the amount of disease in an area, but
the financial investment involved is enormous. The
success of such projects also depends on rigorous
maintenance and alteration of engrained cultural
habits.

With the installation of community water supplies
and sanitation in developing areas, deaths from
typhoid can be expected to decrease 60 to 80 per
cent,*® deaths from cholera 0 to 70 per cent,***** from
other diarrheas 0 to 5 per cent,*! from ascaris and
other intestinal helminths 0 to 50 per cent®1%.525 and
from schistosomiasis 50 per cent‘2$? (after 15 to 20
years). The World Bank has estimated that the cost of
providing community water supplies and sanitation to
all those in need by the year 2000 will be £135 to $260
billion.?** Construction of a rural community stand-
pipe costs $20 to $26 per capita, and rural sanitation
costs $4 to $5 per capita. In urban areas the costs are
$31 and $23, respectively. In our model area of Sub-
Saharan Africa the initial investment would be $12 to
$15 million. If amortization and annual maintenance
costs are only 10 per cent of this sum, the annual cost
per deaths averted will be $2400 to $2900, and the cost
per infant and child deaths averted will be $3600 to
$4300.

What must be realized is that the above sums are
largely for public standpipes, which are not highly ef-
fective in reducing morbidity and mortality from
water-related diseases. It is well documented that con-
nections inside the house are necessary to encourage
the hygicenic uce of water.* For example, shigella-
caused diarrheas decreased 5 per cent with outside
house connections but fell 50 per cent when sanitation
and washing facilities were available within the
home.s!

All these estimates depend on exclusive use of
protected sanitation and water supplies, without con-
tinuing use of environmental sources. In Bangladesh,
for example, there was no reduction in cholera in
areas supplied with tube wells, primarily because of
the use of contaminated surface water as well as the
protected water supply.*” In St. Lucia, contact with
surface water could not be discouraged until house-
hold water supplies and then swimming pools and
laundry units were installed, and an intensive health-
education campaign was instituted.® In other words,
changing peoples’ habits in excretion and water usage
takes more than introducing an adequate, dependable
and convenient new source. Realistically speaking, a




pervasive and effective health-education campaign?’*?
is required.

Nutrition Supplementation

Nutrition programs have been advocated as among
the most efficient means of decreasing morbidity and
mortality in children, but supplementation alone has
had no notable effect. Malnutrition is an underlying
or associated factor in many deaths from infections in
children; in a group of Latin American children, it
was associated in 50 per cent of the cases.** Poor nutri-
tion may also increase susceptibility to disease or
predispose an infected child to more severe illness. <42
Conversely, infection may be a prominent cause of
poor nutrition®!3% since less food is ingested and ab-
sorbed by a sick child. Therefore, if infections could be
controlled it is probable that the nutritional status of
children would improve greatly. There have been
some situations, however, in which malnutrition has
been reported to protect against certain infections,
e¢.g., the Sahel famine was thought to suppress
malaria, and iron deficiency was reported to protect
against bacterial infections.*™-”

In view of these findings, it is not surprising that few
nutrition-supplementation programs alone have ef-
fected a major decrease in the death rate. The
Narangwal Project is one of these few, but even in that
program the cost per death averted in infants was
$213. In childien one to three years old the cost was
$3000 — 1.5 to three times higher than the cost of
medical care alone.?

Selective Primary Health Care

The selective approach to controlling endemic dis-
ease in the developing countries is potentially the most
cost-effective type of medical intervention. On the
basis of high morbidity and mortality and of
feasibility of control, a circumscribed number of dis-
cases are selected for prevention in a clearly defined
population. Since few programs based on this selective
model of prevention and treatment have been at-
tempted, the following approach is proposed. The
principal recipients of care would be children up to
three years old and women ir: the childbearing years.
The care provided would be measles and diph-
theria-pertussis-tetanus (DPT) vaccination for chil-
dren over six months old, tetanus toxoid to all women
of childbearing age, encouragement of long-term
breast feeding, provision of chlorequine for episodes of
fever in children under three years old in areas where
malaria is prevalent and, finally, oral rehydration
packets and instruction.

If even 50 per cent of the children and their mothers
and 50 per cent of the pregnant women in a com-
munity were contacted, deaths from measles would be
expected to decrease at least 50 per cent,”" deaths
from whooping cough 30 per cent,” from neonatal
tetanus 45 per cent,” from diarrhea 25 to 30 per
cent” and from malaria 25 per cent.’ Oral rehydra-
tion has been used successfully in hospitals,”-’* in out-
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patient clinics™ and recently in the home™ " to treat
diarrheas of numerous causes.

These services could be provided by fixed units or
by mobile teams visiting once every four to six months
in areas where resources were more limited. Mobile
units have been successfully used in immunization
programs for smallpox and measles,®" in treatment
services directed against African trypanosomiasis and
meningitis*? and in provision of child care in rural
areas.$>-4 .

The cost of fixed units would be similar to that of
basic primary health care, although efficiency should
be much greater. Cost estimates for 2 mobile health
unit used in the model area ia Africa for malaria con-
trol and water and sanitation programs were based on
an extensive study of the Botswana health services by
Gish and Walker.%* They estimated $1.26 as the cost
per patient contact in 1974, on a sample 306-km trip
that reached 753 patients; the estimated cost per in-
fant and child death averted was $200 to $250.
Medications accounted for 30 to 50 per cent of this
cost, but this figure could be decreased with contribu-
tions of drugs from abroad or their manufacture
within the country.

Whether the system is fixed or mobile, flexibility is
necessary. The care package can be modified at any
time according to the patterns of mortality and mor-
bidity in the area served. Chemotherapy for intestinal
helminths, treatment of schistosomiasis and sup-
plementation with new vaccines or treatments as they
become available are all types of selective primary
health care that could be added or subtracted 10 this
core of basic preventive care. It is important, however,
for the service to concentrate on a minimum nuwnber
of severe problems that affect large numbers of people
and for which interventions of esiablished efficacy can
be provide} at low cost.

Research

For a number of prevalent infections, treatment or
preventive measures are expensive, difficult to ad-
minister, toxic or ineffective. These infections, which
include Chagas’ disease, African trypanosomiasis,
leprosy and tuberculosis, may better be dealt with
through an investment in research. In terms of the
potential benefits, the cost of research is low. Indeed,
the total amount now being spsnt on research in all
tropical diseases is approximately $60 million, ex-
ceedingly small in relation to the number of people in-
fected. As Table 4 shows, expenditures for research on
some of the major diseases in the developing world
have by far the lowest per-capita cost of all medical in-
terventions discussed.$

The estimated cost for the research and develop-
ment leading to the pneumococcal vaccine licensed in
the United States in 1978 was $3 to $4 million
(Austrian R: personal communication). Death and
disability in developing countries would be reduced
by heat-stable vaccines for measles, malaria, leprosy
and rotavirus and Escherichia coli-induced diarrheas,
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Table 4. Research Funding for Major Diseases of the
Developing World, 1978,

Invscnon AMouUNT OF Cost/InnrcTed
Funvonea (¥) Prason/Ye ($)
Malaria 15,000,000 0.02
Schistosomiasis 7,000,000 0.04
Filariasis 2,000,000 0.01
Trypanoeomiasis 5,000,000 0.38
Letthmaaiasis 1,200,000 0.10
Lepeosy 2,000,000 C.16

by improved chemotherapy for leprosy, tuberculosis,
American and African trypanosomiasis, onchocercia-
sis and filariasis and by depot drugs for malaria and
intestinal helminths.

CoNcLUSIONS

Until comprehensive primary health care can be
made available to all, services aimed at the few most
important discases (sclective primary health care)
may be the most eflective means of improving the
health of the greatest number of people. The crucial
point is how to measure the effectiveness of medical
interventions. In all the foregoing calculations, we
based our analysis of cost effectiveness on changes in
mortality or deaths averted. We did not measure the
illness and disability that would be prevented. No
other benefits for which intervention may have been
responsible were measured because they are much
more difficult to quantify. The inadequacy of avail-
able data makes it impossible to measure distinct and
undeniable secondary benefits. For example, water
supplies close by would save time for the women who
carry water, and increased amounts could irrigate a
home garden.

Accordingly, Table 5 summarizes the estimated
costs per capita and per death averted for the various
health interventions considered. The per capita costs
are calculated in terms of the entire infant, chiid and

Table 5. Estimated Annual Costs of Different Systems of
Health Intervention.

INTIRVENTION Prx Carrra  CosT »ER INFANT AND/OR
Cost (3) CHILD DEATH AVEaTED® (S)
Basic primary health caret
Range 0.40-7.50 144-20,000 (1)
Median 2,00 700
Mosquito control for malaria 2.00 600(1)
Onchocerciasis control program 0.950 Few infant & child
deaths
Mollusk control for 3720 Few infant & child
schistosomiasis deaths
Community water supplies & 30-54 36004300 (1.C)
sanitation
Narangwal nutrition 175 203(
supplementation 3000(C)
Selective primary health cared 0.2 200-250(1,C)

*] Genotes infant & C child.
$1n this case, delivered by mobile enits.

tDelivered by nillage beshh workers.
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adult population of the arca covered by the service. As
the table suggests, selective primary health care may
be a cost-cffective interim intervention for many less
developed areas.
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TOTAL TiME
OVERVIEW

OBJECTIYES

Sesslon 6
HEALTH CARE DELIVERY SYSTEMS

2 hours

To work effectively In thelr communities,
PCV's need an understanding of +he govern-
mental  structure of the host country, In
particular the health care dallvery system.
In  thls sesslon, participants analyze the
organization, prlorities and gecals of the
country's health system as they relate +to
other parts of the government and they
Identify Primary Health Care actlivities within
this structure. As part of the exercise,
participants also generate questions +to ask
host country natlonals and representatives of
International agencles who willl visit +the
workshop during Session 7.

- This sesslon relates to and draws upon those

aspects of core curriculum tralning and the
Role of the Volunteer In Development and Cross
Cultural +training which cover the governmental
framework.

To generate a Ilst of questions to ask agency
and minlstry representatives about the role of
the PCY in PHC during Session 3.

(Steps 1-7)

To describe the organization and rcles of
formal and +traditional health personnel and
facllitles In the host country's health care
dellvery systems.,

(Steps 1, 3)

To Identify the national agencies, ministries
and International organlzatlions with which the
Volunteers wlll work or Interface.

(Steps 1, 4)

To explain the host country's health plan
and/or natlonal policy on Primary Health Care.
(Step 2)

14
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Sesslon 6, Page 2

RESOQURCES - Role of the VYolunteer In Development (Peace
Corps)

- Cross Cultural Training (Peace Corps)

Handouts:
- 6A Organizational Chart of Governmental
Structure (to be developed by trainer)
- 6B Organlzational Chart of Natlonal Health
System (to be developed by trainer)
- 6C Understanding Tradltional Mediclne
- 6D Host Couniry Natlonal Health Plan of

National Policy of PHC (to be developed
by tralner)

Tralner Attachment:
- 6A PHC HWorksheet

MATERIALS Newsprint, markers, cardboard, sclssors,
writing paper, pen.

PROCEDURE

Trainer Note

This session will require considerable preparation. Beforehand,
learn as much as you can about the host couniry!s health policy/
plan and the organizational structure of the natlion's health care
delivery system. Also, obtaln a chart of the organizational
structure of the Ministry of Health and a copy of their health
plan. Before thls session, make a large version of the charts In
Handouts 6A and 6B.

115
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Step |
(20 min)

Ssssion 6, Page 3

Introduction to the Host Country's Goveramental
Structure

Display Handout ©6A (Organizational Chart of
Governmental Structure} and Handout 6B (Organi-
zatlonal Chart of National Health System).
Discuss +the overall governmental structure
ldentifying the varlous levels In the health care
system and possible |inkages that exist between
these levels (ministrles, departments, etc.).

Ask the grouv to Iidentify any similarities or
differences between the way +that thelr host
country’s govaernment Is organized compared with
that of the U.S. (e.g. background of people In
charge of the various levels and ministries, how
the president Is selected, how the agencies
ministries differ or overlap in assigned respon-
sibllitles).

During

Tralner Note

this step and continuing throughout this session a
particlpant should be asked to record the questions to pose to the
panel Invited to attend Session 7.

Step 2
(20 min)

Introduction to the Host Country's Natlonal
Health Plan

Distribute Handout 6D (Host Country Natlonal
Health Plan of Natlonal Pollicy of PHC) and allow
about 10 minutes for the group to read through the
policy, Jotting down «questions on particular
Issues as they read.

Based on +thelr understanding of PHC as defined In
Session 5, have participants identify and |ist the
elements of PHC that are addressed in this policy
or plan. Have Individuals discuss possible
reasons for +the cholces the country made in their
PHC policy. Have them add these Issues to the
lIst started in Step 1.
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Tralner Notse

Some of +the Issues that the particlpants mey ralse are the
followings

Cost effectlveness of certaln programs such as Immunization
vs., water and sanitatlion.

Amount of health budget spent for preventlive vs. curative
health care and the cost-effectlveness of each type of care.
Avallablilty and placement of tralned medical personnel
(M.D.'s, nurse, mldwlves). .
Locatlon and dlstribution of health posts.

Health services provlided.

Constralnts on government officlals.

The role of traditional medicine In the health care
structure.

Utl11zatlon, training and payment of village health workers.
Development of a health data system for PHC.

Step 3
(30 min)

Step 4
(20 min)

Understanding Traditlonal Medicine

Distribute Handout 6C (Understanding Tradltlional
Mediclne) and allow the group 10 minutes to read
this article. Based on thls article and any
cultural readlngs they may have been exposed to In
the past (e.g., college courses on Africa, CAST or
other pre-service tralning they have completed up
to this polnt) have them Identify the places where
certaln trailtional health systems and practices
Interact with formal medlcal structures and
dlscuss the possible Implications stemming from a
dual Ity of systems.

Ask participants to record questions they have
regarding the Ministries wlth which they wlli be
workIlng as well as where and how traditional
practlces, bellefs and structures are vlewed or
Integrated In the country's pollcles.

The Importance of Collaboration Between and
Anong Matlonal and International Agencles

Uslng the Informatlon and materlal gathered from
talking with dlifferent natlonal and Internatlonal
agency representatives, (such as AID, COC, WHO,
UNICEF, CARE, NGO's and PVO's) brlefly present a
lecture (10 minutes) showing how these Inter-
natlonal agencles collaborate In the Implemen~
tatlon of one PHC actlvity and where the role of
the Yolunteer flts Into thls schema.

1ty
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Post In front of the group a large version of the
chart found In Tralner Attachment 6A (PHC Work-
sheet)., Ask particlpants to appiy the Information
from thls &and earller sesslons and use the
wvorksheet to deflne and clarlify the primary health
care roles of the provider groups I: thelr
partlicular country and reglon.

Tralner Note

The relatlonshlip between these organizations and the country-
specliflc program usually entalls the International organlzatlions
providing some of the followlng rosources:

- AID: Technlcal assistancoe, equipment, supplles, funding.
-~ WHO: Technical consultants, funds for tralnlng courses and

tralners.
- UNICEF: Vacclnes, vehlcles, cold chaln equlpment, ORS
packets.,

CDC: Technlcal asslistence, tralners, supplemental vacclnes,
chloroquline.
- Peace Corps: Manpower

Tralner Attachment 6A (PHC Worksheet) |lsts broad categories of
providers In the first column starting with the Indlvidual and
famlly and working up to natlonal agencles and ministries other
than the Mlinlstry of Health. The next four columns |l1st the
functions of PHC dellvery, planning, budgeting, scheduling,
Implementing and evaluating. In the spaces provided, brlefly
describe the roles of each type of health care provider. For
example, under "planning” one might write Mldentification of needs"
for the community.

It Is not expected that the pariicipants w11l be able to complete
this worksheet at +this time. Tte workshest has been provided and
should be Introduced as a framework from which to structure
questions and +to Identify and compare the roles of persons and
organizations Involved In the PHC process. The complete worksheet
summarizes the pattern of PHC roles for the country. Readlng down
each column you can compare the roles of each group for planning,
budgeting and scheduling, Implementing, and evaluating. Reading
across, you find a role description for each group In terms of the
four areas.

It Is anticlpated that by the end of thelr +tralning the
particlpants will be able to complete this worksheet and that I+
can be used as a post-test Instrument as well as a useful reference
In thelr future work.
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Step 5 Geneorating the Final List of Questions to
(20 mir) Ask During Session 7

: Drawing on aill the discussion about the host
country!s governmental organization and health
policy, the +traditional health system, and the
functlon of internatlonal agencles, have the group
complle a flnal Ilst of questlons o ask the
officlals who will particlpate In Sesslon 7.

Tralner Note

Focus the dlscussion on the role of the PCY In PHC actlivltles as
they reiate to the MOH and other Mlnlstrles and Internatlonal
agencles. Also, address the Issue of cooperation and polnt out
that team cooperation depends on each member of the group under-
standIng the:

- Objectlives of the Health Plan

- Organlzatlonal structure of the government

- Interfacing between traditlonal structures and bellefs,
International organlizatlions and the offlclal government.

Additlonal questions that may be added at this time to thelr |lst
of questlions are: 0

- What have been some of the successes and/or fallures In
varlous PHC programs?

-~ How does the role of the PCY fit Into the health care system
of this country?
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Understanding traditional medicine

That august institution the French National Academy of Medicine has some-
times been criticized for conservatism and fack of receptiveness to any
trends that do aot fall within the strictest confines of scientific and clinical
thought. The latest edition of the Academy’s Bulletin, however, carries an
article on traditional medicine by the Dean of the Faculty of Medicine at
Abidjan, A discussion of the paper by members of the Academy, moreover,
showed complete agreement that traditional medicine is needed in the rural
communities of Africa. We are pleased to reproduce this article below.

In pursuing its aims in Africa, the World
Health Organization has, over the past
decade, been panticularly interested in the
practice of traditional medicine in rural arcas
and has organized a2 number of conferences
on this subject, the main ones having been
held in Dakar in 1968, Cairo in 1975, and
"Abidjan in 1979.

The African and Malagasy Council on
Higher Education similarly held symposia on
traditional medicine and the African pharma-
copocia in Lomé in 1974, Niamey In 1976,
Kigali in 1977 and Libreville in 1979.

One has 10 conclude, therefore, that 2 clear
trend is emerging in favour of gaining a beuer
understanding o% traditional African medicine
and, hence, a precise evaluation of how it can
be applied in the modern world. But, on first
consideration, is this not a dangerous venture?
Is not the problem being tackled an extremely
complex one? What, objectively, can one
expect from this sort of medicine in an age
when modern medicine has made such great
progress in promoting health throughout the
world? In order to End rational answers tc
these questions it is necessary to examine the
reasons behind WHO's re-evaluation of tradi-
tional medicine, to study the conceps of illness
in the traditional sub-Saharan African setting
and, lastly, 1o broach the study of this system
of medicine and its long-term ‘prospects.

g 11 20

The Reasons for Re-cvaluating
Traditional Medicine

Despite the endeavours of governments and
international organizations, the failure of
health services to meet the basic health needs
of Third Wosld populations-is notorious.
These services are accessible to only a small
minority (less than 15%) of the rural popula-
tions, which are those most vulnerable to iil-
ness because of the many different factors
operating upon them: a hostile environment,

overty, ignorance of the objective causes of
1ll-heaflh and of appropriate protective mea-
sures, undernourishment, and malnutrition.

Thus, the rural ¢ommunities, which repre-
sent 80% of national African communities, are
of paramount concesn 1o governments faced
with the responsibility of bringing them pri-
mary health care on the spot, protecting them
against lethal and dangerously widespread
endemic discascs, and providing them with
health education. The means to Ec applicd in
order 1o remedy this situation are defined in
terms of hospitals, disPcns:\rics, health centres,
mobile or fixed medicosocial structures, and
the distribution of a sufficient quantity of suit-
able drugs. In addition, for any hcalth mea-
sure to be effective, it must be combined with

§ Dear of the Faculty of Medicine, Abidjan, Ivory Coase, The
srticle is reproduced from a paper published in' Bulleiin Je
FAcadimic nativnale Je Médecine, 364 (5): 428 (1982).




simultancous action in the following arcas:
agriculture, housing, urban development,
transport and communications, water supplies
and, lastly, education. This is a long, exacting,
and highi)' expensive task.

An extremely significant factor in this
regard is the cost of health care as a propor-
tion of the gross national product of these
countries.

For the sake of comparison, it is useful to
note that the annual cost of health care in
France is approximately, 7% of the gross
national product, or about 1 800 francs annu-
ally per head, an amount which exceeds the
entire ﬁross national product in most of the

sub-Saharan African countries (Table 1).
L4
Table 1.  Percapita gross national product ({rancs)
France (1974) 2523t
tvory Coast 1920
Senegal 1250
Upper Volta 350
Togo 760

Thers is 30 8 lLarge disparnity in Incomes within the countries tham-
selves In Senegal the averags snnual income in the rursl sreas
8850 trancs whereds for wage-camaers i Dakar itls 10 000 francs,

A further major problem is that of -the
quantity and quality of the medical and
aramedical Sl;}f in relation to the existin
calth situation. The number of ualiﬁcg
medical workers is absurdly low, as shown in
Table 2, which gives the numbers of doctors
and pharmacists in African countries, most of
whom have set up their practices in major
towns offering them security, comfort and

leisure.

Table 2. Numbers of qualified medical workers
1975 Pharmacists
popu- Dispen-  Physi.
b;::’" Yotal saries tians
millions 1976 1975 1965 1915
Beain 27 4 — 13 2 93
tvory Coast 5 o1 103 41 48 355
Guin2a 3 8 — 7 - n
Upper Volia 6 13 16 5 7 s8
Mati s b)) 18 8 17 2
Mauritania 1 7 - 1] - 68
Niger 35 10 — 4 — ]
Seznegat 39 64 — 42 57 263
) 2.1 - 20 14 15 0

—
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It is difficule 1o arguc with J. Flahaut, who
wrote: “In these conditions on¢ is led to con-
clude that Western notions of therapy have
nothing to offer when it comes to dealing with
the problems of the underprivileged.” After
conducting a number of surveys in the field,
WHO ang UNICEF have reached the same
conclusion concerning the inadequacies of
curative medicine and the costliness and
unsuitability of hospital treatment modelled
on that of the industrial countries.

The failure of health services to meet the
basic health needs of Third World popu-

Iaticns §s notorious,

Having thus appraised the situation, WHO
s consigcring a strategy aimed at usin
Africa’s own resources, including the tradi-
tional mediiine currently practised in rural
arcas, with its major advamagc of low cost,
which has already ensured its survival for
many generations.

This form_of medicine has the further merit
of being accepted spontaneausly as an integral
part of the local culture, and being identified
with the emotional content of the illness in
indigenous surroundings.

The Concept of Hlness in the Traditional
sub-Saharan African Setting

This concept constitutes the very founda-
tion of traditional medicine. Hlness is regarded
as the material sign of a lack of harmony
between a human being and his social corpus,
between a person and his visible or invisible
environment. This ign is itself the expression
of a punishment imposed by nature on the
individual who transgresses one of the laws of
society, of the material or spiritual environ-
ment, thereby disturbing the normal balance
of natural phenomena.

The iliness may, however, be experienced as
the result of an attack induced by a sorcerer, a
man with occult knowledge able to unleash
invisible clements in an assault upon the health
of another person. Again, the illness may
sometimes be experienced as a message signi-




fving the elecion of an individual. It then
takes the form of a psychiatric syndrome, the
genic making mad him whom it has chosen as
s spokesman and priest and who refuses to
submit to its will. Thus, the illness has no inde-
pendent existence, being of supernatural
origin in the majority of cases.

The healing process is subject to this lo(fic
and consequently consists of a number of dif-
ferent stages:

— firstly, the identification of the initial act
which disturbed the established order or,
in other words, the discovery of the viol-
ation of an established law or the evil spell
emanating from another person;

— sccondly, once the initial act is diagnosed,
the spirnts” forgiveness must be sought, the
hostile force or malevolent sorcerer neu-
tralized, and the damage caused by the
initial fault repaired usually through sacri-
fices (sheep, chicken, eggs). Knowing how
to find the offended spirit is not always
casy.

Illness is regarded as the material sign of
a lack of harmony between a2 human
being and his social corpus.

Once these two hurdles of diagnosis and
reparation have beer. surmounted, the illness is
freed of all spiritual connexions and becomes
an independent entity on which any medica-
tion, traditional or modern, can act. The ill-
ness is now a purely somatic one.

The main causes of death in traditional
Africa can therefore be summarized under
four heads.

(1) Failure 10 recognize the initial act
responsible for the disturbance of the estab-
lished order. Diviners profess 1o be able to
diagnose the metaphysical source of illncsses
and say what kind of therapist (traditional or
modern) the patient should go to. They are, in
facy, specialists in metaphysical etiology.

(2) Refusal of the initial force to accept any
reparation. There exist irreparable off+nces
for which the only penalty is vhe death of the
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offender. The cxpiation of the offence
through death is the sole condition required
for socicty’s well-being. In cases such as this
onc often hears the remaik made: “This
patient is not suffering from a hospital ill-
ness”, which mearz that the illness in question
cannot be emptied of its metaphysical content
and is therefore not amenable to any form of
treatment. This explains why relatives do not
bekave aggrcs::ivcry towards doctors when
patients die in kospital, whil: in Europe law-
suits are commonplace. Why blame the
doctor’s treatment when the verdict passed by
she initial force is irrevocable?

(3) Delay in making the metaphysical diag-
nosis and effecting the reparation. Such 2
delay may lead to the illness taking an irrever-
sible course unconnected with its metaphysical
origins. It is as though the pathogenic factor
carried a metaphysical charge that can be inhi-
bited. If this inhibition does not take place in
time, the intrinsic action of the pathogenic
factor will be irreversible.

(3) Incompctence of the traditional or
modern therapist in face of an independent
discase, whether that indcpendence s
acquired or natural. It is interesting to note
that a certain proportion of patients who
come to dic in our hospitals will have passed
through the hands of practitioners of tradi-
tional medicine ‘'with some sort of mastery of
medicinal plants.

The Practice of Traditional Medicine
and its Future

Practiioners of traditional medlicine,
known in French as tradipraticicns, a term
given currency by WHO scientists and
experts, can be divided into several categories:

— herbalists, who use plants;

— spiritualists, whose use of plants is very
hmited, their treatment being primarily
metaphysical;

— the great spiriwalist healers, who never use
plants, but only incantations and rites;

— lasily, the diviners, that is to say herbalists
who practice divination a2d arc essentially
specialists in metaphysical diagnosis.

11sd 22 s




The testimony of these initiates inforins us
that the traditional practitiones’s knowledge
was initially transmitted by a spirit whese
mission is to watch over mankind and elect
certain individuals as depositories of knowl-
edge and practices enabling them to diagnose,
preveat and treat various imbalances, whether

hysical, mental or social. This revelation is a
?rcc gift and explains why the practitioners
accept gifts rather than fees, which are for-
bidden. The gift received is the leitmotiv run-
ning through the homage which the pracii-
tioner must pay to the Supreme Being who
watches over mankind and opens men’s eyes
to the secrets of nature.

The twraditional practitioners who possess
this spiritual power of diagnosis and the gift of
healing the sick usually keep their knowledge
an absolute secret. Some of them go so far as
to declare that their knowledge or at least
their gift of healing cannot be transmitted.
Clearly, by its very nature this practice is liable
to be viewed with a degree of scepticism
aggravated by the factors that WHO experts
have pointed out namely:

— the vagueness of traditional practitioners’
diagnoses;

— the laxity of their posology, governed as it
is by an empiricism never called in ques-
tion;

— the undue exploitation of non-material
aspects;

— the practice of witchcraft and charla-
tanism;

— their failure to acknowle ~ . limits to their
competence.

On analysis one soon realizes that chis type
of medicine is particularly complex, placed as
it is at a point where a certain medical exper-
tise overlaps with a cosmic phenomenology.
Consequently, the study of traditional medi-
cine opens up two different avenues of
rcscarcﬁ. The Ersr, of concern 1o sociologists
and psvchiatrists, leads towards an ethnomedi-
cine, that is, a discipline examining the role
plaved by applied ethnology, culture, religion
and psvcimlog)' in all aspects of medicine. The
second avenue leads 10 a more rational study
bearing on the African pharmacopoceia.
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Our concern as doctors and pharmacists,
and no doubt the concern of WHO also, is to
carry out studies in areas directly accessible to
scientific research, which means in this con-
text the study of medicinal plants in Africa. In
fact, stimulated by WHO, the conviction is
growing upon African scientists that in virtue
of the wealth of non-mysterious information
that is directly amcnaglc to research and
training, and the mastery of which will in
practice lead to the relinquishment of magic,
Africans, by concerted action, should be ailc
to bar the way to mystification and help the
development of their countries.

We can be confident that one day there
will be a rational convergence between
so-called “traditional” and modern medi-
cine.

In ‘this spirit and .at the request of the
Organization for African Unity, a number of
research institutes have been set up to study
medicinal plants and the traditional pharma-
copoeia. The main ones are at Cairo (Egypt),
Dakar (Sencgal), Ifé¢ (Nigeria), Kampala
(Uganda), Tananarive (Madagascar), Bamako
(Mali), and Manpong-Akwapin (SGhana).
These institutes have already made some
progress, ?arﬁcular’l in rcg:m{ to the inven-
torying, plant-health control, and utilization
of medicinal plants. Work is carried out by
multidisciplinary teams bringing together
botanists, ethnopharmacognasists, plant chem-
ists, ethnosociologists, phytogeographers, phy-
sicians, pharmacists, traditional therapists,
agronomists, foresters, and various other spe-
cialists such as clinicians, pharmacologists,
biologists, geneticists, and biophysicists.

The immediate concern of each of these
institutes is to study drugs of rioritg' import-
ance: anticancer, antimalarial, anthelmintic,
antibiotic, hypertensive, cardiotonic and anti-
viral drugs, nsecticides, and drugs to combat
sickle-cell anaemia, diabeies and skin diseases.
In the Ivory Coast a programme to study nat-
ural substances usccr in mcedicine has been




launched with the participation of the Institute
of Floristics, the School of Pharmacy (the
[* wsmacodynamics and toxicology unit,
pharmaceutical technology and ~ galenic
pharmacy unit, ethnobotany unit and pharma-
cognosy unit), the Faculty of Sciences (extrac-
tive chemisuy, crystallography, animal phy-
siology, and electron microscopy laborato-
ries), and the Faculty of Medicine (depan-
ments of immunohaematology and of phy-
siology and functional examinations).

The School of Pharmacy has chosen two
areas for panticular study and coordination:
— substances protecting against, or healing,

snake bites; and

— substances used in the treatment of sickle-
cell anaemia or its symptoms.

(From: Yangni-Angate, Anfolne.
240-244)

-117-
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It is worth mentioning that species of the
following genera of African plants in current
use are now included in the pharmacopoeias
of the industrial countries: Strophanthus,
Strychnos, Rawwolfia, Cinchona, Centella,
Aloe, exc.

We are therefore justified in saying, in con-
clusion, that many different avenues of
research are now opening up in the field of
pharmacology and could Feacr to the discovery
of new natural molecules to supplement those
already known to modern medicine for the
good of mankind throughout the world.

We can be confident that oné day there will
be a rational convergence between so-called
S qauona o< e

traditional” and modern medicine. This is
what the future would appear to have in store
for us. o

Ceneva. HWorid Health Forum. 1981. pp.

1pg




Sesslion 6, Tralner Attachment 6A

PRIMARY HEALTH CARE NORKSHEET

PLANNING

BUDGETINGAND
SCHEOULING

IMPLEMENTING

EVALUATING

Individual and family

Community

Health cent

erteam

District hea

ithteam

Reglonal healthteam

Nationalhe.

aithprograms

Ministry of heaith

Othersectors

Natlonalag

and ministries

encles
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TOTAL TIME
OVERVIEW

OBJECTIVES

RESOURCES

MATERIALS

Sesslon 7

THE ROLE OF THE PEACE CORPS VOLUNTEER

IN PRIMARY HEALTH CARE

2 hours

An awareness of how the Volunteer's dutles are
Interlinked with the host country's overall
health plans can help the Volunteer make better
cholces In carrying out the tasks Included In
thelr Job assignments. In this sesslon
tralners, participants and host country and
other agency representatives have an oppor-
tunity to clarify thelr expectations and
understanding of +thelr roles. Through short
presentations and a panel discussion, the
agency vepresentatives present information and
answer the questions developed In Sesslon 6
concerning the PCV's role In the host country's
efforts to accomplish their health plan.

To clarify expectations about the role of the
Volunteer In PHC.
(Steps 2-4)

To define the organization and prioritles of
the host country and Internatlional agencies.
(Step 2)

To determine where PCY dutlies |ink with and
contribute to their primary health care
activitles and plans.

(Steps 4)

The 1ist of questions generated in Session 6 to
address to the panel.

Farsons (Volunteers) with strong language
capabilitles to act as moderators and, If
needed, as interpreters.

Representatives of Host Country and
International Agencles.

A comfortable meeting room for the panel
discussion, newsprint and markers, any speclal
materlals such as audlo-visual alds requested
by the panelists.

126
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PROCEDURE

Trainer Note

This session will vary depending on the locatlon of the training
center (e.g., capital clty vs. rural +training site), and the
avallability of Ministry offlclals and representatives of Inter-
natlonal agencles. It the +tralnees have Just arrived in the
country and have not been exposed to any cross—-cuitural or {anguage
tralning, this sesslon should be scheduled for a later date.

Prior to the outset of the actual training course, the tralner or
the country staff should contact representatives from several
agencles, particularly the Minlstry of Health and the Minlistries
under which the participants wiil be workling, but also Inciuding
WHO, UNICEF, AID, and CDC. Invite representatives from host organi-
zatlons (maximum flve) to attend this session and lunch or refresh-
ments Immedliately following. Provide the guests with:

- an agenda for thls session (l.e.,, <ralning objectives,
sequence of speakers and topics)

- an overvliew of the trailning course goals and objectives

- the projJects the particlpants wiil be Involved In.

Invite the officlial agency representatives to present a brief talk
(5-15 minutes, depending on how many agencles wlll be represented)
concerning the following suggested subjects:

- Officlal government health policy/plan

- Structure of the government and Interrelationshlips between
the various ministries

- The Natlonal health care dellvery system

- The rele of the PCY In the country

- The general role and actlvitlies of WHO and country speciflic
WHO activities

- The role of AID In promoting PHC activitlies, l.e., which
ones they have chosen to support and why

Have the representatives arrive In time to look over the llist of
questions the participants would |lke +hem to address. Explaln
that these Issues wlil be dealt with during the discusslon
following thelr presentatlions.

Cont I nued

12y
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If no one In the training group has a command of the language,
request a current VYolunteer or a bilingual language Instructor to
act as an Interpreter and moderator for this session and to
transiate the list of questlons generated by the group.

Help the moderator prepare for his cr her role prior to the
session. If primary health care Is a sensitive Issue In the host
country, discuss with the moderator how to manage the open forum
such that the climate Is appropriate and comfortable for all
involved.

Step 1 Introduction of the Agency Representatives

(15 min)
Welcome and Introduce each of the represen-
tatives. Have the moderator Introduce the
training group to the panellists, glving a brief
profile of +the general background of the
Yolunteers., (This may be done on an individual
basis If language proves no barrier and If the
group Is not too large).

Step 2 Prepared Presentatlion

(40-50 min)
Ask each representative to give his/her presen-
tatlons or prepared remarks.

Trainer Note

Ideally begin the presentations with the representative of the MOH
followed by representatives of other ministries; HHO, UNICEF, AID,
CDC, and so forth.

Be sure that everyone Is aware that there will be ample time for
questions following all the presentations.

Step 3 Questions and Ansvers

(45 min)
After the representatives have finished +thelr
presentations, ask the moderator to lead an open
forum for questions and answers.
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Tralner Note

Ask the moderator to:

- Keep the pace moving and guard against any one panelist
beling called upon too |ittle or T0o much.

- Encourage discussion among the panellists

- Use the |lIst of questlons developed In Session 6 as a baslis
for the open forum, but also allow follow-up questlons as
the time permits.

- Intervene 1f any quesilons seem misdlrected, culturally
Insensitive, or too political.

Step 4 Closure

(20 min)
Have the moderator close the sesslon by asking the
participants and guests to reflect for a moment on
the Information galned from this session and ask
them to work together to develop a list of 3-5 of
the most Important goals +they would want to see
t+he Peace Corps VYolunteer accomplish during this
two year service. At the end of thls, thank the
representatives for attending this sesslon and
invite them to Joln the tralning group for lunch
or for refreshments.

Tralner Note

Taking Into conslderation the cultural norms and the constraints of
the tralning schedule , arrange a lunch, dinner, or at least simple
refreshments to follow the panel discussion. |f possible, Invite
the Peace Corps director and assistant to attend. This Informal
time provides an opportunity for more discussion.

128
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TOTAL TIME
OVERVIEW

OBJECTIVES

RESOURCES
Corps)

12)

Sesslion 8
FACTORS AFFECTING HEALTH

2 hours

Primary health care Is the philosophical
framework for most community-based programs.
An Important aspect of the primary heaith care
perspective Is the view that health Includes
mental, soclal and physical well-belng. In
this sesslon, participants examine the concept
of health and Its !nierrelationship with the
cultural, polltical, social and economic
systems In thelr host country. Particlpants
Identify factors that affect personal, famliy
and community health, Including bellefs,
practices and soclo~economic conditions. Thlis
sesslon provides essential background for the
development of categories of Information for
learning about the community.

To share concepts of health defined in terms of
psychologlical, soclal, and physical well-belng.
(Steps 1, 2)

To deflne what health means for the Individual,
the family and the community.
(Steps 3, 4)

To Identlfy bel lefs, practices and
soc lo~economic condlitions which affect
indlvidual, famlly and community health.

(Steps 3, 4)

To examine factors Influencing the utilization
of health services.
(Steps 4-7)

- Role of the VYolunteer In Development (Peace

- Helping Healtis Werkers Learn (Chapter 26)
Community, Culture and Care

(Chapters 10 and

Tralner Attachments:
- 8A Story of Ibrahim
- 88  RBut Why¥
- 8 Chaln of Causes
- 80 Role Play

130
~125-




MATERIALS Cardboard,
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cclored pens, flannel gram,

newsprint, plns, scissors and markers.

PROCEDURE

the session occurs,

Tralner Note

Prior to beginning thls sesslon prepare the cardboard |lnks and
symbols as described In Tralner Attachment 8C (Chaln of Causes). Also
ask flve particlpants to prepare the role play In Step 5 a day before

Provide these participanis with role descrip-
tlons from Tralner Attachment 8D.

This session should be coordinated with +the particlpants! Cross-
Cultural and the Role of the Yolunteer In Development Training.

Step 1 Defining Well-Being

(15 min)

Ask the participants to write on a small strip of
paper a definition of what "well-belng™ means to
them. Glve them flve minutes to consider “he
question and to write short one word or phrase
definitlions on paper and put them Into a bowl.
While they are writing, post in front of the room ‘ :
newsprint prepared with the categories mentioned

below 1in the Tralner Note. Then, ask for volun-
teers to select four papers each from the bowl,
read the definitions, and place them on the
newsprint under the most approprliate category.

To facilitate participants understanding of what concepts |le behind
thelr definitlons of well-belng, prepare a chart by drawing and
label | Ing three columns on a sheet of newsprint as shown below:

BIOLOGICAL/PHYSICAL MENTAL SOCIAL

Tralner Note

Cultural: (attitudes, customs, beliefs)
Economic: (money, land resources,

Polltical: (who controls what and how)

housing)
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Step 2 Defining Health

(15 min)
Ask participants to briefly discuss the collective
definitions In 1|Ight of the way they break down
Into the three categories (bloioglcai/physicai,
mental and soclal) and how these deflinitlions
relate to the concept of health., Have the group
use thelr definition of well-being to help them
come up wlith a definition of health. Write this
definlitlon on newsprint and beside It post the WHO
definition (See Tralner Note). Have the group
compare the two definltlons and reach a conclusion
on what health means to them In the context of the
here-and-nov,

Tralner Kote

The Worid Health Organization defines health as "a state of complete
physical, mental, and soclal weli-belng, and not merely the absence

of disease or Infirmity."

Step 3 Story of lbrahlm - Individual Family, and
(10 min) Community Health

Ask everyone to [lsten carefully as you read
Tralner Attachment 8A (Story of Ibrahim) and to
note all the factors that may have contributed to
his health status and that of his famlly and
community.

Tralner Note

The Story of Ibrahim should be adapted to local cultural, soclal and
medical condltlons. You may want to use a story that takes place In
your own area; just Dhe sure that the narrative Includes several

factors that affect indlividual, famlly, and communlty health.




Step 4
(20 min)

Step 5
(10 min)

Playing the "But Why® Game

To help particlpants analyze the story In terms of
what caused |brahim's death, ask them to play the
"But Why" game as described in Tralner Attachment
8B. As they move through the "But Why® questions
and begin Identifying all +the different factors
which led to the story's cutcome, have them form a
Chailn of Causes as described In Tralner Attachment
8C. Each tlme the group states a cause for the

health outcome, have one person pin or stick the
appropriate link on the flannel board next to the
corresponding symbol for the Individual, family or
commun Ity,

Wind up the processing of the story by asking the
group the following questions:

- Why then did Ibrahim die?

- Why 1Is It usefu]l to conslder In such depth
the cause of health outcomes? Why Is It
particularly Important for PCV!s?

- Where along the Chaln of Causes can a PCY
be most helpful? Harmful?

- How effective were the game and flannel
exerclse as learning techniques for
analyzing +the story? Could they be used by
health workers In the fleld?

Preparing for Role Play on the Utillzatlon of
Health Servlices

Give the preselected role players 10 minutes to
finallize thelr preparations for the role play.
While they are preparing, discuss with the rest of
the group thelr role as observers.

Explaln to participants that they wiil now be
involved In a role play (lasting no longer than 20
minutes) that will examline factors that affect the
utilizatlon of health services and the PCV's rols
as one of several health care providers. Set the
stage for the role play by describing the scenario
from Trainer Attachment 8D.
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Tralner Note

nsk experlenced volunteers or language tralners to act as advisors
to the persons preparing these roles. The role play activity
should enable the observers as well as the role players to Identify
what they know about blo-medical and traditional views concerning:

role of the sick and attlitudes about belng sick

role of the health practitioner o

relationship between practitioner and patieat

problems In relationship betwsen the two systems

possible ways the PCV's can work constructively within and
between both systems

Advise the cbservers to keep these Issues In mind during the role
play and to be prepared to summarize what they observe In terms of
these Issues, You may want to summarize these polnts on newsprint
for reference during the discusslon of the role play.

Be sure the workers playing the Doctor, Traditional Healer, and PCY
understand that thelr task Is to convince the mother that the
approach/system that they represent Is best for her and her baby.

Step 6 Acting Out the Role Play
(20 min)
Have the players act out the role play.

Step 7 Problems in the Relatlonshlps Among Health
(20 min) Systems

First debrlef the role players by asking them how
they felt about thelr roles as well as the other
characters In the role play. Then, based on the
role play, the story of Ibrahim and personal
experlences the participants have had, ask the
group to draw some conclusions about the problems
which exlst among traditional and modern health
systems and personal health bellefs. Facllltate
this brlef discusslon around the following
questlons:

~ What are local attitudes about sickness and
+tislr susceptlbilitv to lllness In this
culture? (For example, If you were someday
to get very serlously sick, what do you
think It would be? What else?).

- What seems to be the major problems between
seeking elther traditional or modern health
care?

i34 -
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(1C min)
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- What barrlers do you see affecting
utillzation of health services?

-~ What might be the potentlal role or respon-
sibility of a tradltional healer, doctor or
nurse and the PCV?

Applylng Thelr Knowledge to Thelr Future Role

Ask the participants to bralnstorm a [lst of
activities they can do to find out what factors
affect the health and utillzation of health
services In a community.

Tralner Note

This discussion should be focused on what volunteers can do In thelr
community to understand and Identlfy the reasons for and barrlers to
utllizatlon of health services. Thls can be done by:

Talking with varlous practitioners and health care directors
about the types of cllents they serve, where they come from,
and what thelr backgrounds are.

Observing where people go when they are Ill.

Examining patlent records.

Talking Informally with patients and community members on how
they define health, what they do when they are 111, what
methods and treatment they prefer and why.

Inquiring about thelr attitudes toward Immunizations and other
preventive health measures.

Notlcing any signs of +traditional preventive measures,
household "fetishes,” amulet and charms worn as possible
protection agalnst dlisease.
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THE STORY OF IBRAHIM

Conslder Ibrahlm, a 2 1/2-year-old boy who dled of meacles.
ibrahlm lived with his famlly In the small viliage of Sagata, 11
km. by dlrt road from the town of Kebemer. In Kebemer there Is a
health center staffed by a doctor and several nurses. The health
center conducts an lmmunlzation program and has a Land Rover. But
the Immunlzation pregram only occaslonally reaches nearby
villiages. One vyear the health team began to vacclnate In Sagata,
but after glving the flirst vaccinatlion of the serles, they never
returned. Perhaps they grew discouraged because many parents and
children refused to cooperate. Also, the road to Sagata Is very
dusty and hot and during the ralny season Is often washed out.

When the staff of the health center falled to return to Sagata,
a health worker from the vlillage went to Kebemer and offered to
take the vacclne %o the village and complete the vaccination
serles. He explalned that he knew how to Inject. But the doctor
sald no. He sald *nat unless the vacclnes were glven by sersons
with formal tralning, It would be putting chlidren's llves in
danger.

Two years later, the boy Ihrahim became I11 affer returning
from a long vlislt vlt: relatives In M'Bake. Ibrahim had diarrhea
and had lost a lot of welght In the past year. Ibrahim's father
apd ralatlves were peanut farmers whose crops were destroyed
because of the drought. Food was scarce and very expensive and hls
famlly was too poor to buy much more than an occasional dried plece
of flsh and some rlce. So Ibrahim went hungry and was becoming
Increasingly malnourlshed.

Ten days after hls return to Sagata, Ibrahim had a fever.
Within 24 hours he had a runny nose, cough, and hls eyes wsre very
red, On the fourth day after the onset of fever, hls parents
noticed a bumpy purple colored rash.

The village health worker at flrst called his Illness Smallpox
and suggesied that Ibrahim's parents take him to the healta center
In Kebemer.

The famlly pald one of the taxl drlvers who was vaccinated
agalnst smalipox to drive to Kebemer In his taxi. They had
managed to borrow 500 Francs, but the driver charged them 300 for
the trip. This was much higher than the usual price.
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In Kebemer, the famlly walted for 2 hours In the waiting room
of the health center. When It was finally thelr turn to see the
doctor, he at once diagnosed the Iliness as measles. He explalned
that  Ibrahim was dehydrated and needed to be +reated with
Intravenous fluids for the diarrhea and malnourishment which were
complicating his disease. He said that they would need to take

Ibrahim to +the capital clty of Dakar, 200 km. away to be
hospital Ized.

The parents despalred. They had barely enough money left to
pay the taxl fare to Dakar. |f thelr son dled, how would they get
his body back to the family graveyard in Sagata.

Se they thanked the doctor, pald hls modest fee, and took the
afternoon transport back to Sagata. Two weeks later, lbrahim died.

(Adapted From: Werner and Bower. Helping Meslth Workers Learn.
Chapter 26.)
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BUT WHY ...?

To help the group recognize the complex chaln of causes that
led to the health outcome of Ibrahim and that affected the health
of the community and hls family, play the game "But Why coeell

Everyone
answer

everyone
examines
go back
expliores

From

tries to point out the différent causes. Each time an

is glven, ask the question "But Whyeeoo?® This way,

keeps looking for still other causes. if the group
only one area of causes, the dlscussion leader may need to
to earller questions, and rephrase them so that the group
in new directions.

the Story of Ibrahim, the "But Why....?" question game

might develop |lke this:

Q:

A:

What caused Ibrahim's Illiness?
Moasies - the measles virus.

But why did the measles virus attack Ibrahim and not
someone else In his village?

Because he was eoxposed to the virus when visiting his
relatives.

But why did he get so sick?

Because he had dlarrhea and was malnourished.

But why was he malnourished?

Because there has been a bad drought and his father and
relatives had no yleld from their peanut crop to sell to

pay for scarce and expensive food.

Let us go back for a minute. What Is another reason why
the measles virus attacked Ibrahim and not someone else?

Because he was not vacclinated.
But why was he not vaccinated?

Because his village was not well covered by the
immun izatlon team from the larger town.

But why was the village not covered?

Because tha villagers dlid not cooperate enough with the
team when it came.
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But why did Ibrahim's parents not take him to Dakar?

They did not have enough money. -
Khy not?

Because the tax! brousse driver charged them so much to
drive them to Kebemer.

Why did he do that?
A whole discussion can follow.

Because the driver needed the money to feed his chillidren
or buy hls wives expensive material to make dresses frr
Ramdan,

Buy why dldn't they use the money to take Ibrahim to Dakar
Instead of back to Sagata, thelr village, where he would
die for sure?

Because thev didn't bellevs the medicine would really save
Ibrahim or they were convinced it was Allah's will that
ibrahim  shouid die. (A whole discussion based on
percelved susceptibility and benefits of treating iliness
can develop.)

But not all the children who get measles die. Hhy did
Ibrahim die while others |ive?

Perhaps 11 was Alfah's will,
Buy why lbrahim?

Because he had complications from dlarrhea and pcor
nutrition.
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Q: Why elsel

A: Because the doctor In Kebemer could not treat him. He
wanted to sond Ibrahim to Dakar for treatment.

Q: But why?

A: Because he dld not have the right mediclne.

Q: Why not?

A: Because he dId not recelve ORS packets which he ordered

two months ago and because 1.V.'s are only done In the
Capital City.

Q: But why?

A: A whole discusslon can follow. This can pertaln to poor
planning at the local o: natlonal level for ordering and
distribution of vacclne from the Internatlional drug
companles or the cost of supplles, and the Inablllty to
maintain the cold chain.

(Adapted From: Werner and Bower. Helpling Health Workers Learn.
Chapter 2u)
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The Chain of Causes

To help the participants get a better ldea of the chaln or
network of causes leading to a certaln health outcome and actual
chaln cen be formed. Each time another cause Is mentloned, a new
link 1s added to the chaln. Glve each particlpant a few links then
each +ime a new cause Is mentloned everyone conslders whether It Is
blological, physical, cultural, economic or pol itical. Whoever has
the right link for a partlcular cause adds that link to the chaln.

The chalns can Le made from cardboard and each |ink can be
colored differently to represent 5 kinds of causes. Symbol of
Ibrahim, the famlly, and the community should be made In such a way
that they reflect the cuitural understanding of the soclety and the
same goes for the symbo! used for the grave.

Make cuts
so links
can fit

or death thatis

arca.

~ . ) RRESPORSIBLE™ -
NO SANDALS — ' ”
'\ LUIS NOT 3!

VACCINATED

FATHER VERY POOR

(Adapted From: Werner and Bower .’ o earn.
Chapter 26.)
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ROLES AND SETTING FOR ROLE PLAY
ON TRADITIONAL AMD HODERN HEALTH SYSTEMS

ROLES

Doctor

Your orlentation Is a Western blo~medlical view of health care.
You dlagnose patlents for physical problems and treat +he
problems. You malntain an objective and distant relationship with
your patients, with no Involvement in thelr personal lives. Your
view Is that you are the authority on who Is sick and who Is not.
Iliness to you Is explainable In terms of blology. You provide ths
most modern treatment avallable. You give antl-malaria plils to

children with fevers. You distrust +traditlonal health
practitioners and feel they should not be treating dehydratlon
cases. You spend as |lttle {lme as possible with your clients as

you have many people to ses. You feel that tradlitlonal healers

should be prevented from practicling because they do more harm than
good. )

Tradltlonal Hsaler

Your orfentatlon Is traditlonal medicine. You are part of the
community of people who you serve. You feel that health and
Illness are caused by soclal and spliritual forces as well as
physical condltions. You recognlize that there are some kinds of
Illnesses that you cannot treat and you send them to the clinlc,
somewhat reluctantly, because people In the clinlc treat you and
your clients dlsrespectfully. You have a great deal of know|edge
of local iherbs, ftreatments for Illness Including malaria. Your
treatment for malarla Is a herbal drink. You are a friend to your
cllenfs as well as a nelghbor. You are always avallable to heip

them as long as they want. You are highly respected In the
commun Ity.

Mother

You have a very sick chlld. The chlld has a fever for several
days and Is very sick, It Is not passing urine, has no tears and
Is very hot. You have been withholding llqulds and foods so It
could get rlid of the fever. The doctor Is visiting the commun |ty
to see who has health problems; the traditlonal healer Is In the
comnunlty as 1Is the Peace Corps Yolunteer. You must dsclde what
type of health care to use to make your chlld well, or declde that
there Is no hope for your chlld to survive,

742
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Peace Corps Yolunteer

You have recently arrived In the community. You have Just
completed a Peace Corps tralning on malaria and you are eager to
share what you have learned with the community because you know
that wmalarla 1Is a serlous problem thers. You know both the doctor
who vislts the village monthly and the traditlonal healer who !lves
In the village. You are concerned about the differences In their
perspectives about health since you have to work with both of
them. You are looking for ways to resolve some of +these
differences wlthout making elther or both angry with you. You see
the fever as a sltuation where you may make some progress in
resolving differences.

Setting

Mrs. X s sltting In the village by the well complalning about
the terrible state of her chlld (who Is on her back). Other women
are consollng her about the probable death of the chlid. The
doctor arrives for hils wmonthly visit+ to the vlillage. The
tradltlonal healer arrives to get water at the we!l and hears the
wvoman complalning. The PCY also arrives to get water and hears the
woman complalning. The doctor, the healer and the PCY each offer
advice to the woman, trylng to persuade her that thelr approach to
health. care Is the one she should follow. The woman wlll declde
which, If any, person's advice she will foliow.




TOTAL TIME

OVERVIEW

OBJECTIVES

RESOURCES

Sesslon 9
MONITORING

2 1/2 hours

The success of & health program depends on many
things, not the least of which relate to the
design of assessment mechanlisms and thelr use in
management and declislon-making. Experlence has
shown that contlnuous and timely monitoring Is
essentlal to health programs.

In this session participants examine the tasks
Involved In monitoring. They develop checkllists
for lItems to monitor In thelr assigned program
and when these should be monltored. They also
use a problem-solving model to resolve any
problems that are ldentified.

To differentliate monitoring from evaluatlion.
(Step 1)

To describe the tasks Involved In monitoring
(Steps 2-4)

To develop a checkilst for monltoring a health
program.
(Steps 4, 5)

To resolve problem sltuations that are
Identifled through monitoring. ‘
(Steps 6, 7)

Handout:
- 16C OFPISA Problem Solving Model (from
Sesslon 16)

Tralner Attachments:
- 9A Sample Checkllst for Monltoring Home
Vislits
- 9B Problem Sltuatlions
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MATERIALS Newsprint, markers, monltoring forms used In
the Host Country.

PROCEDURE

Tralner Note

Prior to this session you need to femlllarize yourself with the
particlpants' speclfic work assignments (e.g., member of a health
education team, cllInic supervisor, etc.) and formulate examples of
items to monitor based on their specific program objectives. You
should also obtain any forms and information on monlitorling methods
that are used In the Host Country.

Step 1 Distinguishing Monitoring From Evaluation

(15 min)
Ask the particlpants to defline monitoring and eval-
uatfon and to state why and when these two
processes should be done (see trainer note below).

Tell the particlpants that for the rest of this
session they will be examining the general tasks
involved In monitoring. These tasks, which you
should |1ist on the board, are:

- Determining what to monitor

- Determining how and when to monitor

- Developling checkl ists for monitoring

- Solving problems identifled through monitoring
and

- Always providing feedback to health workers
after monitoring.

145

-142-




Session 9, Pagse 3

‘ Tralner Note

The definition of monltoring that the participants establish should
include the notlon of routine checking of work or performance which
occurs within the context of a program or project Implementation
and which has as Its alm the provision of Information on progress.
Evaluation of an activity or performance Imp!les comparing actual
work or usage of service to what was expected to be achleved.

The participants should understand that routine monitoring and
evaluation are two of +the most Important tasks to be done. The
following points should be made during the discussion of why and
when monlitoring and evaluatlion are done:

- To determine why usage of a service, or the quality of
heaith personnel performance or hea!th of a person Is up or
down,

- To Identify why targets/goals/objectives were or were not
met.
- Both processes shouid be done at regular Intervals,

Conclude this step by Informing the group that evaluation wiil be
discussed In further detall In Sesslon 21 (Planning and Evaluating
a Health Education ProjJect). The remalnder of thls sesslon will
focts on monltoring processes.

Step 2 Determining What to Monitor

(20 min)
Te's the particlipants that the flrst steps In
deteimining what to wmonitor consists of [denti-
fylng the obJectives for thelr project and
pianning the actlvities that they wlil do +to
achleve thelr objectlves. Write on newsprint
examples of obJectlives and actlvitlies that relate
to the participants! assiged program. Ask +hem to
bralnstorm a |ist of Indlcators that the, could
use to monlitor thelr program/project.

Tralner Note

Prior to this step you should write out four to flve programn/
proJect objectives and llst related activitles for each one.
Explain to the group that Indlcators are forms of measurement which
Include a standard or reference point agalnst which the col lected
Informatlon can be measured and analyzed.

Continued
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You might ¢find
and list a
project objectlive.
development of a llst of Indicators.

it useful to draw the followlng chart on newsprint

few examples of Items to wonltor for each prograw/

This should asslst the participants in thelr

¢ ogram/Project
bjectlve

Activity

indicator
(item to Monltor)

o reduce the mor-
Idlty and mortality

Inform the publlc
on the dates and

Number of chlldren
attendling cllnlcs.

ratlon In all
hildren with dlar-
hea tn Reglon C,

to properly mix
sugar/salt solution
or ORS packets,

with dlarrhea.

ve to Immunizable tlimes of the Number of chlldren
Iseases by 20% In Immunlzatlon sesslons | completely vaccinated.
eglen A, Number of chlldren
Incompletely
Iwmunlized.
, To ldentify all Weight The chlld's growth
chlldren “at risk® Helght curve.
f developling arm clrcumference arm clrcumference for
Eulnufrlﬂon In helght.
eglon B. welght for helght
welght for ags
To prevent dehy- To traln mothers Signs of dehydration

observed In chlldren

Proportion of children

belng gliven Oral
Rehydrat lon solution
at first slign of
dlarrhea,

two

After particlpants have finlshed fllilng In the Indlcators, draw
more columns on the chart and label them ®Methods
Monltoring® and "When to Mon!tor®. These columns wlil be fliled in
durIng the next step.

for

Step 3
(10 min)

How and Mhen to Monltor

Using the 1lst of Indicators developed In the
previous step ask particlipants to state different
mothods they could use to monltor thelr projects/
programs and to write them next to the Indicator

column on the posted chart.

indicate how often the monltoring process should

be done.
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Tralner Note

There are severai monltoring metheds and techniques from which to
choose. You should obtaln informatlion and forms on what, If any,
metheds are used In the particlpants! health program.

Present these country/pregram specific methods during this step.
Also, the monitoring methods described below should be mentionsd by
you If the particlpants do not Include them in thelr list:

- Observe health workers/mothers

- Talk/Interview with health workers/Mothers

~ Review records

- TJalk with wothers at time of treatment and/or heajth
educatlon session

~ Make home visits.

Practice In the use of some of these Information gathering methods
Is provided In Session 11 entitled Methods for Learning about the
Community.

in decliding xhen or how often to monltor, you should consider the
following questions:

= How critical Is It that work be done correctliy?

-~ Is this an item that Is often done ‘Incorrectiy?

- What monlitoring method wlll be ysed?

- How many ltems will be monlitored?

-~ What tIme constraints exlst, If any?

-~ What Is the Ilkelihood that the Item may change from
satisfactory to unsatisfactory over a perlod of time?

Step 4 Develop A Checklist for Monlitoring

(20 min)

Introduce this step by tellling the particlpants
that one simple way to ensure that they aru
actually wmonitoring what they planned to monitor
Is by developlng a checkllist of what to look for
when you wmonitor. Tell them that, In general,
checkl Ists should be:

- brief {that 1Is, Include only those items you
consider very Important to monlitor),

-~ easy o5 wuse (that Is, designed so you can
record your assessments of each Item quickly
and efficlently), and

brmad
o
o
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- Include a section at the end where you can
make written comments, particularly of any
other problems Identifled and recommendations.

Have the participants form smail working groups
and tell them thelr ftask Is to develop a sample
checklist of things to remember to ask, observe
and record during a home visit or during a health
educatlon session. Tell them they should select
one example of an Item to monitor from the chart
they have been developing and to develop their
check! st for that indicator.

Tralner Note

A sample checklist for a home visit monitoring dlarrhea and dehy~
dratlon 1s provided in Trainer Attachment 9A. You may want to
present this form If the participants appear to be having
difficulty. Remind the particlpants to recall the discussions on
what, how and when to monltor when developing their checkilst. Ask
them to write thelr form on newsprint and to select one person to
present In each group.

Step 5 Sharing Plans for A Monitoring System

(15 min)
Reconvene the group. Ask each group to post thelr
newsprint and have them briefly explaln their
monitoring plan. Hold group discussion on the
plans untll all have presented, then briefly
review and compare them.

Step 6 Problem Situation Assignment and Resolution

(25 min)
Introduce this step by telling the participants
that a normal outcome of monitoring Is the
identificatlion of problems which need attention.
Part of the monitoring process Includes stating
the problem and Identifing and Implementing a
reasonable solutlon. The purpose of this step Is
to provide them with a technique for doing this.

Distribute Handout 16C (OFPISA Probiem-Solving

Model) to +the group. If they have not used It
before, explaln It to then.

149
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. Ask particlpants to reform the small groups from
Step 4 and assigi each group a problem situatlon
from Tralners Attachment 9B. Try to make the
problem appropriate to the focus of their
monitoring system.

Teil +hem they have 20 minutes to declds on a
course of actlion for the problem. Have each group
name a spokesperson to report back on ‘thelr
solutlon.

Tralner Note

The problem solving model they will use in this step Is found in
Session 16. If thls sesslon precedes Session 16, you should
introduce thls model as explalned in Step 6 of Sesslon 16 and work
through one example of a problem with the group prilor te having
them work on their own. This step will consequently take more time
If the participants are unfanillar with the model.

Step 7 Problem Solutlon Sharing

(20 min)
. Reconvene the group and have each small group
report back on thelr problem solution.

After each presentation, dlscuss the suggested
solutions and have the participants offer alter-
native courses of action which could be taken.

Step 8 Summary Dlscusslon

(10 min)
Conclude this session by asking the participants to
state how monitoring can be a useful tool In their
work. What steps they would +take in developing
such a system, and how they would use the
information they collscted to Improve their

program.

~-147-
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Tralner Note

The participants should understand by the end of this sesslion that
Information obtalned from monltoring has several uses:

to assist declislon making, especlally In the short-term, for
Increased project effectliveness.

to ensure accountabllity to all levels within the project
hlerarchy.

to enable judgements to be made on personal and Institutional
per formances.

to provide obJectlive means of gathering Information that can
be used to Inform a health worker or others Involved in the
program, of =ork that 1s being done well and should continue,
as well as ways to Improve their work. In other words as a
means for providing useful "feedback®.

151
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Mame of Health Worker Date S/
month day year

CHECKL IST FOR MONITOR/NG WORK PERFORMANCE
DIARRHOEA TREATHENT SERVICE

Patfent 1 Patient 2
Satisfactory Unsatisfactory Satigsfactory Unsatisfactory
ACTIVITIES OF HEALTR WORKER:
Assessment of dehydration 3 L___—] 4 3
Preparation of ORS 3 1 4 3
Provision of treataent [:] E:l [:I D
Instructions to mothers 1 3 3 3
Recording of treatment on D [:I C] D
patient records
MOTRERS UNDERSTANDING OF:
Signs and syaptoms of
dehydration E E:] C:l D
Prevention of dehydration
at home 3 1 (. 3]
How to prepare and give ORS 1 — 3 (.
Feeding during and after
diarrhoea 1 3 1 —
—LGISTICS — "~ T T T T T T TTTTT T Satisfactory  Unsatisfactory
Availability of stocks of ORS 3 3

Description of problems identified, if any

Comments (for example, work done zspecially well; possible reasons for unsatisfactory responses;
changes {n performance since last time zonitored)

Recommendations:

Signature of SuperVisor

(From: Why Supervisory Skills “Monltoring Performance®. p. 17)
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1.

2.

3.

4,

5.

6.

Session 9, Tralner Attachment 9B

PROBLEM SITUATIONS

You have found through monltoring clinic utilization that mothers are
not using services because there are only male health workers and In
thelr culture there are taboos about seeking treatment for themselves
and thseir children.

As you have become acquainted wit" your region you have learned that
the only health facllilty with ORS packets cannot be reached easily by
public transport.

You have learned from your home visits that the health workers
assigned to teach ORT at the Nutrition Rehabllitation Center are
disliked by the community {district and +tribal conflicts are
Involved.)

From your routine Information system you have observed itrends that
suggest that overal!l demand for baby weighing services Is much more
than the Ministry expected oi- planned for.

From the sentlinel survelllance records and hospltal records matching
and cross-checking you have done, you are learning that health workers
have been dlagnosing patients Incorrectly and are not dolng village
follow-up. Thls situation has resulted In outbreaks of yeliow fever,

A decrease In the number of chlldren completing thelr DPT vaccination
serles has been observed. In tracling the cause of the decrease, you
have no%ed that two children from Influenflal families had nigh fevers
wvith convulsions following thelr Injectlons. This bad experlence has
resulted In a loss of faith and Interest In the vacclnation program.

Add some culturally appropriate problens.
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Behavlioral Oblectives

8y the end of the tralning, participents will be able to:

1.

2,

3,

4,

5.

Plan and Implement & local communlty Investigatlon and
analysls that Includes:

- gathering Informatlon on at least {wo subsystems of the
community using the KEEPHRAH Model as a basls

- use of at loast three Information-gathering technlques
ldentifled and practiced durlng Sesslons 10 and 11

- group dlIscusslon of the relatlonship betwesn the health
subsystem and *he other subsystems of the communlty.

In a slmulated problematic communlty situation, correctly
apply at least three techniques to motivate communlty
particlpatlion as described In Sesslon 14,

Identlfy flve functlons of a communlity health commlttee and
descrlbe & three-step process for establishing the committee
and deflnlng the roles of Its members. The Informatlon
should agree with country-speclflc data and group conclusions
drawn during Sesslon 15,

ldentify potentlal Job-related and Interpersonal probiems
assoclated with working as a counterpart, and develop a
solutlon to at least one of those problems using a problem
solving model.

Plan and Implement a Health Day with a serles of events that
educate local people about health. The events will
Incorporate a varlety of educatlional and promotional methods
and materlals an¢ demonstrate technlcal competency In primary
health care actlvitlses to the satisfactlon of the tralner.

¥
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TOTAL TIkE

OVERVIEW

OBJECTIVES

Sesslon 10

DECIDING WHAT TO LEARN ABOUT THE COMMUNITY

2 hours

The success of a Yolunteer's efforts depends on
close collaboration with the community members
In lIdentifying needs, and Implementing and
evaluating projects. To establish such a
collaboration, the Volunteer needs to have a
respect for and understanding of knowledgse,
practlices, bellefs and condltions of members of
his or her community. In thls sesslon parti-
clpants ldentify types of Informatlon they nsed
to learn about the community and |ist methods
of gathering that Information using the KEEPRAH
model of communlty analyslis. Sesslons 10
through 13 are a sequence of actlvities
designed to glve pre~-service tralnees expe-
rience In gathering and analyzing Information
about thelr communlties. |f at all possible,
this sequence should be coordinated with
cross-cultural and language training compo-
nants,

To define the term "community™.
(Steps 1-4)

To Ildentify major areas of Information that
heaith workers need to learn about the
communitles In which they will work.

(Steps 4-6)

To |1ist at least three techniques for gathering
Information In the community.
(Steps 5-6)

To make a plan for Investigating at least fwo
subsystems in the locai communlity.
(Steps 5-6)




RESOURCES

HATERIALS

PROCEDURE

Step 1
(15 min)

Sesslon 10, Page 2

Communlty Culture and Care, Chapters 1 and 2
Bridging the Gap, pp. 34-35
Helping Health Workers Learn, Chapter 6

"Working With the Community® (CDC/CCCD Module)

Handouts:
= 10A  The Keeprah Hoi istic Model
- 10B A Communlty Diagnosis: What You
Might Learn About Your Community

Newsprint, markers, notepaper, colored pens.

What s a Communlty?

Open the session by giving the group a brief
overvier of the serles of activities they will be
Involved In during Sessions 10,11,12 and 13,

Ask the group to Imagline for a few minutes that
they are In thelr hometowns and neighborhoods in
the States and have a friend who has recently
moved there from another state or country. As a
faver, they are going to take thelir friend on a
tour of the area where they live, showing points
of Interest, describing Important community events
or lissues, and Introducing community members the
friend should know. Have participants sketch on
paper a map of the tour around the town using
symbols to deplct the various places, people, and
things they wlil show to the recently arrived
friend.
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Tralner Note

In drawing thelr tour map, particlipants may find It easier and fun
to use the symbols below as a way to Iilustrate the detalls of the
tour or route,

= MAIN ROAD @ ¥ELL €3 BUS STOP
~—— SECONDARY ROAD  ,->*<FOOT BRIDGE 1 CHURCH
---- PATH 2X£ BRIDGE £ scrooL
7 RIVER/ STREXM B2 SPRING G HEALTH CENTER
@ POINT WHERE WATER 1 HOUSE ¢ CITY HALL AND
IS TAPPED POLICE STATION
XX SYNAGOGUE ‘ f? MOSQUE JP TAVERN
“7 COUNTRY CLUB T PUBLIC POOL

Whatever approach particlpants take, remind them thal they have
only a few minutes and they need not worry too much about the
artistic appeal of thelr map but rather show as much Information as
possible.

Step 2 Walking Through Two Comaunities
(15 min)

Have the large group split into pairs and act out
the dlalogue that they have Imagined In the
previous step, using the map to Illustrate where
they start out, where they are going, and relevant
comments about the various places they are
visiting and travelling through.

Trainer Note

Each participant takes a turn being both the hometown resident and
the newly-arrived frlend. Encourage the pairs to ask questlions
about what they are and are not seeing and the peopls whom they
hope to or actually do meet along the way. Have them also discuss
any preconcelved Ideas or preformulated opinions they might have
had about the particular geographlc area and the people living
there,

Please note that an Indirect cutcome of this step is that the
participants learn valuable background Information about each
other,

As In the previous step, time Is |imited and pairs should take care
to exchange roles after 7 or 8 minutes.




Step 3
(20 min)

Step 4
(20 min)

Sesslon {0, Page 4

What and How to Learn About the Community

Reconvene the large group and ask two pairs of
voiunteers to brlefly present one of their com-
munity tours, summarizing ali relevant Information
gathered during the dialogue b_iween partners.
(Preferably have examples of a rural and urban
area),

Afterwards, ask +the group to analyze the
Informatlon-gathering experlence by discussing the
following questions:

~ How simllar or different were your approaches
In what you decided to show about your
community and what you wanted to see In your
partner's community?

- What was simllar and dlfferent about the
people, places and things among the
communlitles?

~ What did the frlends need to see and know
that you didn't think of showing?

- What was particularly memorable or Impressive
about what was shown and talked about?

- Were there any striking patterns In the
physicei  layout of the community (e.g.,
separation of rich areas and poor areas,
raclal or ethnic divisions)?

- What did you learn about how people Interact
In the community? How decislons are made?

- What did you learn about the needs of the
conmunity with regards to health, educatlon,
employment, recreation, and family relatlons?

- DId your frlend seem to have any stereotype
Images of you or your community?

The KEEPRAH Mode! of Community Analysis

Ask the group to consider all the discussion so
far In the sesslon, and as a group, define
“communty", Write thelr definltlion on newsprint
and beslide I[t, have them generate a |ist of parts

or sub-systems which make up a community.

Distribute Handouts 10A (the KEEPRAH Hollistic
Model) and Handout 10B (A Community Dlagnosis:
What you Might Learn About the Community) and glve
the group a few minutes to look them over, Ask
for clarifications on every aspect of the Infor-
mation.

Y
J
<0
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Discuss the model and Its appllicatlion to volunteer
work by posing the following questions:

- How similar are the subsystems in the KEEPRAH
model to those |lsted by the group?

- Are there any subsystems or aspects of the
community which have been left out of the
mode!l and/or our |ist?

- How easy/difflcult 1Is It to find out what the
resources, problems, petterns, and leadershlip
are for a glven subsystem (e.g., for edu-
cation).

- How does the cross-cuitural nature of our work
affect our ablilty to Identify resources,
problems, etc?

- How do the subsystems Interrelate and affect
one another?

- Hox does the relationshlp among subsystems
affect the heaith volunteer's work In hls/her
village?

- What are some factors to conslder In relatlion
to the felt needs of an Individual communlty
member?

- How can we find and verify people's percelved
needs?

- What are some ways we can gather the Infor-
mation on the systems and elements presented
in the mode!?

Trailner Note

Be careful not to let the group get "bogged down™ in deflning
fcommunity®, The Idea Is to have a simple framework, i.e.,
definitlon and |ist of parts or subsystems with which to work.

The KEEPRAH Model I[Is a wldely accepted model for communlity
analysls. It 1Is particularly approprliate here as an Introductlon
to general Information-gathering In the community.




Step 5
(25 min)

Sesslon 10, Page 6

Preparing for the Community Investigation

Explain to the participants that the next step in
preparing for a community investigation Is to plan
out what Information to gather and how to go about
collecting It. Ask them to break down Into work
teams of three and mention that the triads will be
together through the next day and a half.

Explaln that each team will spend the following
day In the local community Investigating the
subsystem health, as well as one or two other
subsystems from the KEEPRAH model. Ask parti-
cipants to select the 'subsystems they would |lke
to lInvestigate or assign them If the time Is
I imited.

Have the teams work through the following task:

1. Declide and wrlte on newsprint what you want to
learn about your subsystems. Focus at least
some of your Investigation toward gathering
information that wlil help you answer these
two questions for your group during Sesslon
13,

- ¥hat Is the reiatlonship between the
non-health subsystem you selected and
the health subsystem of thls community?
(For examples what Is the relatlonship
between the education subsystem and the
health subsystem?)

- What do community members perceive as
their primary development problems
regarding health and the other subsystem
you investigated.

2. List ways In which you plan to gather the
Informatlon (how and where).

3, Select a reporter to Inform the large group
brlefly of your plan during the next step.




&

Sesslion 10, Page 7

Tralner Note

Try +to have all the subsystems covered among the various work teams
so that at least some Information Is gathered on each segment of
the local community.

If the group Is large, break it down Into two core groups for the
report-back in Step 6.

The rationale for work groups of thi'ee Is to have participants
rotating In the roles of interviewer, |listener, and observer during
their visit to the community. This 1Is explained to the group
during Session 12,

If there Is a map of the local community, you might want to
Intrcduce It at +this tims. Have at least the following places
Identifled.

schools health center post offlce
merket places housing units bar
town hall store temp les/churches/mosques

If possible, make avallable small copies of this map to each work
team,

Step 6 Revlewing the Community Investigation Plans

(20 min)
Reconvene the large group and ask each reporter to
present the plans for the work teams. Post the
newsprint plans around the room for easy
refarence. As each plan s presented, ask the
others In the group to provide pertinent feedback
and suggestions.

Explain to the group that the major focus in this
sesslon has been on what Information will be
col lected. During the next session, they will
look more closely at how to gather the data and
effectively Interact in the community.




Sesslion 10, Handout 10A
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THE KEEPRAH HOLISTIC MODEL

The community analysis model which you wlll be working with assumes
that you can break down a community, for purposes of analysis, into 2
serles of segments, or subsystems.

Each segment, In the real world, Interacts with the other to produce a
continual wmoverent and balance which keeps the community alive and
mov ing. Change In one segment can affect another and vice versa,
Intervention will do the same. For example, If you introduce improved
pig-ralsing practices by penning up pigs and feeding them, rather than
letting them <¢orage for food (an econcaic Interventlon), you affect the
community heaith be reducing pig-carrled dissases,

Cutting across all segments of the community, youy will find that there
are common elements. These common elemunts are defined as:

A. Resoirces (human, natural and man-made)

B. Problems. Problems are deflned as the gap between what is and
what should be (what ®"should be® Is often defined culturally).

C. Palferns. Patterns exist which glve clues about what Is there
and how persons perceive them. These patterns of behavior often
constitute cultural meaning, as well as bliologlical neccessity.

D. Leadershlip. Among human resources, you will probably find that
leadershlp exists in many of the sub~areas of the community.

The following model describes this approach to locking at the
commun I ty.

THE KINSHIP SYSTEM. The family provides a means for adding new members to
the soclety, I+ also provides an environment for the training and
soclal lzation of children. The klnship system relates to all .aspects of
the family or extended femily including elements such as descent, family
authority, location of residence, Inheritance, moral values and marrlage.

THE EDUCATION SYSTEM. All socletles provide a means of transmitting
information to young members. This prepares the individual to live and
function within the society In an acceptable way and to do so with some
degree of independence. Elements of the educational system Include
schools, teachers, family members, books, and materials.

TRE ECONOMIC SYSTEM. Each society has a means of acquiring and
distributing goods and services which sustain the lives of Its
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menbers, . Many roles and Institutlons operate to meet these needs. They
Include the populatlion of working people, the different types of
enterprises, means of payment or exchange, and ecology.

THE POLITICAL SYSTEM, All socletles regulate themselves and the!r
relations with others. This regulation provldes protection for the whole
group. The political system controls the competition for power within the
soclety, Elenents of +the political system Include public services and
utilitles, government Institutlons such as courts, police and legisiative
bodles,

THE RELIGIOUS SYSTEM, Every culture Is bulit around basic bellefs and
values which provide an understanding of humsn exlstence and ptace In the
universe, These bellefs are often manlfested in the form of rituals and
organlzations,

THE RECREATION SYSTEM. All socleties provide a means for recreation and
relaxation, This lIncludes games, dancing, slnging, sports, story-
telling, artistic pursults, drinking partlies, and pastimes,

THE ASSOCIATIONAL SYSTEM, In every culture, people who have simllar
Interests tend to group themselves together. These assoclations may be
for recreational, political, economic, or other reasons, For what
purposes are groups formed? Hoy many people bslong to the different
groups? Do they use symbols or slogans to ldentify themselves?

THE HEALTH SYSTEM, All socleties are concerned about the survival of
thelr members. Elements of the health system include nutrition, mother
and child care, control of diseases, hospitals, medical personnel, and
beliefs about health and its relation to medicine or the spirit worid.

THE TRANSPORTATION AND COMMUNICATION SYSTEM, Every culture provides a
means for people and goods to get from one place to another, and for
Information to be dlsseminated throughout the communlty. This includes
postal service, bus system, roads, telephones, mass media and language.,

(From:  The Role of the Yolunteer in Development. Core Curriculum, Peace

Corps.)
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A COMMUNITY DIAGNOSIS
WHAT YOU MIGHT LEARN ABOUT YOUR COMMUNITY

General Community information

- Boundarles of community served, If known

- General physical features

- Soclo-demographic Information: population, ages, sex, births,
deaths, faertility rates, Infant mortality rates, dlrection and
causes of migration, other population changes

- Health-related history cf the communlty

- Types of community groups and soclal classes, nelghborhoods

- Ethnic groups, where they live, relatlions among groups

Famlly Life

- How femllles are organized In thls culture, the roles played by
various family members

Confllc s and coalitlions among family groups

How health-related decisions are made in the family, who makes them

1

Role the family plays In health care: at home, in the dispensary,
in the hospital

Family health bellefs and practices

How health care can be adapted to the needs and deslires of the
family

Political Situation

- Pros and cons of political involvement by outside health workers

-~ Who the leaders are:

. In what areas of *he community and on what toplcs do they
assume leadership?
. Who makes decislons that influence health and health care?
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- How the local government opsrates

- What responsiblilty varlous levels and departments of government
have In health

- Who makes decislons In the health area
- Other departments that operats Indirectly In health care

- What the political parties In the area are; thelr Involvemsent In
health care del ivery

- Relatlonshlp of health programs with local leaders and government
officlals

Changes needed In relatlonshlip

Government prlorities in health

Possible program support from government

Potentlal difflcultles

Arrangements necessary with government If program s |lkely
to contlnue after you leave

- Impact of community factlons on health programming
. Ways to relate to varlous groups

= Cultural varlations In political orlentation and possible program
adaptions to accommodate these varlatlons

. Orlentation toward community development, community
particlpation, authoritarianism, other types of pollitical
processes

Economic Situation

- Effect of standard of 1lving on health and health care

Employment plcture: effects of unemployment and under-employment,
physical handicaps, migration, job hazards, etc. on health

Economic barrlers to health care utilization

. Payment problems and alternat:.ves to cash payments

General {lving conditlons and flnanclal means

. How 1t affects the abllity to follow through on treatment
plans and provide care for the sick at home

Effects of lowered mortality rates on economy
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- Effects of economic development on health
0 - Flnanclal structure of the health care system and of the program
. Problems

- Problems of Influence, bribery, and graft

The Education System(s)

- Basic Information on education In the community
- Tradltional educatlon and patterns of learning
-~ Religlous education

- Vocational trainlng and apprentlceship

Formal Institutions: public and private

Health program activities of the schools: possibillties

Teaching heaith education lu sciools

. Student customs affecting health teaching
@ . Adapting teaching to student nesds

Teaching in the health center and in the community

. Involvement of the community and local health workers
. Adapting teaching to community needs
- Process of change and how best to promote It through health
education
Relligion

~ Major rellglious groups and leadership
. Bellefs and practices that affect health and health care

- Roles of religlous leaders and followers in prevention, diagnosls
and treatment of Illness

. Ritual and ceremonles affecting health

- Religlous background of health workers and how It may affect thelr
role as health workers

iRg
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- Relatlonship of religlous leader and healers in health programs

Communication

Possibll itles for collaboration

- Patterns of communications In the ccmmunity

-~ Channe

Who the Important communicators are
Where varlous types of communication take place

Is of communication that could be used In health programs

Potentlal for using traditlonal channels of communication

- Methods for simplifying Information

~ Commun
- Commun

Icatlon between staff and patients - barrlers

Icatlion among health workers

= Cultural differences in communication patterns

Language

Taboo topics

Non-verba! communication
Confldentlal ity

Display of emotions

Sllence

Styles of persuasion and explanation
Eye and body contact

- Languages spoken (% of health workers, patlents and commua ity
speaking each |anguage)

- Problems due to language differences

Methods to bridge the gap

- Effects of language on perception and thought

"Horld view" of dlfferent groups

-168-
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- Use of Interpreters In health programs

o Advantages and drawbacks

Roles interprsters can play in programs

Ways interpretation can influence communication
Difficultlies llkely to arise during Interpretation
Ways to improve to process

Health Conditions in the Community
- State of ‘the environment
. Hazards to health
-~ Prevalent diseases and conditions
. Cause, symptoms, means of prevention and cure

- Other health problems In the community

Health Bellefs and Practices
Health and {llness

Meaning and value of health; priority of health In relation to
other needs and wants

Beliefs and practices concerning health malntenance and prevention
of lliness

Beliefs and practices conceraning hygiene

]

Ways that llving conditions and resources affect health

Bellefs and practices concerning cause, prevention, diagnosis and
treatment of common diseases

. Traditional views of disease
. Types of practitioners consulted
. Attltudes toward various diseases and those that have then

- Bellefs and praciices concerning mental Illness

. Division of diseases into mental and physical

)
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- Ballefs and prectices concerning cause, prevention, dlagnosis and
tro~tment of both Western and traditlonal mental 1|inesses @

. Communlty's attitudes towerd mental 1llness
- Death and dying: bellefs, practices and attitudes

. Possible program adaptatlions

Nutrition

- Foods avallable, cost, how used In the dlet, speclal bellefs,
rules, prejudices, taboos, etc. concerning food

- Foods used to treat disease or other conditlons

Food storage, preparatlon and preservation

Maternal and chlid nutrition

. Foods eaten during pregnancy, lactatlon, infancy

Problems in nutritlon: obeslty, undernutrition

Ways in which changes In iife styles have affected nutritlon

Maternal and Child Care

= Prenatal care, bellefs and practices about pregnancy
- Bellefs and practices concerning childbirth

- Postnatal maternal and chlid care

Sexual Ity and Human Reproduction

- Bellefs and practices surrounding sex, clrcumclsion, conception,
etc,

- Family planning and birth control practices and attitudes

~ Sexual modesty
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Environmental Sanitation
e ~ Water supply: sources, problems of contamination, improvements
feasible?
~ Disposal of human and non-human wastes
. Practlices and attitudes concerning fecal elimination
. Possible Improvements
. Housing and Ilving conditions
. Health hazards and possible Improvements

- Animal production and care; health hazards Involved In current
practices

- Pest control and health hazards caused by pests

Changing Health Bellefs and Practices
- Artitudes toward change

-~ Appropriate strateglies for changs

Health Systems in the Community
Ihe Lay Health System
The role of the sick

Attitudes toward the sick

Role of lay persons during Illness: who in the community treats,
when, how, etc.

Heath referral system In the community

+ional Heal tem (

- Types of traditional practitioners and services offered

o Methods used

. Types of payment
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Who the community practitioners are, location, facilities

Organized systems of traditional care; systems of referral and/or
cooperat lon

Training

Systems of hlerarchy among practitioners, if any

Attitudes of +traditlonal practitioners toward *modern® system of
medical care

Utilization of the traditional systems by whom, when, why

Ihe Modern Health System

- Types of modern practitioners and ser' ices offered; types of
payment accepted

- Who the community goes to. location, facilitles
- System of hlerarchy 1f any systems of referral or cooperation

-~ Who uses this system, why

Patlient/Practitioner Relationships Within Varlous Systems
~ Types of relationship that exlst
. Cultural expectations of patients
- Possible adaptations of modern <care, taking Into account
expectations of patients who are used to the traditional system of
care
Interactlion Between Traditional and Modern Pracyifioners
- Types of Interaction

- Areas of conflict

~ Possibilities for cooperation and col laboration
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Structure of Projected Health Project
- Objectives of program

Types of staff, lines of authority, reiatlons among staff

Arrangement of various services, program divislons

Staff/community relations: problems and possibilitles

Relations with sponsoring organizations

Health Resources In the Community
- Economlc resources avallable for health and health programs

-~ Community organizations and thelr possible contribution to a health
program

Community leadershlp, government and possible support

Community Involvement

Use of community volunteers - attitudes toward volunteering

Enslronmental resources avallable for health and health programs

(From: Brownlee & Tilford, The Health Education Process, Draft Paper)
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TOTAL TIME

OVERVIEW

OBJECTIVES

RESOURCES

Sesslon 11

METHODS FOR LEARNIKG ABOUT THE COMMUNITY

2 hours

In addition to knowling what categories of Infor-
matlon they need to learn about the communlty
and ways of collecting that Informetion,
participants also need to develop skilis In
gathering Information that they will continue
to use throughout thelr work as Peace Corps
Yolunteers, In thls session, participants
observe and act In two role plays. Through
these role plays, participants practize thelr
observation, listenling, and Interviewing
skliils, and examline cross-cultural
conslderations for gathering Information. By
the end of the session, the group has & firm
set of guldellnes to follow durling the
subsequent visit to the local community,

" To practice observation, listening, and Inter-

viewing skills for gathering Information.
(Steps 3, 6)

To Identify appropriate and Inapproprlate
behaviors or techniques uszd for gathering
Information In two role play situations.

(Steps 3-5)

To develop a set of guldelines for effective
Interviewing that is appropriate for the local
comaunity,

(Step 5)

To |llIst other kinds of Information-gathering
techniques and tools for potential use in the
future,

(Step 6)

Compunity, Culture and Care, Chapter 1

Handouts:
- 11A  Suggestions for Gathering information
- 11B  Types and Sources of Information on
the Comaunity
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Trainer Attachments:
- 1A Role Play #1: PCV and Local Mother
- 11B Role Play #2: PCV and Town Elder
- 11C Appropriate & Inappropriate Techniques ‘
for Informal Interviewing

MATERIALS Newspr Int, markers, props for role play

PROCEDURE

Tralner Mote

Prior to the session, prepare for the role play on informal inter~
viewing (Steps 2-3) by asking a host country training staff person to
play the role of a local mother. Provide the “swther® with her role
description (Tralner Attachment 11A) and encourage her to include her
own experlence and Ideas In acting out the role. Help the role
players assemble appropriate props to make the scenario more |ife
| ike. Also, ask for a volunteer from the group to play the part of
the PCV, give him or her the role description, and agaln encourage
creativity iIn acting out the role. Do not allow the two role players
to pian out the actlion together. Instead, they should briefly think
about thelr characters and act spontaneously in relation to what the
othsi- says and does. Emphasize to the PCV role player that the role
Is built around a Volunteer who has recently arrived in his or her
comuunity. Consequently the PCY will be far from the ideal Image and
will make many mistakes. As such, It Is all right for the role
piayer to make mistakes which the large group wiil discuss and learn
from.

For the second role play which occurs in Step 6, eilcit the help of
another staff member to play the part of *he town elder. Please note
that the overall purpose of this s¢ .d simulation Is to point out
several diffcrences between formal and Informai meetings and Inter-
views.
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Step 1
(10 min)

Step 2
(5 min)

Sesslion 11, Page 3

Making a List of Potentlal Technlques for
Gathering Information

Open the sesslon by having participants think back
to the previous session and the plans they have
developed for Investigating the local community.
Ask the group to make a master list of all the
techniques or methods for gaining Information they
have mentioned In their plans. Explain that the
purpose of this sesslon |s to explore observation,
listening, and interviewing as separate and Inter-
related skills which all development workers need
to practice In order to carry out effective com
munity analyslis, Demonstrate the Importance of
these threr skills by underlining each item on
thelr brainstormed {(Ist that Involves observing,
listening, or Intervliewling.

introducing a Role Pisy !» !nfarmal Interviewing

Explain to the group that they will now observe a
role play Illustrating an Informal Interview be-
tween a mother In the local community and a Peace
Corps Volunteer who recently started his or her
two year assignment there,

While the two role players are setting up, de-
scribe the scene for the group and explain their
tasks as observers:

= Everyone tries to Identlfy effectlve and non-
effective behaviors and technlques used by the
PCV while Interviewing the mother,

- Each participant Is also assigned one of the
following: observation, |lIstening, or cross~
cultural concerns =-- as a speclfic area to
focus on during the actlon.
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Tralner Note

The role play is designed to accomplish two goals, First, It
provides the group with an example of Interviewlng that Includes
some appropriate and some Inappropriate elements, All
particlpants should try to Ident!ify these elements as they watch
the actlon. Secondly, It helps particlpants become more aware of
what they can learn from observatlon and I1stening, and how the
cross-cultural nature of +their situation affects communication,
This can be accomp! Ished by asking participants to count off cne,
two, and three: All the “ones" are asked to concentrate on using
thelr observation skills to watch the action and note what the
PCY Is or Is not learning with his or her eyes. All the "fwos*
are asked to focus on listening to the verbal messages being sent
back and forth between the players and the meanings behind those
messages., All the "threes® are assigned the task of paying
attentlon to any aspects of the Interyiew which are particularly
Interesting or difflculy because of the Interactlon between two

cultures,
Step 3 Acting Out the Role Play
(15 min)
Have the two actors do the role play of the
informal Interviews.
Step 4 Processing the Role Play
(20 min)

First, debrief the role players by asking them to
discuss how they felt regarding the Information
they learned &bout each other and/or the commy-
nity, and +the difficulties they encountered
gathering that Information. Ask the large group
to amnalyze the role play using the following
questions to promote discussion:

General :
~ What happened during the role play?
- What did the PCV learn about the mother
and her communlity? What did the mother
learn about the PCY?

For the Observation Group:
- What did the PCV learn primarily through
observing the woman and her surroundings?
- What did the PCY miss observing that could
have provided more Information and
insight?
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For the Listening Group:
- What did the PCV learn primarily through
listening to the mother?

- What dld the PCY miss hearing that might
have provided more information and greater
understanding?

- What are some less obvious things we can
try to listen for to gain more Infor-
mation? (e.g., the variation In kind and
degree of emotion In someone's voice when
discussing different topics, use of
proverbs and Idiomatic phrases for sayling
something Indirectiy, use of repetition,
etc.)

For the cross-cultural group:

~ What are some specific cross-cultural
moments during the Interview? Which
moments did the PCY handle weli? Which
moments were difficuit for the PCY and
wmother and what could the PCY have done to
Improve communication?

- DId the PCV use open, closed, and/or
leading questions? What kinds of answers
do these three kinds of questions elicit?
How can we use them more effectlively?

As the group Identifies appropriate and
inappropriate behaviors exhibited by the PCY
during the role play, write them on newsprint,
(one sheet for the "good"™ behavior, another
for the "not so good®).

Tralnar Note

See Tralner Attachment *11C for a llst of appropriate and inappro~
priate techniques for informal interviewing.

Step 5
(15 min)

Guldel Ines for Effective interviewing

Ask particlpants to work down the newsprint {ist
of inappropriate behaviors, giving suggestions for
how they could change those Into appropriate
behaviors. Have a member of the group add these
to the newsprint |ist of appropriate techniques.
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Step 6
(30 min)

Step 7
(15 min)

Sesslon 11, Page 6

Have the group look at the entire ilst of appro~-
priate techniques from the role play. Ask them to
use thls |llIst to develop a set of guldelines for
conducting Informal Intervie¥s In +thelr coumu-
nitles. After they discuss and write +the
guldellnes, ask the group to discuss how these
guldelines might be modified for more formal
situations, such as an Interview with the town
elder or viitlage chlef.

Role Playing a More Formal Situatlion

Ask participants to apply what they have dlscussed
thus far +to a role play In which a PCY Intervieys
a town elder. Glve a volunteer from the group the
role description for the part of the PCV. Allow a
fex minutes for the preparation. Meanwhlle, Intro-
duce the staff member who «!ll play the role of
the elder and set the scene fcr the group. Have
the role play (approximately 10 minutes), debrief
the players themselves, and then ask participants
to dliscuss:

- the dlifferences In technlique/approach between
the Informal and more formal Interviews

- how Interviews with mothers, clinlc health
workers, merchants, and village elders might
vary In style and In the kind of Information
which may be learned.

- the potential use of the other kinds of
Informatlon-gathering techniques that were
mentioned In Step 1 (e.g., random survey,
systematic observation, Indexing, reading
slgns/maps/posters, looking at health records,
etc.)

Reviewing Plans for the Community Investigation

Distribute Handouts 11A and B, (Suggestions for
Gathering Information® and "Types and Sources of
Information on the Community) and tel! partici-
pants to use them for supplemental Information and
ldeas. Also suggest that they read through
Chapter 1 of Community, Culture and Care. Have
the work teams (from Sesslon 10) assemble and fook
over thelr plans for the community Investigation.
Ask them to use the rest of the hour to Incor-
porate Into their plan any new Ideas and Infor~
matlon galned from thls sesslon.

@
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(From:

Sesslon 11, Handout 11A

SUGGESTIONS FOR GATHERING INFORMATION

There are no set rules or one ‘right’ approach for gathering needed information
in a community. However, several people-centered programs have come up with
the following ideas:

1. Go to people's homes and get to know them. But do not start by taking a
survey. Information learned through friendly, casual visits is often truer and
more useful. Put the needs and feelings of the people first.

LISTEN OFFER GATHER
! and then, only after a
TO HELP, relationship of trust and INFORMATION.

C; } friendship has bezn g
N —- 7 —e formed, %

2. When gatt.ering information, try to find out what problems people feel are
most important or want to solve firct. Learn what ideas thry h-ve for solving
them,

3. Ask only for information that males sense (and not simply because you were
told to collect it). Be sure you and the people understand why the information
is neeued. For example, be sure parents understand why you weigh children
before you do it.

4. Involve local people in gathering the information. Be sure studies are not of
the people, but by the people. (For simple surveys in which children and non-
literate people can take part, see p. 7-13 and Chapters 24 and 25.)

5. When conducting a survey or community diagnosis, try to avoid taking along
written questionnaires. Avoid writing notes while a person is talking to you,
Listen carefully, remember what you can, and write your notes later. Always
be hon=st and open about the purpose of your visit.

6. Look for ways of making the survay a learning, exploring experience for those
being questioned. Try to ask questions that not only seek information, but
that also get people thinking and looking at things in new ways.

For example, instead of simply asking, ‘“How many people in your family
can read?" follow up by asking, “What good is it to know how to read and
write?’' "Does the school here teach your children what they most need to
know?'' ““If not, who does?’’ (For more ideas ab-ut this type of question,
see Where There Is No Doctor, p. w10 and wi1,)

7. Observe people carefully. You can find out as much by watching the way’
people act and do things as you can by asking questions. Learn to look and
listen.

8. Go slowly when giving people advice, especially when it concerns their
attitudes and habits. It is often better to tell a story about how others solved
a similar problem by trying a new way. And set a good example yourself.

Note: Where official records of births and deaths are fairly accurate, these can
also provide important health information without bothering people in their
homes. It is a good idea to compare tl:e deaths in children under five with total
deaths. For example, in one area of the Philippines, a rise in children’s deaths
from 35% to 70% of total deaths between 1975 and 1980 shows that conditions
affecting health are getting worse!
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TYPES AND SOURCES OF INFORMATION ON THE COMMUNITY

TYPES
ON THE COMMUNITY

Attltudes and customs

relating to matters other than
health, e.g., comnunication
between leaders and people.

Who are the leaders In the
commun Ity? Who makes decislons
and how are decislons made?

Are there trad!tional health
workers such as birth atiendants,
healers, a medicine-man?

Other health and health-related
agencles.

Gecgraphical features
Transport facliiities
Public facllitles: water,
sanitation, market, school,
farming, food production.
Source of water.

JO IDENTIFY PEQOPLE

Name, age, sex, address

ON PEOPLE'S HEALTH

Kinds of health problems and
when probiems occurred.

Number of expectant mothers
attending antenatal clinlics,

Number of blrths each month or
each year (live and stilibirths)
ang sex.

Number of mothers who dle from
childbirth In past year.
Number of deaths by sex, age,
and presumed cause.

-183-

SOURCE

Listening to and talkling with
people In the community.

Reading material, If avallable.
Talking with other heal+th and
development  workers. Talking
with teachers and religious
leaders.

Map of area

Reglistratlion cards
Health
survey.

o

Centre records Community

Monthly reports
Outpatlients records

Clinlc records
Ciinlc records or

of children under
In the community.

survey
one year

Clinlic records or direct
questioning In the

viilages.

Possibly, health centre records or
through community officlals.

180




TYPES
QN HEALTH WORK BEING DONE

Number of peopie seen each month
and why.

8
Treatmen® given, kinds of health
problems.
Special campaigns held.
ON MATERIALS USED FOR HEALTH WORK
Drugs supplled.

Drugs used.

Session 11, Handout 11B
Page 2 of 2
SQURCE

Monthiy report

Stock ledger and

Inventory.
Other supplies.
Estimate of supplles needed for a
pericd of time,
ON THE PROGRAM AND ON OTHER HEALTH WORKERS UNDER SUPERVYISION

Program:

What people feel they need:
acceptance of programs other
program needs coordlnation with
other agencles.

Health Workers:
Needs for tralning quallity of work
planning relations with commu-

nity and other agenclies for use of
resources,

{(From: WHO, On Being In Charae.)
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Listening to the commu-
nity, particularly the
leaders. Talking with

other community development
workers, Supervisor.

Supervisory check-|ist
for visits to the
communlty,
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Role Play #1: The PCV and a Local Mother

Scenarlo

A PCY has recently arrived in hls or her community or small town to
begin work In a primary health care program. The Yolunteer wants to begin
getting +o know people In the area and nesds to start gathering
Information regarding a number of aspects of community |ife. Today, the
PCY has arranged an interview with a mother to gain basel ine information
on the local dlet and nutritional practices and needs of the community.
They have decided to meet at +the woman's house sometime around
mid-morning.

Role Description

Peace Corps Yolunteer

You have recently arrived In your site and are anxious to get to know
the people In your community so you can get started on some projects.
You've taken out some of your notes from training on community analysis
and the KEEPRAH model. From those notes you have planned some questions
and topics to dlscuss with a mother in your community; specifically, you
want to find out Information on the local diet, as well as nutritional
needs and practices percelved by her. You don't know the mother very well
at all -- one of the nurses from the local clinic introduced you brlefly
last week. You do know that she has been to the clinic for some kind of
treatment or advice, that she has several children and a husband, and that
she lives on the poorer side of town. You are scheduled to meet with her
mid-morning at her house.

Mother

You are a typlcal mother in your small town. You have five children
who often get sick. Your husband Is & blacksmlth's assistant with regular
work, but meager pay. Lately, you've had some extra financial needs and
the money left over to buy food has been inadequate. Like your friends,
you've noticed the climbing prices of food in the market due to the recent
drought. These days you're definitely finding It tough to keep your
famlly's stomachs full, nevertheless you still take pride in being able to
cook the tradlrional dishes of your people. You also keep your tiny house
very clean.

Today ynu are in your house waiting for the arrival of a new American
who Just moved to your town. I1t's mld-morning and you are busy trylng to
finish the noonday mezl early so you won't be too occupled with chores
while he or she {s there. You plan to ask him or her to stay and eat with
your family and, in fact, you've prepared something special just for him
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or her. You are curlous to see who this American Is and what she Is
doing. As Is customary In your culture, you usually answer or respond to
peoplc with Indiract staiements and use many gestures and non-verbal cues.

Tralner pote

Adapt these brlef role descriptions to fit your particular cultural
situation, or If possibie, ask the role players to make up a similar
character based on someone they know. Ask the role players not to
Interact beforehand. Be sure you read or tell the group the scenarlo
as described above or as modifled by you.
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Role Play #2: The PCY and the Towr Elder
Scenarig

Same as for Role Play #! except that this time the PCY wiil Interview
the town elder &t the maln community meeting hall in the center of town.

Role Descriptions

Peace Corps Yolunteer

You are recently arrived at your site and are anxious to get to know
the peopie In your community so you can begin working on some projects.
In particular, you are Interested In gathering Information on the local
dlet and nutritional status and needs of your community. You have an
opportunity to meet brlefly with the viilage eider anu talk about the
nuti-!tional Issues as well as other concerns. You have already met and
spoken very brilefly with him when your counterpart first brought you into
town. He seems Interested In your work, .but seems reserved.

Town Elder

You represent the {ocal political system in the village and as such
understand the economic structure and traditional systems that form the
base for +the community. You are very proud of your community and want to
see |t develop but not at the risk of losing the traditions that define
your life and those of you neighbors. You have always maintainred an ={ocof
interest 1In the Peace Corps Yolunteers, Today, the new volunteer In town
will be coming in to conduct an Interview.

Trainer Note

As In the first role play, adapt these roles to fit the local culture
ond the PCV's work description. Be sure to set this role play up
such that It Is more formal than tne first.
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Appropriate and Inappropriate Techniques for
Informal Interviewing

Approprlate 1nappropriate
Properly greets the person, Walks In without permission, no
Introduces self, asks if the personal Introduction, no expla-
person Is free to talk, nation of the purpose of the
explaining the purpose of the visit,

Interview.

Inquires about the interviewees Starts right Into data collection

personal well-being, family, etc. - no real attempt to become
acqualnted.

Uses observatiorn and |istening Talks a great deal, focuses

skillis to learn about the inter- directiy on the Inferview topic

viewee's [1fe, family, and work rather than the surrounding

(e.g. watching/helps In the circumstances.

preparation of a meal).

Offers to participate In any Holds strictly to the task of
activity that may be going on asking the Interview questions.
or starting up. (e.g , cooking,

weeding the garden, etc.)

Gives the Interviewee time to Frequently interrupts when Inter-

talk, room to express ldeas, viewee Is speaking, appears

opinions, shows Interest in . hurried or dlsinterested, passes

Interviewee!s problems. Judgement on what Interviewee
says.

States questions in a clear Asks too many closed or leading

manner. Uses open an¢ factual questions, follows the list too

questions appropriately. Restates closcly, writes answers down while

questions when necessary. Only ignoring the Interviewee.

wrltes answers down [f glven

permission.

Doesn't stay too long or leave Stays until al! information has

too abruptly - looks for signs * been obtalned, asks questions

that i1t's time to go. quickly and runs.

Thanks the Intervicwee for his/ Col lects notebook, gives cursory

her time and help, mentions good bye and leaves.

possible visit In the future
or when they might see each
other agaln.

(Adapted from: From the Field. World Zducation)
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TOTAL TIKE

OVERVIEW

OBJECTIVES

RESQURCES

HATERIALS

PROCEDURE

Sesslon 12
LEARNING ABOUT THE COMMUNITY

6 hours

Having planned what Information they want to
learn about the comamunlty as wel!l as how to
gather that Inforwation, participants ncw visit
and conduct a slmple investigation In a local
communlty, Working In their teams of thres,
participants use assessmont skills along with
other skills and knowledge learned In |anguage
and cross-cultural training. During Session 13
they will share thelr experlences and analyze
the Information they gathered during the day.

To gather general Information about the
surrounding community and become acquainted
with community members.

(Step 1)

To gather specific information in the communlity
about hnealth behavior and at least one of the
other subsystems of the KEEPRAH model using
plans develcped during Session 10,

(Step 1)

Community investigation plans from Session 10.

Paper, pen.

visiting
as welij

leaders

Tralner Note

Well In advance of this sesslion, contact the host community, by
In the toxn government, schools, health centers,
as homes of certain tamilles who know you or other members
of the staff.

Explain the purpose and date of the fleld visit.

186

-191-

S e e it T Ry o A SIS SIS m— B et st e ——

e ———————————l



Sesslon 12, Page 2

Step 1 Preparing to Conduct the Comsunity Study

(10 min)
Ask the group for any last minute questions they
might have before golng out into the commun i ty,
Explain to perticipants that they within thelr
work teams they should assume one of three roles -
Interviewsr, observer, or |istener as they
Interact with various community members, Ask the
team members to rotate In these roles such that
they each have an opportunity to experlence all
three roles. Ask participants to informally
discuss their experiences in thelr work teams
before Session 13.

Trainerr Note

If possible and if Indicated, couple each team with someone who has
local language capabllity. If this person Is a current volunteer,
request that person to act only as Interpreter and not be directly
Involved In gathering Information or leading the group In any way.,
Be sure to give the group a way to contact you In case of emer-
gency, Tell them +hat when they rsturn 1o the training site they
should spend a halt-hour or more reflecting on the day's experlence
and informally discuss and record:

- the Information they gathered

- problems they encountered In getting to various places In
the community and finding people with whom to talk

= techniques for gathering information that worked well for
them and those with which they had problems,

- mistakes they made

= most valuable {earnings that ceme out of the 6 hour
Investigation

Explain to the teams +that they wili be given 30 minutes at the
beginning of Session 13 +to prepare a presentation of +their
Information for the large group.

Step 2 Conducting the Fleld Visit

(6 hours)
Wish the particlpants good luck and send thes on
their way,
187




TOTAL TiME

OVERVIEW

OBJECTIVES

RESOURCES

MATERIALS

PROCEDURE

Step 1
(35 min)

Sesslion 13

COMMUNITY ANALYSIS
3 hours

During the field visit in Session 12, the parti-
cipants collected a varlety of Information
about a community. In this session they share
‘their experiences from the +ield, Including
what they learned, how they learned it and
difficulties encountered In the process. They
analyze this Information in terms cof Iits
accuracy, completeness, and what [t suggests
about factors affecting the hnalth of +the
people In the community.

To describe the difficulties encountered In
gathering Informetion about 3 community.
(Steps 1, 2)

To share Information collected in the community
and identl® three to flive potential develop-
ment proble rcelved ty community members.
(Steps t, 2, °.,

To compare community~-level and government-level

perceptions of development problems.
(Step 3)

vare, Chaps. 1 and 2
Participants data collected In Session 12.

Newsprint, markers

Interpreting Data and Preparing Reports

Open the sesslon by asking participants to each
describe his or her experience in the community
with one descriptive adjective. Move In order
around the room un{il averyone has glven their one

word descriptions. Ask the teams +that worked

together in the community to meet and prepare a
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concise presentatlon of thelr Investigation for
reporting to the larger group. Expialn that they
shouvld base thelr 7-12 minute presentatlons on the
discussion polnts mentloned below In the Tralner
Note. Post these polnts on newsprint In front of
the room and tell the groups they have approx!-
mately 30 mlnutes for preparation. Make markers
and newsprint paper .vallable to the work teams
and encourage them to be creative,

Tralner Note

The work teams should address the following polnts already
mentioned In Step, 1, Sesslon 12:

- the Information they gathered,

= problems they encountered In getting to varlous places In
the community and finding people with whom to talk.

- techniques for gathering Informatlon that worked well for
them and those with which they had probiems.

- mistakes they made.

~ most vajuable learning that came out of the 6 hour
Investigation.

In additlon, they shouid try to answer the following question:

- What Is the relatlonshlp between the non-health subsystem
you selected and +he health subsystem of thls commun lty?
(what s the ‘relationshlp between the subsystem Educatlon
and the subsytem Health?)

- What do communlty members percelve as thelr prlmary
development problems regarding health and the other
subsystem you Investigated?

- What process did you use to answer the above questlion?
(t.e., how dld you Interpret your data?)

As the teams prepare the reports, clrculate around the room mak Ing
sure everyone Is on track and addressing the approprlate concerns.

Step 2 Work Team Presentations of the Commun [ty
(60 min) Investigation

Have the groups glve thelr presentations, Allow tIme
at the end of each presentation for comments, ques-
tlons, and feedback regarding the presentation
itself, and the analysls an¢ ~ *erpretation of the
data cel lected.
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Tralner Note

Encourage dlalogue between the presenting team and the rest of the
group.

Be sure to hold each team to +the time restrictlons during the
presentations. You may want to ask for a volunteer from the group
to act as timekeeper so that no one group uses too much tIme.

The time allowed for thls step assumes that you are working with no
more than five teams. If the group Is larger, you'l! need more
time for the reports.

Step 3 Drawing Concluslons About the Communlty and Its
(20 min) Development Status

Ask the group to conslder all the community's
development problems (especlally health-related)
that have been Identifled durlng the prezen-
tatlons, and IIst flve major ones on newsprint.
If possible, ask particlpants +to prioritize the
flve problems as they think the community would
do. Vhen ask the group to compare these prob!ems
or percelved needs wlth what they have learned
thus far regarding the government's perception of
the community's needs. particularly In resitlon to
primary health care.

Have the group Identify any projects In +the
community they are aware of that are addressing
any of these areas of need. Finally, ask particl-
pants to brlefly examlne where among these
problems the Health Volunteer can be of the most
help.
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Traliner Note

One method for comparing community and government perceptions is to
chart I+ as follows:

Community Perceptions Shared Government Perceptions
of Needs Perceptions of Community Needs
High
Priority
Low
Priority

Particlpants may not have sufficlent information to conduct a very
meaningful comparison here. |f that Is the case, provide them with
enough extra data 1o complete the exercise, The maln goals of *his
step are to help +the group; 1)recognize the differences and
simllaritles in perception at the regional znd local levels and
2)contemplate the VYolunteer's role in and responsibility to both the
community and the Minlstry or government agency.

Step 4 Drawing Concluslons about the Process of
(25 min) Analyzing a Community

Now ask +the participants +o examine the process of
community analysls, Have them reflect on their
experience In the community and use these questions
to guide the discussion:

- How well did the KEEPRAH model work as a tool for
thls Investigation?
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- How well dld your +veam's strategv/approach

‘ work for gathering informatlon? How dld It
have to be modifled?
- How well did your work team functlon

together? How did you make declslons re-
garding who dld what? How might you have
worked better together? How can you apply
thls experlence to gatherling iaformation with
a counterpart?

- What are soms speclflc factors which affect
the attltudes of the communlty toward the PCV
as well as the PCV's attltude toward the
commun [ty? What are some thirgs the PCY can
do to overcome or dIminlsh these [imlting
factors?

~ What are some factors that Influence the PCV's
abillty to gather, accurately (nterpret, and
utlllze the Informatlon on the community?
(E.g., language, loglstics, government
approval, etfc.) Agaln, how can some of these
be overcome?

- What ‘vould be several rules-of-thumb to keep
In mind when you flrst get to your slite and
begin learning about the community?

m

‘ Tralner Note

If time allows, have a particlpant record the group's response to
the last three questlons and make thls Into a handout later for
particlpants to take with them.

Be sure to keep the group focused on the process of community
analysls rather than the content which has been sufficlently
dlscussed In Step 3.

Step 5 Beglnning ¢« Plan for a Second lnvestigation In
(25 min) the Community

Explaln to the group that sometime durling the next
few days or the followlng week they wlil be
visiting a local health ciinlc and that one of the
overall goals of the vlsit Is to gather infor-
mation on how the clinic Is organized to funcvlon
as a communlty health service. (See tralner note
below.) Ask participants to divide Into small
groups and begln a plan for 1) what speclfic
informatlon they need to gather In order to
understand the way the cllinlc works, and 2) how
they can find that Information at the clinlic.
e Remind the group to keep In mind the problems they
encountered In thelr recent Investligation and to
apply what they've learned today to the new plans.

]
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Trainer Note

The 1dea here Is to give participants a chance to apply what
they've learned about Information gathering and analysis by asking
them +to begin a plan to Investigate a local clinic. The clinic may
be a nutrliion rehabilitation center, an MCH clinic, or another
health service appropriate to the technical focus of the tralning.
Partlcipants only begin thelr plans here at the end of thils
session. The rest of the planning and the actual clinic visit
should occur in conjunction with one of the content modules (Health
Education, MCH, Nutritlion and Disease Control).

ODuring the planning, suggest that +the participants team up with
group members who were not part of thelir earlier work tean.

Move around the room checking with the small groups and answering
questions.

bed
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OVERVIEW

0BJECTIVES

RESOURCES

Sasslon 14
WORKING WITH THE COMMUNITY

3 hours

Community Involvement is a theme +hat runs
throughout +this and other Peace Corps training.
Tralnees need to strengthen skllis for Involving
community members In all aspects of Primary
Health Care proJects and motivating changes to
Improve community health and self sufficlency.
Participants have already practiced techniques
for learning about +the community. In this
session participants Identify techniques to use
to Involve +the community In health projects.
They dlscuss ways to work with local leaders and
organizations as well as ways to ensure women's
Involvement In health project decisions. They
practice these techniques In role plays deal ing
with problem situations In community health
¥ork. '

To identify +techniques for involving and
motlivating tho community In projects to Improve
comanunity nealth.

(Steps 1-5)

To describe ways to ensure that women are
involved In all steps of the health education
process,
(Step 3)

To practice techniques for involving and
motivating the community In problem situations .
(Steps 4,5)

Bridging the Gap
« Chapters 5 and 6.

"Community Involvement® (WHO Supervisory Skills)
» Chapter 6,

pp.11-24, Chapter 26 pp.16-34,

Community Health Education In_Developing

Countries, (Peace Corps) pp.13-16.

The Role of the Yolunteer ii

iii Development (Peace
1 11d

Corps)
h .
Development (Peace Corps)
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Handouts:
- 14A  Questions to Ask About Involving the
Community In a Health Project
- 14B  Skills for Development Facllitators
- 14C A Checkllst for Use In Identifylng
Particlpatory Components of Projects,
14D Helping the People to Organize
14E  Problem Sltuations (to be developed
by the trainer)
- 14F Ways to Involve Women In Health
Projects

Tralner Aftachments:

- 14A  Factors Affecting Participation In
Rural Development Projects.

- 14B  Motlvating the Community: an
Immunization Example

- 14C  The Viilage Nutrition Actlon Program
In Thalland

- 14D Examples of Prodlem Situatlions

MATERIALS Newsprint and markers

PROCEDURE

Tralner Note

It is Important to coordinate this sesslon with sesslon the Role of
the Volunteer In Development, Women In Development, and Cross-
cultural Tralning, to assure consistency In approach and avold
unnecessary duplication of activitlies.

Prior to thls sesslon ask participants to read the following
sectlions In Helping Health Workers’learn: Chapter 6, pages 11-20
fCommunity Dynamics and Participation) and chapter 26, pages 16-34
\Paulo Frelre's Method of Consclentization). Also distribute
Handout 14D (Helping the Ccmmunity to Organize) for reading before
the session, Suggest that they think about +he following questions
as they read:

- Why 1Is It |Important to Involve the community in health

projects?
- What are the best ways to Involve communities In projects?
- What probliems could make It difficult +to Involve

communities?
Continued
Qo5
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Prior to the Session ask a participant to read Trainer Attachment
14D (The VYlillage Nutrition Action Program in Thalland) and prepare
to summarize +the project In Step 2 of this session. Also give them
the discussion questions listed In Step 2 as a gulde for the
presentation.

At least one day before the session, ask each participant to talk
with someone In the family with whom they are llving or one of the
training site staff to get information about one local leader or
one organization Interested in health-related problems for
discussion during Step 3 of the session. If you use the optional
step on Involving Women in Community Projects, also request that
they ask that same person and someone of the opposite sex what
opportunities and obstacles there are for women's participation in
planning and carrying out a community health project such as a
community clean-up campaign. Try to identify a specific on-going or
past community project that the participants can ask about so that
the questions will be more concrete.

Step 1 Factors That Help or Hinder Behavior Change

(20 min)
Introduce the session by explaining that the group
will be looking at ways to work with the community
to Improve community health and Increase self
reliance. The first step is to look at reasons why
people might be resistent to change .

Ask everyone to hold up one hand. Ask them to put
thelr hand down I[f they cannot answer yes to one
of the following questions:

| never smoke cigarettes.

| always wash my hands with soap and water
before and after | eat.

When | am sick | always do what the doctor or
nurse tells me to do.

| always wear a seat belt when | ride In a
car.

| never skip meals.

| always drink plenty of liquids when | have
diarrhea rather than taking something to stop
1T up.

Ask participants to think about iand discuss why
they behave 1In ways that they know are harmful to
thelr health.
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List thelr reasons on newsprint and ask them to
discuss questions such as the following:

- What keeps you from changling behavior that you
know Is harmful to your heaith?

- What kinds of questions do you ask when you are
consldering changing a habit?

- What conditlons could help you change these
hablits?

- Do people [n the community ask themselves the
same kinds of questions before changling hablts
or deciding to participate In a health project?

- What keeps them from changling harmful habits?

= What conditlions could help them change harmful
habits?

Tralner Kote

Some of +the reasons for continuing habits harmful to health that
you can expect from the discusslion are: s :
- They do not percelve themselves as”, susceptible to any
tliness or accldent,
- They do not reallze the severity of the_1liness
The new behavior does not fit thelr soclal or cultural norms
- They prefer to use thelr resources In different ways.
- Friends or family would be angry or upset If they changed
the old behavicr

Be sure to make the polnt that people's behavior Is Influenced by
many  factors, not Just knowledge alone., Social influence,
resources, and attitudes,and perceptions also Infiuence behavior.
You may want to refer to Trainer Attachment 14A (Factors Affecting
Community Participation In Health Projects) for speciflc examples
of factors,

Some of the questions people ask before changing a habit or
adopting a new practice that shoujd come out of the discusslon are:

What will | galn from this change?

- How soon will | enjoy this benefit?

- What can | lose from making the change?

What kinds of economic resources, knowledge and skill are
needed to make the change?

- How much of my time will It take

= Will 1t confllict with other more Important activities?

- Hill | get as much out of the change as my neighbor, my
spouse, others?
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(20 min)
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Discussing Ways to Involve the Community

Ask the preassigned person to describe the Yillage
Nutrition Action Program In Thalland or similar
case example of a project that emphasizes community
Involvement,

Ask  particlpants to listen carefully to +the
description of +he projJect, and recall their
reading of the example of community Involvement in
Guatamala In Helplng Health Workers Learn .Ask them
to keep the following questions In mind for
discussion:

= HWhy Is It Important to involve the community in
planning and carrying out a health project?

- In what ways can community members participate
In a health projects?

- Hhat questions should we ask when deciding how
to involve the --aumunity In health projects?

- What techniques can we wuse to motivate
community members to participate In projects?

Lead a discusslon of the questions and ask someone
to |ist the answers for each., Ask them to think
about their visit to the community earlier In this
tralning, and briefly discuss how they would
Involve jocal people In a project. You can also use
Trainer Attachment 14D (Motivating the Commurity:
Immunization Example) to help you gulde the dis-
cusslon.

Distribute Handouts 14A (Questions to Ask About How
to Invoive the Community In Heaith Projects),14 B
(Skills for Development Facliliitators) and 14C (A
Checklist for Use In lIdentifying Participatory
Components of Projects) as sources of valuable tips
on how to Involve the cozmunity In health projects
at all stages and how to assess to participate at
each stage. Also recommend Chapters 5 (The Family)
and 6 (Politics) 1in Comm e as
basic background on soclal organization In the
commun ity.
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Tralner Note

important points about community Involvement that can be ralsed In
this discusslon Include:

- It people particlpate In a project they will be more
interested In helring themselves In the futurs and less
dependent on outslde experts and resources (encourages ssif
rel lance),

- They will be more committed to taking the action necessarvy
to carry out the project.

- Untll people recognize and understand a problem they will
not be interested In soiving It

- Local knowledge and expertise should be Included in the
proJect planning so that the way the project is carried out
will be better adapted to local needs.

Some [Important polints to bring up in the discussion of ways to
Involve the community include:

- Continue learning about the community.

- Communicate cleariy.

- Listen carefully to what psople have to say.

- Establish trust and credibi!lity in the community.

- Galn the support of communlty leaders who can moblilize
resources (money people and materlals).

- Develop community cooperation and |cadership at the viilage
level (Frelre's approach).

- Start with a proJect villagers want even If it does not
appear most relevant to improving heaith.

- Start with a projJect that will produce resuits quickly
before golng Into more long-term efforts.

- Build on local self-heip traditions, bellefs, customs and
rel iglous valuss, .

- Practice what you preach ( provide a good role model).,

- Use teaching techniques that actively Involve community
members (active discussion with open-ended questions, role
play drama, peer teachingj.

You may want to mention that this lIst of techniques Is based on
studies of successful health projects.

Step 3 Finding and Working With Local Leaders
(20 min) and Orgenizations

Ask two or three particlpants to share what they
learned about local leaders and organizatlons when
they talked with community people <the previcus
evening. Use thls experience to lead a discusslon
on how to identify and work with local leaders,and
organizations, IiIncluding Information from Handout
14D (Helpliny the People Organize).

199 | -204-
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Some discussion questlions to ask are:

Why Involve leaders In a health project?

How do you discover local formal and nonformal
leaders?

Does a leader necessarily represent everyone
In the community?

How can leaders and organizations contlibute
to the success of a project?

How can Isaders or groups create problems for
health projects?

How do you motivate leaders and groups to
participate In a health project?

Tralner Note

The answers to the discusslon questions are covered In Handout 14D
(Heiping the Communlty to Organize).

If you declde not to use Optionai Step 3A (involving Women In
Community ProJects), bring out some of those discussion questions
In thls step and refer to the example of the negative results from
excluding women from the project In Tonga, described In Handout
14D. Also distribute Handout 14E (Ways to Involve Womun In Health
Projects).

Tell the participants that they wlili practice techniques for
working with leaders and organizations at the end of thls session
and !n Sesslon 15 (Organizing a Health Committee).

Step 4 Dealing With Problem Situations In Community
(45 min) Health Work

Have the group divide Into four small groups. Glve
each group four problem situations to dlscuss
Handout 14 (Problem Sltuations). Assign one of the
sltuations to each group. Give them 25 minutes to
prepare a 10 minute role play, demonstrating the
group's solutlon to the'problem. Ask them to spend
no more than five minutes discussing each probiem
situation, Identifying the problem, and deciding
vhat techniques to use to try to solve it.

Trainer Hote

Ask one person In each group to serve as facliltator for the group.
Ask another +to be recorder. Explain that this activity will enable
them to »practice some of the Techniques they have discussed during
thls sesslon. Encourage them to usa the handouts and Ideas from the
earller dliscusslons to develop thelr role plays. Clrculate among
the groups while they are working and answer any questions,

200
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Step 5
(60 min)

Optional
Step
(30 min)
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Presentation of Community Organization Solutions

Reconvene the large group and have each small group
present thelr skit 1llustrating thelr solution to
the problem. Discuss each role play using some of
the following questions to gulde the discussion:

What was the major problem in this situation?
What community Involvement techniques were
used? Were they appropriate?

In  what ways did the group Involve the
coamunity?

What are the major strengths of the solution®
How could the soiutlon be Improved?

Did the activities during the session prepare
you for dealing with the problem situations?

- Wil you be able to apply any of these
solutions In your future work?

Close the session by discussing the ways that
participants can Involve the local community In the
host country setting and the problems they are most
likely to encounter. Explain that they will be
practicing these community organization skills and

gailning new ones in Session 15 (Organizing a Health
Commlttee).

involving Women In Comamunity Projects

Ask a few people to share what they learned about
opportunities and barriers to the participation of
women In development projects In the local commu-
nity. List the Information from men and women
villages separately,

Have participants look at the potentlals and the
barrlers and discuss ways to Involve women In
health projects In this community. Dlistribute
Handout 14F (Ways to Involve Women In Health
Projects) as a reference.
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Trainer Hote

It the particlpants wlil be focusing on women In development
projJects or have not covered Women In Development thoroughly In
their other training you may want to iInclude this step after Step
3. You will find valuable resource material In Third World Womens

tanding » Particularly the article
by Judith Hermanson on ™Nowmen In Development: Defining an
Approach®, in Module V-8.

Handout 14E (Ways to Involve Women In Health Projects) can be used
to gulde the discussion of ways to Involve women and distributed as
a reference.

Be sure to meke the point that the way to involve women In projects
varies with the cultural and soclal setting. There Is no one way to
Involve women In projects. The approach must be community speclfic.

2412
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QUESTIONS TO ASK ABOUT INYOLYING THE COMMUNITY IN A PROJECT
® Leader Support
Who are the Important formal and nonformal leaders In the community?
Are there particular leaders that deal with health~related probiems?

Should any of +these leaderz be contacted for permission before
attempting to Involve the community In a health-related project?

How could the leaders help Involve the community?

Organizations, Groups, Indlvidual Support

What Indlviduals, groups, and organizations In the commulty would
probably be Interested in health-related activities?
Why?

Are there any Indlviduals, groups,etc. that might be opposed to
efforts in this area?
Why?

Are there any groups that might not have access to the benefits of the
project?

What Individuals, groups or organizations might have sklils that would
be useful In & health project?

Local Patterns of Communicatioa

What types of soclal sltuations are most approprlate for exchanging
what types of information?

How does the Information spread 1In a communlty or group? (that Is,
between which people and In what ways?) Two different patterns are
{1 lustrated below:

f
® —* '\m/’
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What [ocal gestures, sayings, clothing styles, and other +traditions
are used In sharing Information or entertalnment?

What objJects, plctures or language are restricted or forbidden?

How do people teach children how to behave properiy and %o perform
tasks?

What are the possible means of communication that could be ysed to
Involve people In the development of a project?

What means of communication are traditionally used for varlous types
of wassages?

Would use of these traditlonal means of communicatlon be appropriate
vhen trying to get people Involved In a project?

Local Patterns of Cooperation

Do community groups traditlonally work together on community projects?
If so, how do they organlze to work together?
if not, why not?

Are there alternative ways to tackle probiems In the community?

(Adapted from: Draft Peace Corps Tralning Materlals prepared by Ann
Brownlee)
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SKILLS FOR DEVELOPMENT FACILITATORS
Basic Skills

Throughout The stages of community development, the facliltator should:

i. Demonstrate an understanding of non-formai education through the
. use of:

® a varlety of communication technlques.

® problem-solving activities.

° methods that wmotivate others to actively participate in the
education procsess.

2, Stimulate planning and projJect Implementation through the use of
local skill,knowiedge and resources during:

® needs assessment and planning.
® health education activities.

] fol low-up.

o project reviev,

3. Use on-going wethods of evaluation of community involvement.

Taking the First Steps

When the faclillitator starts working with a community or group, he/she
should:

1. Understand and be able to express his or her:

motivation,

expectatlions of the experlience.
strengths and weaknesses.

role as a facllltator.
Indlvidual values.

2, Be sensitive and able to Identify:
° expectations of the local community or group.
° local culture and resources, Including customs, values,
knowladge and ways of |ife.
3. Communicate In ways that demonstrate:

° active llistening and observation skilis.
® an ability to filter Information.

_ - RN5
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° skill In working cooperatively and in collaboration with

. others.

] an undsistanding of the participatory approach +to
development.

° an ablilty to promote local self-reliance, Integrity and
well being.

4, Use appropriate on-going technigues for e&aluaflng commun ity
involvement.
Establishing a Dialogue
In the next stage of Involvement, the facllitator should:
1. Demonstrate skills in facllitation and organization that include:
® an abllity to work with exIsting local social structures and
groups.
e stimulating active local participation.
[ motivating others fo contribute their skiils and knowledge.
(] planning and facilitating meetings, when appropriate.
® sharing techniques for effective problem solving, team
building and negotiating.
2. Be able to examlne, analyze and prioritize Issues, concerns and
needs within the local context.
3. Understand and be able to discuss development Issues in relation
to local problems and strateglies for change.
4, Continue to develop skills In Interpersonnal communcations,
Including:
® encouragement of local leadership,when appropriate.
° buidlIng trust and confidence.
] consultation (e.g., active |I|istening, conferring and
feedback).
5. Continuation of community invoivement.
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Plenning with the Community

In planning for active commulty participation, the facllitator should:

1. Collaborate with the local community or group to identify:

®
®
®
(-

health needs

esources

goals and objectlives

potentlal problems or Iimiting factors

2. Assist In the establ Ishment of:

e 60

project criterla

plan of actlon

rethods of project evaluation

relationships wlith appropriate organizations and agencies to
form a supportive nstwark.

3. Clarlfy the kind and extent of his/her involvement In the
project.

4, Continue evaluation.

Evaluaiing the Process

In order to learn from, and Improve upon the experience of working with a
community or other group, the facllltator should:

1. Work with community leaders to develop and use appropriate
evaluation criteria and techniques.

2. Use a contlnulng process of evaluation to:

° reviea the level of local particlpation.

e review methods and approaches used during development work.

] assess the level of lccal self-rellance and well-being.

] generallze and apply theknowledge galned to Increase In
extent and benefits of community Involvement In health
projects.

(Adapted From: A Training Manual In Appropriate Community Technology.

Peace Corps)
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A checklist for use in identifying
participatory components of projects

The following checklist c2n be used to assess project pro-
posals as well as for project monitoring and evaluation.

Highly partic.,-ative
Participative

Somewhat participative
Non-participative
Authoritarian

OO

1. Project planning:process:

— through initial open discussions with the com-

munity of its problems and how to solve them A
s — through a discussion of the project proposal
with opinion leau.rs froni the community B

— through discussions with governn.ent/non-
government organizations at district/block/pro-

ject level C
— project thrust from the outside without discus-

sion D
— project imposed in absolute disregard of com-

munity’s wishes E

2. Identification of the needs:

— by the people themselves

— by local opinion leaders

— by a government agency

— by a centrally sponsored scheme
— by fiat

HOOwW

Excerpted from the Report of the Community Participation
Workshop, Agra, May 1981, organized by UNICEF, New Delhi,
pp. 13-16.
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3. Extent of resource mobilization for the project:

— by the community

— by the community and others

— through matching contributions

— through massive external assistance

— with no contribution from the community

mT OB

4. Identification of project workers:

— by the community with its own criteria

— by the community with imposed criteria

— appointment of local persons by outside im-
plementing agency

— appointment of outsiders

o o

U o

5. Development of social and/or technical skills:

— through short, local pre-service training, fol-
lowed by regular, on-the-job, in-service training,
in parallel with the training of trainers from
within the community A

— through short, local pre-service training, fol-
lowed by regular, on-the-job, in-service training B

— through pre-service training within the dis-
trict/town followed by some in-service training C

— through pre-service training in a remote institu-
tion without any follow-up in-service training

— no training or training in an unfamiliar language

tn O

6. Project implementation:
— under community control (especially the re-
muneration of project workers)
— under community supervision
— with some community involvement
— with no community involvement

Dawax

7. Periodic evaluation/monitoring of progress:

— by the community A
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-

— some evaluation by the community

— outsiders’ evaluation with resuits reported to the
target community

— outsiders’ evaluation not reported to target com-
munity

— no evaluation

mU o

This checklist needs not only initial but also continuous refin-
ing in the light of the growing understanding of the concept of
community participation and its implications. It should be .
shared with those formulating and/or submitting project pro-
posals—which means that there must be some common
understanding of the conceptual framework of community par-
ticipation between all those concerned with project formulation
and implementation.

There are in addition certain general points to be looked for

in assessing projects:
G o Does the institution move out into the villages instead of ex-

pecting people to come to it?

e Is the project working with primary institutions?

« Has the government given its stamp of approval to agencies
at the local level involved in the project?

¢ Dogs the project work with women?

o Is there a specific methodology suggested for community
involvement?

o Doesit include a specific methodclogy for involving people
in monitoring/evaluation?

o Does an infrastructure exist for an exchange of information
at the local level?

o Is there an acknowledyement of possible conflict areas by
the project?

210

(From: UNICEF,Asslgnment Children 59/60 (February 1983) pp. 133-135.)
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HELPING THE PEOPLE TO ORGANIZE

Now that you have some basic information about the community, the next step is to
broaden your contact with the leaders of the community. Involve the local leaders as soon

as possible in the project. Who are the leaders? Why are they important? How do you find
them? What can they do to help?

Who are the leaders? -

Anyone in the community may be a leader. A person is a leader when his or her ijdeas or
actions influence others or he/she helps to get things done that the people want done.
He/she is accepted by the people as a person of wisdom and sound judgement and one whose
advice has been valuable in the past. He/she might be wealthy and powerful, or a person
known to be very religious. Different people may be leaders in different areas such s
agriculture, religion, politics or health. The leaders you are interested in should have some
influence over people’s actions which are related to their health.

Why are leaders important?

Community leaders usually make decisions that result in success or failure of a project. They
are trusted and the people of the community will work with them more quickly than with
you. If this is to be the community’s program you must count on community leaders to
take some responsibility for its success. You are the spark plug and the source of assistance.
You can help bring together the other resources needed for improved community health,
But the project will not be a success unless members of the community participate; their
participation is usually decided by community leaders. The people to work with are those
respected by the community and who are willing to learn and work.

Two kinds of local leaders

1. Formal leaders: Are generally paid for what they do. Projects sometimes fail or move
slowly because these people were overlooked during the planning stage. Consult them
often and request their advice and assistance. Gain their cooperation. Examples of
formal leaders are:

— DPolitical appointees (mayor, party representatives)
—  Government officials (police, national guard)

—  Village chief

—  Religious leaders

—  School teachers

Heads of organizations

11
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2. Informal leaders: May receive no money for what they do and have no official
authority. They come from the local community and often have more influence than
formal leaders. They are not necessarily the persons with the best houses or the best
pieces of land, but they are liked, trusted and respected by their neighbors and are
willing to help. A woman may be a leader in respect to the need for a better water
supply while her neighbor may mainly influence vegetable gardening.

How do you discover the informal leaders?

The first step is to consider the responses you received when asking villagers “Where would
you go for help if you have a health problem?’’ Other questions you might use are:

“Who are the important people in the community?”
“Whose opinion do you respect?”

“Whose advice do you follow?”

“Who is wise?”

“Who settles.arguments within or between families?”

“Whom do you think people would go to for advice when their enildren
organize a special trip or event?”

You will probably find that the people named are those with leadership qualities and that
the named will differ according to the problem to be solved.

However, leaders may not be the persons who show the greatest interest at the beginning of
a project.

You may not uncover obvious enthusiasm to help others, but people who express interest,
friendliness, and willingness to work, or peole whose name was mentioned often by
neighbors, may be your key tc potential leaders. In your quest to discover local leaders, do
not bypass those who appear tc be against your work. Give them special attention and try
to win their support and cooperation.
