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PREFACE TO THE SERIES

-

.

- The Inte%national Health Planning'Methods Series has been developed
by the Office of International‘Health, Public Health Service on
request of the Agency for International Development. '

The seri€s consists of ten basic volumes which, cover a variety of
health issues considered vital for effective {evelophent planming.
. These ten volumes are supplemented by six additional works in

he International Health Reference Series, which list resource and
.reference material in the same subject areas. E
E XY

The International Health Planning Methods Series is intended to

‘assist health sector advisors, administrators and planners in :

countries where the Agency for irternatianal,Development supporz;

health related activities. , Each manual attempts to be both a prac-
tical tool and a source book in a specialized area of concern.

Contributors to these volumes are recognized authorities with many

years of experience in specialized fields. Specific methods for

collecting information and using it in the pkcnniﬁg PLAcees. are
included ‘in each manual. o :

- ‘ AN
The six supporting documents in the International Health Reference
Series contain reports of literature survéy d.bibliographies
in selected subject areas. These are intended for the serious
researcher and are less appropriate for broad field distributionm.

~ -

The volumes in the International H€alth Planning Methods Series

contain the collective effort of dozens of experienced -profess-
~ionals whe have contributed knowledge, research and organizationah
. skills. Through this effort they hope to p&ovide the AID field

officer and his host country counterparts with-o systematic
approach to health planning in developing countries. -

-~

N
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PREFACE TO VOLUME NINE

.-.‘ " ' ) . ~, I _. } ~

- N A
This volume deals with the subject of community health plamning.

. . It consists of a collection of papers dealing with the integration
of commnity health concerns into development planning. It is,
the ninth volume in a series of works knowm collectively as the
International Health Planning Methods Series.

) The series was prodéced dy the Office of International Health on .
) : ‘ request of the Agency for International Development to provide
- * AID advisors and national health officials in developing countries
with criticauy needed guidelines for incorporating health planning
into national plans for economic development. ‘

v Awgreness of the important role that health plays‘in successful
development has been increasing during recent yearg. A recognition

and concern for the role of health in development ing 4% the"
* » central theme .of a three-day conference on P1 g for Haslth
‘Care in the Context of Economic Development heldsfln San Diego
. during May 1978. Conference organizg¢r was Ren ite Fraser, Ph.D., ;
, University of Southern California. Proceedings of that conference / ’

have pravided most of the papers that appear in tigs 1 volume

The San Diego conference was sponsored by the U.S. 0ffice of Inter-

* national Health in conjunction with the Agency for International
Developmept. Its purpose was to identify problems and suggest l,
solutions which would eacourage and ove planning for health
care in the developing feountries of the world. . .

Preparation of this yglume was undertaken for the Office of Inter-
national Health by Pl Research, Inc., of Reseda, Californfa,
functioning 'as a subgbntractor to the E.H.White & Co., Management
’ Consultants of San Francisco, Califormia.
) Authors of articles presented in this manual have frequently v
‘ expressed personal points of view with refergnce to specific health

projects. While their viewpoints generally coincide with organiz-
ations or agencles with whom they are associated, the material in .
this text should not be construed to ?}flect the official policy

of any agency or organization. : 2
i«. ﬁ}t\M&JL

Paul 1. Ahmed
%' Project Officer
Office of International Health
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.Coommmity heslth planning is émerging at the present time smong health
planners as one_of the more promising avenues for the formulation of improved
health care delivery systems in the develdping countries of the world. Conmu-
unity health planning, of course, means many things to many people, and the
subject can be approached from several points of vigw, all promising some
degree of validity. : . ) '

2 . R .

Some planners prefer to emphasize the aspect of planning for the comm-
unity, basing commitwent of personnel and finances on as much specific '
knowledge of the particular needs and resources of a commumnity that it is
possible to obtain through systematic assessment procedures.

- Other planners prefet'to ‘emphasize the. aspect of health planning by the
commnity, attempting to incorporate perceived needs and expressed desires at -
the local level into the overall planning process. Tpe degree of input to _
development planning permitted at the community level 'is thought to be relevant }’\
to prospects for later cooperation and ultimste success or failure of a comp-
rehensive health plan. ,

Implicit in an emphasis on community health planning are two fundamental
_ concepts, both of which are discussed at length in the following papers. These !
are: (1) a sensitivity toward cultural differences and traditional preferences
in populations that inhabit rursl, relatively pSor areas, and (2) a recognition
that the indigendus medical system or practitioner can be incorporated advantag-
eously within na®®nal health improvement plans. A

. [ . . :

The first paper in this manual is "Bridging the Health Gap" by.Paul .Ahmed
and Aliza Kolker. This paper is specifically concerned with the use of ihdig-
enous resources in develop countries. “,, T

. . s ‘

Attention is focused’ analysis of the "western" modal'of medicinme, its
essentially biomeéfiical approach, and its appropriéte ess for applications in N’,ﬁ
g‘on-weste compnities. The biomedical medel, with{its perception of disease

8 trea%le phenomencn separate and distinft Xrow the personality or envér-.
onment of \he sufferer, is suggested as being pfopriate under many circudh-
stances. Problems of medical technolog§ tranPfer are linked ta inabilities .
to foresee cultural conflicts and t:op\}ch(teliagce on the suppoged universality *
of the western biomedical model. ~'°¢ ‘ '
an : .

"_The persistence off ®faditional conceptions of disease and traditional \
ica Jpractices side By side with western ''imports' is recognized as proof
at tié traditional system co {nues to have something to offexr which the
al population finds importantN A réview of pertinent literature reveals that
not>only are many aspects of indigenous medicind actually "scientific®, but .
also that western medicine is far from omnipotent, particularly with reference

C.
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to meeting the needs of rural, poor populations in the developing nations of
the world. , ) -

The authors C§;;i§ﬂe that a rational'vieqpoint is to dismiss the notion
that western and indigenous me8ical models are inherently antagonistic and to
develop, instead, an integrated medical care system that takes from each
tradition those elements that best satisfy the needs of a particular community.
The point is made that, in order to conform to the WHO.Qefinition of health, °
it is essential to focus the efforts of the health tare, system toward the needs
and values of people.in rural commmities.

Susan C.M. Sc haw and Gretel H. Pelto provide the next paper, "'Family
Composition and Strugture in Relation to Nutrition and Health Problems: Impact
and Measurementg''. . ) . . \ '

b}

This paper is_@®pcerned with predicting outcome variables for studies of
the impact of nutritXlon and nutrition related health programs on family ébmpo-
sition and structure. A model is offered and methodological issues are delin-
fated. Finally, some concrete suggestions for data collection and analysis
are proferred. '

Several types of evaluations are outlined that can bé utilized to "prove" |
that a given health program has achieved a particular effect. The guthors
emphasize that, while a perfect evaluation which ains\everything may not
be possible or practical, it may be altogdether possible to understand a great
deal about a program (perhapg all that {s necessary) when Appropriaté measuring
techniques and devicés sed, -

The authors goint out that, while it is difficult to be certadin of precise
causality in the~assessment of a health program impact, the evaluation of
nutrition and health is an important function with far reaching relevance.
Lacking 4n accurate periodic assessment, a program runs the risk of completely
missing the means of achieving its goals within the community.

Richard H Hart, M.D., then offers his report of "Rural Health Reorganiz-
ation in Tanzania: The Implications of Change Implementation." : -

This paper deaks specifically with the" cultural §mpact of plans for health .
care improvements in the country of Tanzania. The report offers specific examp-
les of the manner in which societies can be expected to respond to pressures by
a combination of gradual chﬁnge and a simultaneous reaffirmation of traditional
beliefs. The author points out that accelerated societal change in’ the form N
of improved health servicfs can be expected t? be disruptive. .4

Proposed services are itemized, and planning procedures are described.
This is'follcwé&kby a report of an implementation program consisting of a pilot
program, seminars, manpower training programs, and other pertinent aspects of
implementation, including equipment, supply, and legislation support.

13

The author conclydes that successful development of a rural health prqgram
hinges on many variables, but that an accurate assessment of community resources
can do much to ease progress of any\planned change in health care procedures.

-
1Y
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Aaron E. Ifehwunigwe, .D. . suppues the next paper which is e.nt.iblad
"The Community Health Worker: Guidelines fow Training the Community to Power the

Program." This paper is directly concerned with commmnity mpementation of
health’ programs | .

l' ’rhe auchor behe‘{es that it is of the utwost :I.wportance that healt;h programs : .
‘be planned and undertaken in partnership with the commmity, based dn their .
expressed needs and with the!.r fullest possible involvement and participation

The point is made that nut:r:l.ticm and health are inseparably rela;.ed, and .t
that food supply is similarly linked to food production. The importance of -
agriculture, the economic mainstay of most devel:ggng countries, is thereby « v
linked to heglth. Lotal community organization leadership in the economig :
realp (farm cooperativhs, etc.) are seen as potentially the mogt eﬂfective : \
agents for effectiag change in the gublic ‘health sphere. T
Selection ‘and training of community-based health workers ;s described, (-
and the'fupctions of the community health worker are outlined. ese functions '
. are subdivided int¢ the areas ‘of,basic health services, nutrit oﬁnkgrvicgs,' .
family planning s@rvices and enviranmenahl health serviges.’ '

» Climis A,. s pupplies the next paper, ical Envirommental '

ich is "Cr ,
and Economic Inter encies The Séarch fop Societal Valﬂes." Here the :
emphasis again is on need to work withip/the context of a' local culture and - * - -,

needs and resqurces of the community. -

togpetablisi’goals ?h are reievant to

.- .
The author, argugs that ft is not emough/to plan for healfh development by 5s§e§h\gﬂxxz’1“\\\
ing health need alone, expressing them as goals , and -4signing strategies to
accomplish these stated goals. Three distinct areas fof further research are
identified, which will impact on!;hq_success or failurg of the program. Lo

. The first area of research f; the interdependengies among all of the gaals
that might be referred to as envirommental. Secondlyl, the health impact of
these interdependencies must be determined. Finally/ boundaries must be
estdblished heyond which health -concerns and impacts/ shot'ld not be traded in

/ g ‘ .

ch of these :Qgiarch areas is described in/detail, and examples are

\ The author cMicludes that he has argued for a participatory and Co

systematic incegration of health concerns into. plgnning for development . . B
- K

The next paper is "Health Sector Assessmeny“ by Paul Ahmed and Aliza

Kolkexr. This paper provides background for the gevelopment of health sector

assessments as a tool for coordinated and integns ed health services planning,

particularly in areas with limited resources. [ .

ds is followed by a detailed

podel assessment. .Procedures are

A discussion of the concept of assessmen
description of the initiation and nature of a
outlined and personnel requirements suggested.

The authors discuss a numbet of criticipms and limitations of health sec-
tor ageessments and conclude that the assessgent has proved to be more 'useful
as a ghort-term, program planning document tfian as a comprehensive effort to
organize or coordinate the health sector of an entire couwstry. The community



orientation for effect'ive assessment applications is thus suggested, ultimately
F proving its worth in directing limited resources to the point where they will
produce. the most good.
Jpohn <J. Hanlon, M.D. contributes the next paper, which is entitled, "Socio-
Cultura¥@Factors in Health Planning Throughout The World." The essential message
here isghat socio-culguréi factors can be extremely important in planning for
health cj\re systems in developing countries.

) -auther makes the point that western-trained medical professionals
may bec "strangers in, .their own land" as a result of their training, failing
to realigtically evaluate the needs and resoutrces of their native society upon
return to it. He cites unrealistic reliance on sophisticated equipment and

misdirected goals to provide ""prestige' medical treatment in an environment .that °

demands merely adequate care for the greatest number of persons.

The usefulness of indigenous medical practitioners is recognized beneath
a burden of cultural bias, and the author is encouraged to note an increasing
emphasis being placed upon the application of the social sciences to health
problems. Certain sociocultural components or factors that should be taken

into cohsideration in health Planning are outlined. Similarly, pitfalls to be

avoided are considered. . .

- ‘

While conceding that political and economic realities cannot be ignored
by the health planner, the author believes that sound and effective health
policies and programs can be developed in any given polifical-economic systefn
if the health planner is sufficiently skillful in the political process.

. ’ f

The final paper in this manual is "Psycho Social and Cultuxal Aspects of
International Health Planning: The Ch llenge of Providing Health Care Assistance
to Developing Countries" by Paul Ahmad=ind Renee White Fraser.

This paper attempts to answer some’ fundamental questions about health
©are assistance prégrams. Has this massive help been successful? Have donor
nations met the challenge appropriately? Are there new approaches worth explor-
ing? The authors point out numerous critigisms and deficiencies in early ‘
attempts to provide health care assistance, most notably attempts that were based
on an ethnocentric bias that western medivine was easily transferrable to
other regions. Numerous psychoiggical, sbcial and cultural barriers to the
transfer of medical technology are mentioned, and the autho%s conclude that it

seems clear that the application of physical and biological sciences alone will
not solve the problem. p

* Alternatives to the basic western biomedical model are described from
existing literature, and a diagramatic analysis is supplied to depict an indiv-

idual's process for assimilating informgtion about disease and making decisions
about medical care. -

The authors close with an appeal for greater caunmnity'partic%pation in
the health planning process. The need to involve local people in participatpry
planning and management of local health projects is described as a difficult
task, but one that offers the greatest long. range benefits. '

B ! /JGML Qﬁa«’«.ﬁ .
. Paul 1. Ahmed
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« °  BRIDGING THE HEALTH GAP:-
. ' THE USE/ OF INDIGENOUS RESOURCES IN MEETING
. THE MANPOWER REQUIREMENTS OF THE WHO DEFINITION OF HEALTH *

Paul 1. Ahmed, M.A., L.L.B:
Deparment of Health, Education .and Welfare

L4 -

Aliza Kolker . L
George Mason University .

The WHO Definition

.
~

The goal of adequate health cdre for é&l the earth's people; pursued by the leaders

of the world's hations in the last three decades, was formulated in the Preamble to the
Constitution of the World Health Organization in 1946. That document defined health as

"a state of complete physicalj mental and social well-peing and*not merely the absence
. of disease and infirmity." This stat s regarded as the fundamental right of all

“human beings "without distinetions of Yace, religion, itical belief, economic or

" social condition," and the health of all peoples was declared "fundamental to the attain-

- ment of peace and security'" (Chasse, 1978). This definition, vague and idealistic as
it was, has been used as a focus for health planfiing guidelines and policies by donor
agencies and developing countries alike. In this paper we will discuss the implications
of the WHO definition for health manpower planning and the obstacles that impede its
full realization. These obstacles include the general problems of instifuting planned »
- change, the shortcomings o e Western medical model itself, and the severe shortages .
of trained manpower that aiggjmore or less permanent in developing nations. We will
contend that the only realistkic means for the realization of this ambitious goal is the
mobilizatioh of all the resources of recipient nations, including traditional medical, RPN
personnel, who at present serve many unrecognized functions not being met by the Western
.medical systemé.

The WHO definition of health as a state of "complgte well-being' has been attacked
as "frankly unattainable

’
bid thg framers of the 1946 Preamble seriodgly intend for all family
disputes, political contradictions,and the risk of being run over by
a truck to fall within the provifice of the medical system? I think
not. More likely, "health'Y was redefined in this context as the
ultimate social intent (Gui¥otti, personal communication, 1978):

-

Consequently, the usefulness of this definition as a basis for health planning las been
called into question (see, for example, Mechanic, 1968). .

A careful consideration of the background of the 1946 Constitution, however, would
lead te a different interpretation (see Chasse, 1978). The goal of pursuing "'the
complete physical, mental,and social well-being" of all the people of the earth, and
not only of the privileged few, may be construed as the expression of a precarious ethical
consensus of the world's leaders arising out of the chaos and destruction of World War
I1 and the Cold War. ¢

In addition to providing a unifying goal for a conflict-torn world, the WHO defini-
tion also gave expression to the uneasy recognition, long-growing in the forefront of the

1] . '
*The ‘views presented are those of :the authors and not necessarily those of the
" institutions to which they belong,
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medical professfon, that modern medicine, for all its spectacular successes, was not
- —yushering in a btave new world; many old problems remained unsolved while new problems
— were being created. If modern medicine was unable to fulfill the unlimited, promise that
--it had held out, then it was necessary to replace the purely physical“definition of good
health--the absence of disease--with one that called for thegtotal well-being of per ns,
so that other disciplines and resources’ could mobilized to pursue that goal.

The Western Medical Model

The limitations of the Western medical model have been amply documented (see Engel
1977; Fabrega, 1975; Twaddle and Hessler, 1977). Briefly'stated the biomedical model,
which dominates the concept of disease in the Western world, "assumes disease to be
fully accounted for by deviations from the norm of measurable biological...variables.
It leaves no room within its framework for the social, pdychological and behavioral
dimensions of illness" (Engel, 1977: 130). The model is positivist in that it.assumes
that only obdectivély measurable phenomena are "real," and reductionist insomuch as it
claims that the language of biochemistry will ultimately suffice to explain such socio-
psyChological and cultural phenomena as "illness.”

The biomedical model has dominated the academic study of disease at least since the
Renaissance ushered in the scientific approach to the study of man, but it has gained
complete acceptance only singe the middle of the 19th century, when ‘the causal link between
germs and disease was definitlvely established. This discovery has been considered "the »
most powerful single idea in the history of medicine...the single greatest weapon in the
so~called conquest of disease'" (Twaddle snd Hessler, 1977: 11- 12). It has made “possible
*a ssive and effective assault on acute difease through immunization and treatment, and

ugﬁgred in a period of optimism in which it seemed possible to eradicate all illness of
mankind. . . .

_ The biomedical model, based largely upon the germ theory of disease, became the basis
" of medical practice as well as academic medicine at the turn of the 20th century, when

medical training was reorganized and put on a §Eientific basis in the wake of the Flexner
Report (19103. Both the academic and _the. clinical branches of the medical profession
readily embraced "the notion of the body as a machine, of disease as the consequence .of
the breakdown of the machine, and of the doctor's task as sepair of the machine" (Engel,
1977: 131). Indeed, the biomedical model has been so spectacularly successful that it
in addition to being the only "legitimate' scientific model of disease, it has also become
the domfnant folk model of disease in the Western world. (A folk model, according to
Engel (1977), is an effort at &ocial adaptation; it is a culturally specific belief system
used to explain disturbing naturdl phenomena so that some corrective action may bé under-
taken.) . :

While the sutcesses of the new model were beyond all expectations, there was a coest
involved. Lost was the pregerm theory conception of the individual as organically related
to his environment, and of illness as consisting of behavioral and psyghosocial components
as well as biological ones. 1In a dramatic shif the discovery of germs transformed
medicine "from a people-oriented to a disease-ori€dted profession. Physicians became
absorbed In the study of disease, and their mission and training shifted from the care
of sick people ti;the diagnosis and cure of disease" (Twaddle and Hessler, 1977: 12).

- e

Notwithstanding the. spectacular successes of the biomedical model (with the under-
lying basis in germ theory) in eradicating acute disease and reducing mortality, for at
leagt the last generation many doubts have been voiced about its ultimate adequacy (sece

- Twaddle and Hessler, 1977: 132). The decline in morbidity duc to acute disease has been
accompanied by an increase in the prevalence of/;hgonie disease such as cancer and

-«
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diabetes, prompting such noted authorities as microbiologist Rene DuBlos (1959) to claim -

s that complete health is a mirage, and that the ultimate conguest of.ell diseage is an
. . . unattainable ideal. More xecently, a. variety of nonbiologicsx factors contributing to

disease or cotrelated with its incidence hsve-geen isolated; from envirofimental csrcinegens

¢ to accupulated life stresses and the pressures of rap eociel changé. Consequently,
some authors havé called for the inclusion of envirenméntal, social and’psychological

factors in the study and treatment of disease (King, 1972; Coelho and Stein,-1977; Grathm .

t
¢

.

. and §fevenson, 1968). ' Indeed, according to some critics, the biomedical model constitutee e .

-, an impediment further advances in hgalth case.’ This.1s so because the hodel has "
) systematically xcluded ndnbiological phenomena from the category of disease ox insisted °

that these phenpmene are ultimately explainable in phystochemical terms, and so it has
r become a dogma,” any questioning of whese-basic premises constitutea heresy (Fabrega,
<! e97ﬁ 1975 Ehgel, 19775 - . ) S
* Some euthors have suggested alternative models of,dieeaee that\do not sacrifice
the epormous advantages ,0of the bilomedical model while-.af the ‘same t incoxporating
sociopsychological and cultural eepedts left out by that model. ‘Thus'Fehgega (1975)
calls for a theory-of Ruman distase’which ineorperatee culfurelly spacific interpreta-
tions of’disease, Jmmediate and long-t ‘behavioral effects of the disease (i.e:,
impgirments in routine activities and erections). and the modes of organizati _
, usesezg the socialWgroup to deal with diseese.f; gel (1977) similarly calls forthe
% o sye tic incorporation of behavioral and psychosbcial data (e.g., infgrmation apout

stress-producing life.ehenges) both in. dieg-osing and in treating disease: -

*

"To proviqe a basis’ for understending the ;gterminants of q;sease and: .
arriving-at rational...health care, a medieséigpdel must also thke g
¢ “the patient, the soclal context in which hé Ifves, and the cdmple-"
mentary system devised by society to daal with the disruptive effects
A of jllness, that is, the physician rolé and the Health care system.
This requires a bigpsychosocial model" (1977 19 g e
x - 4
b If the need for incorporating nnnbi&logicel factefs in diagnosing £nd treating

- . ‘
digsease 1s perceived as imperative in Heetern culturepmshere the biolegical model is- uni- _*5F‘
*  versally accepted, it,is even mome com #Y1ing.in non-Western eultures. This is so ‘because i

tific" model significantly hampers the effectiveness\of tteatment.*‘Villagere n Gepalpur, ’

a very large gap betyeen the cultura pecific fle model” &'f medicine and the "scien-.

, India, for example, avoid going to the hospital becayse they trust the local medicine
man’ more fully (Khere, 1973). Guidotti (1973) for example, points out that a Western
physician may fall to diagnose illnesses which are very real to the Modoc Indian in
California, or he may overly qmphasize a disease which does not greatly bother thg
Indian: —Radin_and slowly killing disessst have been a condition of life to the Indian

. for countless centuries. Guidotti severely indicts the narrow perceptions of Wejgtern

+ medicine on the Modoc reservation:

. ’, ' L N~—— ‘
Western medicine fails to provide the close support and attention that e
native treatment'-provides and seems determined to alienate th patient*'

. from his family, his lang’ his culture, and all the other sougces ‘from
which he draws strength.%.tnot only are the [Indian] attitudes ards
health different, but the collision of centuries of trival experience
and a discordant aggressive alien socidéty have produced perceptions

_and...constructs which are interpretable only from within the
patient s own culture. Indians who have retained their traditional
beliefs often see Western medicine as a very superficial, palliative
magic which fails to perceive or deal with the profound disharmony

‘in thg universal order of things which is illness (Guidottdi, 1973:~ -
101-102). v

-
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» . i "It- should be poted p ﬂ%nthetically tlat a recent effort to estaliish a Navajo medical .
- ° school in New Mexicofin order to bridge the gap has been enmeshed 1n hnreaucratic delays

»
+
-

for the past Beven ears (Goldberg, 1978) . , , . v

. : The Western dical ﬁbdel, then, in addition to encountening the gﬁnersl.probless ,
of technology trtnsfer discussed Welow, is inhibited by the prevalence of alternative 8
folk Podeis that prevent a consensus  between ‘doctor and patieamt, a consensus often con- '
'sidered necessary-for effective madical intervention (see Fabrega, 1975)." We feel that
if alternative folk models are incorporated into the Western health care system, instead .
of being viewed as competing with it, the chances for effective intervention will be -

_ _higher. This is in addition to the current role of folk or traditional medicine in £illing _
- the gaps left by.the q§VEre.shortage of Westein-trathed manpower and facilities. S
- - . R . ' *

- TﬁefProblems of Technel_gy Transfer‘ A 'éiﬂ‘ )

YA B The importaﬁion of the Western medical system 1nto ‘non-Western. countries, in addi— _
h tion to being hampered by the built-in Iimicacions discussed above, also, sﬁffera from the -
. . general problems confronting the trapsfer of technology in any sphere.
_."'.. , . “ &.‘r . .
< o , Spectacula:ly successful as the Western medical system has been, its effectivenqsa'
‘ alone is not enough to assure that once available to the people of a developing country.*
' #t will be gratefully accepted and widely utilized. Indeed, as we have learned from faur'

, decades’ of research on planned change and the utilizatien of innovations in ‘such diverse

' . sgpheres as agriculture and education as well as medicine, the mere availablility of an
innovation whose technical superiority has been demonstrated is rarely enough to secure’
adoption (see Rogers and Shoemaker, 1971; Havelock, 1971). Reséatchers have repeated1y=
poinngd out that the following fa@tors are no less impartant.

.

LF

1. Relative cost. Effective though the innoyationAmay'be, its sheer cost may "limit .
- - its uBefulness. Medical services at the village level, even when nomipally free _
- “or available for toke? fees, are often prohibitively -expensive when bus fare and ~
~ - absence from Work arelcalculated. Press (1978) n&fes, for example, that in Third
' . World gitieQ defn physicians,,clinics and hospitails tend to serve the middle.
' and upper classes, whereas the podgest turn to the much cheaper neighborhood
- healérs. Even more unfortunate is the fact that operating modgrn, Western-donated
facilities in the capital“city may drgin the nation"s health budget and thus .
. result in even poorer service to the rural population (see Ahmed, 1977). Indeed
e Foster (1977) and others believe that prohibitive costs rather than cultural ' .
. resistance to change is the major obstacle to greater utilization af modern
A ~ - health care.s ‘ ) ; 5
f f \f .
2. Manpbwer shortgge. JIt 18 undeniable that even where modern faciliries exist, :
~ trained manpower is in desperately short supply and Fh‘ie is not Teason to believe
» ~ theg shortage will‘be all8viated: fo the near future. In Mali, for example, there -
N » were only 108. physicians in 1972 for a papulatibn of over 4 million, a ratio dof
-about 4(,000,persohs per physiciap. Of these‘phyaicians 82 or over three fourths
. lived in the major,cities. The majority of the rural¢populatian, ‘therefore, was
*  not served by physicians at all. As Imperator (197%5) pdints out, in the rural
. o g areas in Mali modern health facilities are extremely limited, consisting often of
o . a small bush dispensary With a few diagnostic facilities and a handful of medi-
' " cations rather than a fully staffed dispensafy with a well-stocked pharmacy.’ .
: The situdtion.is no’better in other African and Asian countries. Compared °to one .
ST ; physician per 622 persons in the United States, iefrChad there i one physician - CR




per 44,382 persons, in India one physician per 4,162 persons, and in Nepal one

physician per 36,540 persons (United Nations Statistéil Yearbook, 1976). As

Foster (1977) points out, 'Paradoxically, the gruwing_hccegtance of Western medicine
. is creating'a crisis in most developing countries. There are not now, nor will

there be in the foreseeable future, sufficient fully-trained health persomnel to

geet all health needs." It is mot surprising, thenm, that most the population of .

the world,.especially in rural areas, is served byjtraditional-medicine men, not

T by modern medical practitiongrs. i o o ..
3. Unanticipated cﬁﬁsequences of planned change. The benefits' of Western, ¢ine
' _in developing countries have been considerable. 1In Egypt, for example, the * -~

ate has dropped from 20 per 1000 in 1948 to 12 per 1000 in 1974, with
1ife efpectan® at birth increasing from 36 (males) and 41 (females) in the 1930's
- - to 52 (males) aNd 54 (females) in 1974. In Brazil the crude death rate dropped to
. ‘ 9 and life expec}gnéy increased from 37 (males and femafes) to' 58 (hales) and
: 61 (females). By comparison, the crude deatb rate in the United States is 9 and
the life expectdnry 68. (males) and 76 (females) (United Nations Statistical Yearbook, "
- 1951, 1976).  Notwithstanding these gains, the importation, of the Western médical »
* sgystem has resulted in some disturbing unanticipated coﬁéé&qéﬂteé: Chief among
- these have been overpopulation as a result of reduced mortglity, various ‘problems
resulting from the prolongation of life beyond its econoniically productive span,
« ' an increase in the prevalence of some chronic diseases, and occasionally
excessive dependency on drugs. These have contributed to some disenchantment with
. modern medicine in the developing countries no less than in the West.

*

: 4. Compatibility. One of the most important factors in the adoptian of innovations
' is the perceived compatibility of the innovation with the user's beliefs, values,
. . and behavioral‘patterns. A now classic example from the field of agricultural .
. . . - extension ie the introduction of hybrid seed corn in New Mexico in 1946 (see Rogers
. . and Shoemaker,. 1971). The results were spectacular: The yield from the hybrid . °
' seed was double the yield from the old seed and within a year over half the farmers
adopted the new seed. During the next two years, however, all but three of the
farmers who had adopted the new geed discontinued it, although its techmical o,
S superiority was unquestioned. The reason was that the corn was used to make
. tortillas for local consumption, not only for animal feed (as the extensiomn agent
had assumed), and the farmers' wives did not like the flavor and texture of the
new hybrid corn. The innovation had failed despite its undeniable technical
.superiority because it did not agree with local taste preferences. In another
case, as Guidotti (1973) péints out in the excerpts quoted above, the intompati-
bility. between Western medicine and the native perceptions of .the Modoc Indians
in California seriously hampers the utilization of such modern medical care as .
is qvailable. The Western-trained physician may fail to didgnose or.to perceive
illnesses which are real to the Indian, or may emphasize diseases Which are‘neither
discomfortigg nor disabYing to him., It will be remembered that to the Modoc
* Indian, as to many millions of the Earth's inhabitants, neither paln nor a slowly
killing disease presents a frightenin giospect: He has lived with both for
+  countless centuries. A different sort ol value clash centerggen the importance of
privacy, which may prevent the Modoc Indian’ from revealing his personal affairs '
to the health worker for fear it might come to the attention of opposing factions
in the village and thus be used against him. ' .

i

: . The Rockefeller anti-hookworm campaign in Ceylonr(Fostgr, 1977) revealed another
.gxample of the need to.overcome pergspﬁgil and attitudinal incampaﬁi ility before health
.care can be effectiyely administere '_ e,campaigg‘to.gradicaﬁe hooKworm failed partly.
- - : . .
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. , . .

-~ . because it was conceived as strictly preventive, and the. CeyloSEse could not accept the
logic of preventing disease through environmental sanitation while their more pressing
problems, wounds, abscksses and acute diseases, were going untreated. Fortunately most

* medical tesms beday combine preventive with cgsetive care (Foster, 1977)

- A different type of value incompatibility is manifested in the resistance of

- Western-trained health bureaucracies and -professionals to. changes that may threaten.
their \position or their cherished role’ expectations: In tliis reﬁpect they are no different
from reauqraeies and profeesiona g elsewherg, of course; indeed from human heings and ‘
organdzations in general. A commod example is,the frequent: reluctance of physicians! .
and nurses to relinquish some of their tgsks to subprofessgonals, even when the physicians

. .and hurses themselves are hopelessly overburdened and the change will clearly ‘benefit « -.

~~ the client population. This was the case in Tanzania, where a reorganization of mother-

~ and-child-health clinid to offer more comprehensive and dccessible care was initially !

. opposed by the clinics' staffs-(Hart, 1978). As Foster (1977) notes, "Phy§ftians are

- anxious o ube every level of heelth worker in furthering a health program...but the ’

wnrds 'diagnose and 'prescribe! evoke the strongest fgelings of professionalﬂpnsseehive-
\ ness,'" Another bureaucratic'hurdle to ‘improving health’care delivery is the resistance ‘
y of clinic staffs to combining preventive and curative care, a practice whigh, ag. ve saw
above,, is necessary if the people are to trust the government clinics and util them
: extensively (see Foster, 1977; Hart, 1978). Thede are but a few examples of entrenched

.. . bureaucratic patterns and professional attitudes which, like the traditional values and

. attitudes of clients, impede change. 3 ( - .

These, then, are some éf the obstacles to a wider 'utilization of Western medicine
in developing countries, obstacleqhyhich prevent Wedstern medicine in these countties
from achieving the same spectacular gains as in the-West. There is a growing awareness
in the international health community that the only way to assure adequate health care
in the future is to integrate traditional health resources into the Western medical
system and thus to utilize all of the country's resources in the service of effective, ?-
medical care. Such integration must be done én a limited and careful basis, of eonrse, ,
to prevent the abuses of traditional medical practices ‘from being perpetuated. ‘ y

' e
What are the systems of medicine now serving.the mejority of the pepulation’&n .
* developfpg countries and what are £heir implieé‘ians for the Western medical system?

, Traditional Medical Systems v' . ‘$~‘C;_

The persistence of traditional- conceptions of disease and'traditional medical
practices side by side with a Western medicgl system has been amply documented. Thus
the government of India's Report of the Committee on Indigenous’ System of Medicine (1948
78) says, "It is admitted by all that at the present time Indian medicine einisters to
more than 80 percent of the population, and that it is perhaps the only kind of care
available in the rural areas.'”" ,h That the qﬁpuation in India is not greatly different
today 14 attested by Dunn (1976 154-5):

* In modern India, the indigenous systems remain enormously/important

. as providers of medieal carg, not only in the villages t alse in
‘ the cities, and there can be no doubt that Ayuverda Unani [the
scholarly medical traditions of India's past] contribite substan-
G tially to the cumulative impact of these systems on Indian health
and 111 health ..There can be little doubt that popular traditional . .’
medicine will indefinitely survive, wifitever the level of develop-
ment of cosmopolitan [i.e., Western] health care.

LY
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PR “ s Indeed;‘éh-heslielels76: 1) points out, "the health concepts and practices of mobt S
. people in the Wwyrid. todpy continue traditions: that evolved during antiquity,!' although . , .
‘ only a few, such as the Chinese, Ayuverdic and Unani traditions, continue as scholarl ’

-

ag well’as popular traditions. = = -

-

“Thes& three Asian systems share in tommon an overall conception of disease and an
“overall a;ggg;;:tion of\ practice which actually underlie many other traditiomal sxﬁt;mgj
" of medicine (@ee Lielie,\]976; Opler, 1933; Kiteme, 1976; Imperato, 1975). They are/
. based on a finite number of 'humors" which are actually sligmments of opposing quali-
-.. ' ties: hot-told, wet~dry, male-female, strong-wask, etc. , The 52311£br1ua of these

- t
s

d -

+ .~ . qualities maintains health and their disequilibrium causes illnegs. Human anatomy
jsical environmént,| indes

- physiology are viewgéd as intimately bound with the social and-p

" with the coamed. ce treatment comsists of restoring-a state of harmhy batween the - .
- body e.environbent as we}l as within the body. This is done by the manipulatio® - = ¢
of diet, Teybal mndications,:?}haviora; modifftations, or rituals. .. LN
It must\be exphasized that le many folk curers: are chariatans and quackg; of o . .
course, much traditdoral medigine firmly grounded irCaficient .traditiogs of rational ' .- & .
learning and regGires lengthy periods of formal education before one ié §llowed to’ s
practide. leslie (1976: 7), for example, rejects the assunptiop-that all non-Western, . M E
_— medicin{ is unstientifics . _ ' R . .
. By.c y recognized criteria, Chinese, Ayuverdic, and Arabic medi- ' \> b
“ '~ cines are scientific in substantial-degrees. They invplve the ' "
2 - rational uée of naturalistic theoried to organize and interpyet-
. U _systematic empirical obsérvations. They have eiﬁlfhit,.orde y .- : ‘
' ways of recording and teaching this knowledge and they have s : \g\_/

efficacious methods for promoting health and for curing illness. « -
Thus Kiteme (1976f,;eporta thae the training of African healers{ds a life-long
enterprise, often learned from one's father through ap arduous apprenticeship. The
apprenticeship requires perfods of meditation in the forest, communing with the forces
of nature, the mastery ﬁf over-200 pharmacological herbs, exf{ensive self-mortification, *
' elaborate rites-depassage and a righd code of ethics. Cuid6tti (1973) similarly reports
thatsthe Ach ghamail, before being admitted to practice, must undergo & long- and
rigorous traAning\during which he mus ster and control a variety of "pains" which
aré considgred the etiological factors of diseasa. To incorporate ;hese-"ga}hﬁ" into his
~ ~ body the shaman must cooperate with an interceding spirit, be instructed by an older ’ .
X _shaman, and ungdergs special initiation ceremonies. Thus "Shamanism was not an arbitrary
¢ and disorganized body of belief, although it may have degenerated to this 1A the hands
of some quack practitiopers after the. white invasion!; indeed, fuséd with insights obtained
from mysticism and altered states of consciousness, shamsnism has made major contributions .
to jéstern pharmacopoeis (Guidotti, 1973). It is not surprising, then, that in many :
coutitries native medical traditions are highly organized in associations of practitioners, '
teaching institutions, and research institutions. This is particularly true in India and -
in China, where the governments recognize and support the 'native traditions (see Leslie,
1976). It is harder to accept, of to justify, the disdain commonly manifested by some
Western-trained medical practitiomers toward native practices, particularly in light qf .
the '{nadequacy of Western medicine at its current level to meet the neéds of the people
in many developing nations. -

1 - / - Zz .

That traditional medical systems serve many ‘needs not béing adequately .served by

Western medicine, if addition to filling the vaccuum created by the shortage of Western~

- trained manpower and the high cost of training, is undeniable. These functions are both
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psychological and sociological, and they differ soméwhat between stable traditional ‘o
- societies and those undergoing th diglocations of rapid urbanization and modernization. .
They include the following: *‘, 5 . . o
1. _Relief of stress and anxiety caused by the uncertainties of illness. By treating
"the "whole personglity" and by viewing health "as a domplex, ecologically contained '
- phenomenon,  with natural, super-natural, ritual and social causation" (Ademuwagum, -,

1969: 1087), they operate on the basis of the same cultural premises as' their
patients -and are able to invoke cultural, religious and psychological gupport to
‘relieve anxiety. Jgn addition, the medicine men use therdpeutic’ deviceb, which are
familiar to the Patient, including everyday foods and drinks, familigr taboos .and
superstitions, and a common language or dialect. This furthei redché.the anxietye
/ inherent in -contact with the unfamiliar world of modern-medicine. Khare (1973), for
. example, reports that in Indis villagers are often relucthnt’'to seek medical aid
"~ _outslde the village because Xhey cannot expect the same asmoung of sympathy and
care that they get from the native healer. They also trust the native healer more:
because he does not use unfamiliar treatment. The hospital in the nearby town
(_,,“__;;gmains unvisited, becausedthe care it provides is perceived. as-.dold, dehumanizing,'
' and stress-provoking. . : 2 . -
2. Cost and convenience: As we have seen above, modern medical ceté, even when cffered
-~ free of charge or for a nominal fee by a governmgnt clinic, 1s expénsive and F
inconvenient when we calculate the cost of transportation for a mother with several
children or of a day's unpaid absence from work. Press (1278);estiﬁates that of ' .
the low-income clientele of a Bogota climic; 30% to 40% could not be cured either )
because théy could not afford the cogt of propex treatment or because their im- -
poverished environment counteracted the effects of antibioties™OY~vtherfdrugs,. -
Women in Moslem societies may be further inhibited from traveling outsilje the .
village to seek medical help because of strong cultural restrictions on ! s

bility. By contrast, the traditional healer 1ives nearby, charges affordable fees,

and is available day and night. . .
r : . Py .

3. Primary group involvement. Not only do traditional healers manifest a more particu~

' laristic, affective and diffuse attitude than do Westéth medical practitioners (i.e.,
the former are more persomally jnvolved: with the patient’ and tend to'treat "the
whole person”), but they often involve fihe emtire family as well as-the community
ipdghe process of diagnosis and treatmedt. “This is not only emotionally gratifying
t®the patient, but it reinforces his motivation to comply with the prescribed

o treatnent (Ademuwagum, 1969). . : .-

4, ‘Cﬁntrol of deviance. For the closely-knit traditional community, \raditional medizine
- may constitute an important mechgnism of social control, by.diagnoding the cause of
<disease ot”ill-fortune'and by prescribing corrective measures. - example offered
b Opler (1963) is the Indian villager who suddenly became irratid@fl and violent
and\alarmed his family by loudly criticizing ;ndia's national leaders and praising
those™of Pakistan. A shamanistic -rite revealed that -the cause of his dangerous -

“ behdvior was the evil influence of the ghost bf a Muslim, and that he was being *
-punished for having stolen an offering to the gods., He was ordered to pay back and

» the deranged behavior, once isolated ang comemmed, ceased. In this dnstance the

cause of the deviant behavior was diagnosed as supernatural yet ultimately the doings
of Ahe deviant; his dangerous behavior was safely contained.a The traditional healer
also acts as an agent to control overly lusty-appetites, restoring social equilibrium
by dranatiging and reinforcing the idea that it 15 dangerous to covet unattainable
wealth and power (see Landy; 1974). Unlike Westiiz‘figicine, which asks, "How did
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N 1 get siek?ﬁ" txeditionel medictne eeke "Why did 1 and no; my- neighbor get siek" _
- It ultime:ely provides a eetiefyi . angwer. couched in terms' of ‘Ssone super-human ) D
. sybtem of retribution and justice. Thie imparts & sense of rgeignatiqp and an- . .
-acceptance of . the inevi:eble (see Hughee, 1978). L : R A
Py : _.do,-__,' Y i . - . 5

Press- (1978) and Lendy (1974) note the*opeeiah edditienei funetione of tfedin - .
. tional healers. in transiional societies - hﬁelere serving thent urban mighk encs
. in the_teéming cities of developing ount:iee. "Th funct¥one include t .
~+  following: . . . _‘,fé§\ | o -
Cr ,' . i
5:° Hinimizﬁié the trauma of kultural chenge the- :reditionel healer ‘as “culture, ;u -
broker " sTraditional healeds help to maintain the persénality integration of Ce
" the rural migrant in a baffling urbsh milieu by interpreting illness in familiar Cow
, terms and By exhibiting familiar behavidtal, kingyistic and drritudd patterns.- e
) At the same time, the urban foik healer dften incorporates scientific termiholegy ~ =~ -
T into older magical throught patterns, prescribes antibiotics, and refers difficult )
' cases” to a-government hoepicel.of clinic. . He thus helps £o ease the migrant's" : W\
. adaptation to modern health usage and to moderf .cyltural patterns in general. - * - _ .7 &\
. o The healer's role then, in many cases; has been resynthesized to incorporate o ‘
modern elements; he has become not a change resistor but,a chenge agent, medietins
. between‘the old &nd the new worlds. )

»
L3

n‘.

3

- 6. 2?%%viexing personal stress reeulting from social disorganization; uprootingr-end .‘ﬁ:'
v+~ change. In cities wider economic opportunities combine with the attenuation of as-

cribed status and with increased social mobility to raise the aspiration level of R
recent rural migrants. Inadequately prepared and disadvantageously located, o o

however, migrants commonly fail to attain their aspirations.  As Coelho and Stein . '5‘f
(1977: 382) put.it, "Their hopes are dashed 37 shanty towns, social ghettos,; under- - . A

employment, isolation, lack of assistance, and nostaligis mixed with frustratiom.
Little by little the hoped-for well-~being turns into daily frustration; emfly. : i
1ife disintegrates, health {s threatened." Traditional medicine, by encouraging . .
displacement of responsibility for failure from self to other sources, rationalizes ﬂ £
failure and alleviates the stress resulting from it. This is different from the
‘:iuncticn of rurel healers in 1owering espirecionel igvele or minimizing‘attempte
o achieve. | _ »

PR Foetering etmic i&entity. Ei éthnically heterogenecus cities traditional medicine

provides a focus for group. identity by distinguishing between imgroup membere and

nonmembers. it thus supplements other aspects of the group's culture euch ‘as ..
) religious and ethnic rituals. - '
'y e i : .

in urban socieRties, it is not sutprising that it has survived in spite of the increasingly °
successful onslpughts of modern medicine. Indeed, it has either, survived intacf or made

‘a significant comeback even in present-day United States. As the New York Times has
recently reported (Vecsey, 1978), spiritual healing, long associated with Pentecostal
groups, {s rapidly gaining acceptance in Catholic and Episcopal churches. It seems that

by appealing to deep-seated psychological cravings, spiritual healing fulfils a need

not being met by modern Western medicine men in a society where the dominant olk model

When we §:nsider the diverse functions of treditionel medicine in turel as well as - 'Q‘

is the scientific one. This is much more true in societies wi ong" nonscientific e

folk traditions and where Western medicine does not heve surTTesqqnt hanpower to meet the

needs of the populetion. . . ¢
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~cannot. be met without an integreted ort -at rural development, since freedom fr
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Conclusions: Towards Intgg’pt%d Medical Care * o ¢
. [ . L .

a

‘In the final account the WNO dé%inition of health as "a stateaof total well-

disease mugt -be complemented by freec from hunger, fram repression, and from ignorance,
It is clear that efforts to imptove health care must be awgompanied by economic develop-
ment, educational upgrading, .and political liberation. The Wetails of such an integrated
approach, however, lie ‘ouside the scope of the prese paper. For the purpose at hand,

it is important to emphasige that.in order to wmeet goal set by the WHO definition

the issue of health manpower needs must be reconsidered in thg-context of the tdtal .
national health system. . The quesgion to ask is,."What kind of health systen do we need"?‘

"instead of '"What kind of health manpower do we, need"?

~ -

”~

) ] . { o .
. HHile the qgestion of dhat kind of health system a country needs .depends on its

guidelines. It is clear thae heelth care must be oriented towards serving the needs of

--all the people in the country and not only the urban or the more well-to-do. = The fgcus -

of health planning should be on primary health care in the villages rather than on
technologically sophisticated health care in the clties, as has been traditionally the
case in hard-pressed developing countries attempting to modernize rapidly. _Flahault
(1976) suggests an integrated hierarchical‘approach to structuring national health systems.
At the‘lowest level he envisions village dispensaries providing rudimentary primary health
care to‘'local communities. Primary care, according to Flahault (1976: 442), "provide
simple and effective serviges that are readily: acce&sible .to patients and help to improve
the living conditions of individuals and communities." This includes preventing the
spread of- communicable diseases fhrough vaccination, treatment, and teferral Jmother and

‘¢hiild care; health education for better hygienic and sanitary habitsg’etc.) Village

dispensaries are to be supplemented, supported, and coordinated by rural health centers,
by rural hospitals, by district and.regional health servigfs, and finally by specialized
national institutes gnd university hospital centers: At gach level of centralization the
services provided ar®more specialized and the level of gta¥f training is more advanced.
Thus while rural hogpitals and ‘regional centers are to ‘at least partially staffed -by

* fully trained medical persomnel, village dispensaries fire to be staffed entirely by

auxiliety health workdrs. These workers will originate from the community; receive only

“ a few months' trainimg, and continue to work at their usual occupations. They will need

to be supervised and assisted regularly by the central q;ganieations. It is at this

point that the Western and the traditional medical cultures intersect: The auxiliary health

workers may be recruited from the practitioners of traditional wmedicine who are willing

to undergo training and to submit to supervision. This will assure the coppatibility of
the health wqrkers' approach with the attitudes and perceptions of the ¢clients, and at the
same¢ time will incorporate into the Western medical system alternative folk medical systems
which constitute’potentiel sources of resistance to it.

One example of an integrated approach to primary. health care is the WHQ project in

‘,'Soﬁelia (see -Ahmed and Steinglass, 1978). Folldwing independence in 1960 all practicing

physicians left the country. By 1973 there were 193 physicians in the country, of whom

135 were Somali. (This meant a ratio of one physician for every 15,500 persons. More tham

90X of these physicians worked in urban centers. There were only four dentists, 770
nurses and midwives, and_74 medical laboratory technicians. Since 1960 health planning

"efforts have followed the.fraditional pattern in dewveloping countries. In the last decade

Somalia has devoted a veryVlarge portion of its health budget to establishing a medical

~ school, where the’teaching, dome primarily by Italiah doctors,_is largely theoretical and

academic, and to expanding the three schools for nurses and midwives, thusstill deaving

the rural popul®ion almo hout “access to modern medical care. By contrast with this
. . . . ’ .
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familiar pattern of centralizing health resources in urban, hospital-based, high quality,
medical care, WHO has undertaken an innovative experident to ‘improve primary care to the
rural populatidn. , Community-based village health wdtkers, 'reszpuitéd partly from the ranks
of tradifional ptractitioners, are being trained in rudimentary preventive medicine,
nutrition, ,sanitation, and the treatment of common illnesses. After the training (which
lasts about three months) the/ auxiliary health workers return to the village, whete they

- . continwe to work at thier usual occupations but are also responsible for community health
care. They are supportéd‘and supervised by the district staff. To be sure, the project -

" has encountered numerqus bureaucratic obstacles, particular y objections to its "alien'r

origins (it is supported by WHO and thus is not a part of ffhe national health system).
It has also created a need for mare personnel at the distrift level to supervise and
train the auxiliaryshealth workers, as well as a neded f&_' tgining in community health- ™
care at all levels. In anyfmse, the interface between the health bureaucracy and the
people it serves has been transformed and the balance has shifted back to the coumunity.

, E‘Sr the first time the fural population 1s being served by Western-trained medical Y

™\ . personnel, howeper rudimentary their tTaining and equippent. ' . :

‘Wheier T not traditional medical practitioners can be formally integrated inteo
‘the natiprkl hejlth gervices, the important point 1s that health care should be avail-
able to all. In\prder to make "a state of phystcal, mental and socigl well-beipg" avaid-.-
able to all peopde, it 1s necessary to refocus the efforts of the health care systen
towards the needs and values of the people in rural communities; it s necessary to

brng them intc\tbe' process of health ‘¢are which affects their 1ives. o
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I. inwcTION , | B . :

Pugpése : - S _ ' | B -/

The purpoae of this paper 1s to aid in cenceptualizing and predicting outcome
variables for studies of the impact of nutrition and nutrition-related health programs

" op family composition and structure. An attempt is made to emphasize .dutcome measures

of potential utility to action programs. After a discussion on the relevawce of the ¢
problem, this paper presents a model of the impact of heflth and nutrition programs on
family size and structure. This model focuses on the mdst pertinent variables and rele-
tionships in the experience of the authors.. Section three delineates some basic
methodological issues, while ggction four presents some concrete suggestioks for data

collection and analysis. A true methodological manual would run to book lehigth. We have

merely highlighted several important aspects,of data collection and refer the reader

to other sources on methodology that we feel are particularly useful. - _ o

*
)

‘ Relev!%ce : e : ' L o : ' A

During the gourse of the conference where thls paper.was presented, many questions
were raised about the validity apd utility of evadluation efforts. - Many of these comments
were directed at the difficulty of 'praving" that a given program had a‘specific impact.
For example, how can one know whether an observed drop in morbidity in infants was due . -
to a supplemental feeding program when other factors such as lowered exposure to pathogens
due to behavioral changes, vaccinations, etc. may -have been operating? There is no
question that the objectives, of many health and nutrition programs be realized through.
a multiplicity of factors which are difficult or impossible to distinguish. A "perfect"
evaluation, which explains everything, may be impossible or possible only at great cost.
But it may be possible to understand a great deal about your program with 20 percent of
the effort of the most comprehensive evaluation. Such comprehensive evaluation may not
be a reasonable goal, but the other extreme of rejecting evaluation leaves a program with
no parameters to guide it. An empirical assessment of the impact™ of .8 program, based on

as much evidence as possible, will be bétter than assuming you are on ‘the right track with-

out ever lobking for evidence to suppott or disprove your assumption. .

B

There appear to be several types of evaluation possible where the impact of health
programs is concerned. One type measures the extent to which program goals are
achieved, dnd the extent to which those achievements can be attributed to the program
(program impact). A second {ype measures the effectiveness of the delfvery of the
services offered. This 1s actually a measurement of program process, but that process
in turn affects the degree to which the program is wsed, and thus affects its impact.

A third, less usual type _.of evalultion attempts to measure the unintended comsequences
of a program, its impact in areas other than the district program goals. An example of

14
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i \ the type of goal measured in the first type ‘pf evaluation would be "to lower the infant - v .
mortality to level 'x' or below," ,In this case, questions are asked about the best way
to do this (vaccinations, food Supplementation, treatment of infection, improved economic “
. status of the family, health education for the mothgr; etc,). As Patrick Marnane says
in his paper presenced at this conference, the type of experiments (such as treatment . R
for one group and not another) which planners would like often are difficult to carry -
out for ethical and practical reasons (45). Oftep, ‘scarce resources dictate "matural"
experiments where a type of program may be tried first in one region. Many other times,
the oytcome of compbnents of the program can be’ ptedicted thus aiding in the assessment
"of the impact. For example, if you know a measles vactine is highly effective and it.is
administered to roughly 80 percent of the children 4n a given population, a drop in the .
incidence of measles may be very likely due to the program efforts.. Mortality as well <
as morbidity may be affected, since it is also known that the death rate for measles is .
" higher in a poorly nourished popylation. Thus, you might dlso be able to, hypothesize ']
that .an observed. drop in the infant mortality is due, at .least in part, to the vaccina- '
tion program, . , : , . . .-

-
-

The second type of evaluaticon meéntioned above 18 net of whate you decide to do,
,  but how well yol do it. This is the evaluation of the efficiency of a program in deli- -
vering -services. In many ways, this type of evaluation is easier than the first. It
is possible to find out who is using your tvices; how’ they feel about them, and how
‘to improve the services so that more peopfe will use them and f(hd them easy to use.
The value of this type of evaluation should be clear. Obviously, you want to make the .
most efficient use of .your resources. (Unless your goals also include factors such as
employing as many people as possible even. though that is a less efficient way to deliver - .-
pervices.) Obviously, if your program is poorly delfvered, that will affect its |
impact. Not incidently, that would also make e difficult to .sssess the value (o
.of a given course of action. A good example ype of complicatdion is when you ‘
assume that people didn't use.a contraceptive program because they didn't want
to space or limit' thekr families, when in fact, the women in that society happened to
be extremely reluctant to be examined by male physicians, and the prograuxétaff
included no female physicians.

o~

As discussed previously, impact evaluation has another dimension as well as the
two just described. Whatever your gcals, your course of attion, and your heamlth care R
delivery system,‘any or all of these can have unintended comsequences. The axample '
of-the measles vaccination program described above may be taken a step further, 'If the
.infant mortality rate has dropped (supposedly due in gart to lower rates of idﬁﬁction),
then more children will survive than- did previously If this is not reduced acdcordingly,
then the completed family size will be larger. Depending on economic and other’ circum~
stances, this may be either,dn advantage or a disadvantage to the family In any
case, the growth rate for the population will be higher and this in turn will have a
set of impacts such as increased need for jobs, education, health services and othe;
resourceg. This is an example of the impact of health programs on family'size and struc-
ture which went largely unpredicted during the early decades in this century when great
emphas{s was placed on reducing morbidity and ‘mortality. This prediction cqpld have
‘helped societies plan for these changes in populagion size and structure. While \ NI
causality can never be proved, such analysis and predictions of likely outcomes are S -
essential for planning, and for feedback to programs. For example, an attempt to N
improve the nutritional status of families may be thwarted by the dncrease in.family sié@
as more children survive so that’ family resources may be shared' among more peopie, thus -
lowering the amount of food available per capita, and lowering.the nutritional status
of the family once more. Clearly, unintended cansequences can be either related OT.
unrelated to program goals. ' '
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" or more complex: city, state and national commmities {t is.clear that the household «, -

in human societies one finds varying types

. Other variations include polygamy (marriage

as compadresf in the household

ﬁﬁese unintended consequences of programs ‘call far 2 broader type of evalu tion than
has been previously the rile. Family composition and structure are among the variables
influggeing and being influenced by health and nutrition programs which have received . .
relatively little attention. Because they both affect heakgg behavigr and are affected Lo
by health programs, it becomes doubly important to measure sffiem and their relationmship =
to such programs. i _ ) vl C ‘ .
' @ 2 e -
There is abundant <omparative evidence from the wide range of different humag
societies that familiar social groups play’ an exceedingly important role in human life~™ -
ways. From the very earliest periods of man’ {and even pre-human) historyi the primary
domestic or household unit has been a major’ component of human adeptation. In many
socleties it is the primary unit for procuring, preparing and diﬁtribnting food. The -~ -
maintenance and socialization oﬁ children, aé*well as the provision of affeative bonds . S,
among adults, appear to, require stable Jong-lasting family clusters,fand.eVery human - .
society for which, we have adequate d&ta is. ﬁounded on strong famtly units. . Lo
. : . P

Without downplaying the importgnce of larger social groups - tpe bend xillage To.

is a Very basic elemént in the successful maintenance of huhan 1ife systems It 'is to . ,
be expected‘ hat the nature of this unit, in terms of 1ts organization gomposition N A
and structu‘grwill vaty in relation to particuldr ecologica1~economic requiremente. - ‘
That is, different types of enulronmentSJrequire different kinddg of family organization :
for their successful exploitation.. For example, the division of labor between adult male ~

. and female within the hougehold will take quite different forms in .an EsKimo band, as

comparéd with a Mexidan farﬂing community or an Amazonian horitcultural village. More-

Cﬂ&ver, intracultural differences in family. qr househeld structure reflect this same

_principle. For example, ruxal’ households ‘often have different composition: than their
urban counterparts, even when cultural origins are the same for both ~ _

. ¢ Ll - *‘ -
are quite different from the menogamous, ‘
‘tend to regard as ' 'normal..! Widespread . -

extended family houeeholde “that contain more © . =~

Maywy human groups fave families that
nuclear family structure that EuroAmerican

tial unit and sharing econemic_ resources.,
th more than one indiﬁidu&l at a time),

their children, all living in the same resid

These variations in social group memb rship suggest that we should distinguilh
between the concepts of "family'" and "housghold."” Typically, social scienfists define

the household as "a group of people livi tOgether in a;single domicile, sharing .
consanguineally related." Families, on the p

food and other resources, whether or n

other hand, do not necessarily all ve-together. Furthérmore, different cultures and
subcultures may have very diffegefit conceptualizations of:what a '"family" is apd who. is
included within it. Even within a society the definition may vary with context. In d )
North American usage, for example, the phrase, "just the¥amily," (used in connection -
with-a ceremonial event) may mean husband, wife and unmarried children or_a wide network
of kinspeople, including aunts, uncies, cousins and so on. For many theoretical and
practical purposes '(including evaluating the impact of health and nutrition programs),
the houeehold, rather than the family is the relevant unit of attention. .

In order to focus on the'impact.of health and nutnition'programs on-hoﬂheholds,-
the important underlying coitept of human edaptat}on:must be taken into account. The

o ! . - . :
> . . ¢ J
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basis of this concept is that much of human behavior is not random, but represents an
‘édaptaticq\;:ig particula¥ environment (socio~economic as well as phsﬁiezl). Mnthro- .
pological e gists theorize that beliefs and behaviors that affect fereility, death
and disease rates are m&jot.factors in the adaptations'aﬂ\gypin societies. Over time,
every society develops behavio¥al strategies which maximize gains and minimize losses
in its population size relative to particulgr énvironments (1). "Good" mini-max
strategies improve these relationg in terms of the number of individuals particular

environments can support, and -dre therefore adaptive in strictly biological terms, - .

There is good evidence ‘that human societies have always had some control over fertility’ ,f

and mortality, Polgar, Dumond, and Hassan (2, 3, 4) present important evidenge that

both were lower during pere-historic (neolithic) times than previously thought.
Looking at modern peasant populations, we find very few examples of reproduétion
at the biologically possible maximum (one child every two years throughout the woman's

A

- reproductive span) . For example, an anthropologist working in Haiti found that _ e I

-

peasants in the c¢ul-de-sac region needed at least two sons and two daughters to survivé eLf‘

economically. - Given the high infant mortality rate, the mean number of pregnancies per ¥

womén (around 9) over 40 was about right to achieve this. - Obviously, the women are Tt

~ having the biologically poasible maximum nimber of pregnancies (5).. Ou the other hand,

_ the mean number of pregnancies for women over 40 in highland Ecuador was '7, resulting in
the "right" number of living children for that economic system given the prevatiing infaht
mortality rate. Under a different, more genergus subsistence system in lowland dorﬂ\‘
the mean nuTber of pregnancies was 9 (The infant mortality in Ecuadoy is lower tijan ih
Haiti) - (6).  Given the importance of human ‘.aptation as an influence on individual, .
familial, household, and societal behavior, health and nutrition programs which alter

,fe?;ility and mortality patterns may strongly affect these social groupings. These .
dffects aré all the more important to note because many adaptetions and the behaviors

‘which sustain them ‘are often not overtly recognized by the individuals and groups which

! practice them. This is to say, the behaviors seldom result from a societal meeting where
spmebody ‘says: - "Our death rate just went down because we improved our agricultural
production, so it's time to lower the birth rate." Most behaviors evolve over a long

- petiod of time, and persist because they are part of a successful adaptation to a given , -
enviraonment. Our assessment, of such behaviors ie complicated by the fact that environ-

"mental conditions may change, but the development of new appropriate behaviors takes
time. For example, malaria may be eradicaged'but certain areas may still be designated
"unhealthy” and peoplé will not hunt.ar fish there, thus neglecting a new resource area.
Still, it is essential to observe behavior and not merely ask questions precisely because
many behavfors do not result from decisions at thé conscious ITCel. ‘ S

.

\ i ‘ - :
On the other hand, even though many behaviors may not be o t recognized as in-

.fluencing mortality and fertility, program planners must be aware programs arenot
being introduced into a vacuum, but Ehat considerable behayior chan may be necessary. ¢
These changes may have unforeseen consequences which are not always orable in economic

or health terms. For examplée, introducing supplementary feeding to a breast-fed infaat
might reduce its demand on maternal milk to the extent that the mother might begin to
ovulate sooner than otherwise, regulting in the close spacing of the next pregnancy with
possible detrimental effects on the mother.and borh children (7). Obviously, a program
would not withhold the supplement in this ‘case, but would inform the mother of the ’

<
. o
1 For a detailed discussion of adaptation in relation to morbidity and mortality see
"Cultural Values and Behaviors Related to Population Change" by ‘8. Scrimshaw (8).
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.variables over time. It should be noted that the division of components into "dependent,"
 "intervening," "independent” and "context” variables is for heuristic purposes only. Imn - . °
.other situations (e.g., epidemioclogical research) the status of these components may change

,actions.

. B Programs , ; g : , . . N

L]

potential early return of fertility and offer her the means of avoiding -an unwanted . <
preghancy. - | S o | | .
¢ ’ : . ™ ¢ .

In this paper we focus on the household as the primary - unit of anal sis in evdfua-

* tion. However, it should be clear-that this is but one of the several units that mus e »
be examined in evmluating programs, with equal attention paid to the program and service

delivexy compeonents, as well as to the larger popitical and economic system of which o
-both households and programs are a part. The household unit should not be regarded as
either thg ajor etiologic agent in nutrition and health problems. nor as.the mafor .
obstacle to successful change. However, in some situations it may be necessary to change
health-threatening -aspects of household organization. For example, if high quality protein
foods are very unevenly distributed within the household unit, iwmproving the nutritional
status of all members may require a shift in food distribution patterms. . Similarly, = =
in many instdnces family: planning and natality reduction may be sn essential aspect of ,
a health action program ih qrder to improve the health status of child and. women of child
bearing age. ' S ‘ : M .
] . * ' \ (.". a
Our main ¢theoretical assumption is that the household, through its collective re-
gources, '1s a key mechanism within which individuals organize their efforts to meet basic.

. needs. Evenein nutrition and health programs that do net directly set out to. change some °
' aspect of family structuye ‘and o:ganization, the changes that are ipstituted will oftem
“bring about, structural reorganization of the household unit. Thus it follows that careful

monitoring-and analysis of changes in this unit, in relation to intervention prosrama. should.
be an essential aspect of evaluation.

Y 4 '

<

II. A ﬁObEL FpR.ébNCEPTUALIZING THE IMPACT OF HEALTH AND NUTRITION PROGRAMS
ON FAMLLY COMPOSITION AND STRUCTURE

Evaluating the impact of health programs necessitates consideration of many variables
and their complex intertelationships. Even when the discussion of impact is limited to
Jfamily compositions and structure, multiple relationships are invoived. The following : -
model . (Figure 1)  is an attempt to concgptualize some of these relationships in order to de-.
fine and ¢larify meagurements. We have not included all possible variableg, but have .
selected those that gBpear to be nost sign{fivant for the purposes of this conference. . - -
The model is comstructed around independent variables that describe program inpdts, and oo

- dependent variables that may reflect the impact of those programs. The intervening vari- 4

ables represent the conditions through which the program may act, and the context variables _
reflect the effects of larger social forces that also influence changes in the dependent L

with respect to their categorization as4'independent,” "dependent” and so on. In reality
these components are related in 8 eystematig;fashion, with.multiple and complex inter- P

. L o, ‘ \\ -
A S , ) . i . *

Independent variables in the Model . ‘ ‘

In the usual case program&.af planned change in the health field 1nvoive some
infervention (e.g. 1n the form of education, medical technology, health aides or a .

" gervice facility) .that introduces aspects of modern,. biomedicslly-based .health care .
into areas of high infant mortality, chronic malnutrition, specific serious diseases

s -~
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(e.g. malaria, schistosomiasis) or ¢ombinations-af.these. [T%e interventions, or . L,;

inputs, ~ere often introduced imto ‘a geogrdphic area, esggciaily when they involve
day-to-day activities of health professionals and paraprofessionals. Thus, the
independent variables are, in principle, observable in the form of specific adminis-—
: trative procedures such as food supplements, numbers of immunizations, measures to
L eradicate mosquitoes and intraduction of specific family planning information by
‘ identifiable peYsonnel. L . : '
. B ) ) . 4 N "
Despite the apparent clarity of such imputs, it is important to realize'that
- programs with presumably similar inputs may have differential {ipact -depending on the
local acceptability of "the program content 8nd the ways in which the program is ‘pre—
.sented or administered. '"Medicine and Politics ima Mexican Village" by Oscar Lewis
gand several other artidles in the same anthology, Health Culture and.Community (9, -
. provide excellent -examples, of this point. Because of such differentialeprogram =
‘ impacts, input variables must always be carefully observed at the point of impact
*_ in terms of both content and administration (mode of delivery). An article én o
"Cultural and Other Practical Considerations in the Evalpation of'Maternal and Child . .
. . 'Health Services" by S. Srimshaw (10) contains: & ‘detailed discussion on the assessument

of these two factors as they affect program acceptability.

. [P ! ~ . . .

2. Context Variables _ S, Ta L .o RO
There are many variables that may affect (and be affected by) nutrition and

. * health programs, which for the purposes of this paper can be called context vari- o

: ables, as they are part of the wider community picture. The most relevant of these -~ -
PO for nutrition,and health programs include: education, econoﬁ;c status, migration,

political, forces and economic forces. A clean separation of varYables 1is often not

i . possible. Under the circumstances within which families ana'groups.live; behavioral
.outcomes are often the results of complex interactions of economic, psychological,

. cultural, biomedical, and other factors. Evepn the best reseatrch designs cannot cope

'/ withall the "extraneous" variables that can affect oytcomes.|

v

¢

. L

h In one example, T. Marchione (11) developed & rigorous before-and-after
' methodology to test the effecgs of a health aides program in a Caribbean counfry.’
During the period of the study (1973 to 1976) the people affected by the health aides
program showed improvement ip nutritional status (as measured in the heights and
. weights of small children). After careful statistical assessment of the results,
Marchione concluded that the improvements were indeed real, but they were apparently
. brought about by factors beyond the program, notably changes in cropping patterns
" in response to world-wide price fluctuations, as well as national land use policies.
. s Economic forces, especially as they impact on food production, are often. the most
significant contextual, or confounding, variables. r '
JRLE \ . , .
Within the ‘household, both economic status,’nd educational status are important
< variables which qften influence factors such as the uge of health proggsis'ena the
effectiveness of intervention at the household level. Other important~wariables .
that affect household composition and related characteristics are migration and patterns
by which additional persons (kin and non-kin) are incorporated into household units.

. . ‘ . (W
g,ﬁhese two variables are each the major focus of other keynote papers prepared for this
‘conference. Consequently, they will not be discussed in detail hre.

]
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Thefe are very few places in the world that rémain unaffected by urban in-
migration. In many areas of Latin America, as elsewhete. practically every family .
is affected directly, usually through putmigration of younger members (12, 13)/‘
Research on the impact of health programs on family compgsition and structure must
therefore somehow take into aceoant the effects of thi§ gration.

At the receiving end of the migration pattems (in tcwns and cities) there is
often the development of households with multiple additions, as relatives from the
rural homelands arrive to .seek their fortunes. Ugalde and associates (14) documented
the striking importancg of kinship in the entire pattern of citywdrd migration, noting
that "Among migrants ?ﬁn Mexico City) ™ 53 percent received help in finding housing,

.and 48 percent received temporary food and shelter from their Mexico City relativés."
. The large household sizes they documented in Cd. Juarez, Mexico City, Cali and
Barranquilla reflect the influx of kinfold rather than high birth rates in the city.
In Mexico City' (six neighborhoods) 38 percent of housg¢holds had nine or more peorle,
1n Barranquilla the figure was 15 percent, while 27 percent‘Pf househplds 1n
. "suburb" of Cd. Juagez had nine or more persons.
vy o
. In another stqdy, focused on Ecuador, urban households wereflarger than efther
¢ , coagtal or mountain rural areas. Also, more than half the urban households consisted
of extended families, as compared to 40 percent of the rural coastal households and.
24 percent of the mountain households. - The same study revealed a great deal of communi -
cation and visiting between family members in rural and urban areas. Clearly, these
interchanges can be hypothesized Ao influence the acceptability of programs focused
on changing health behavior, through people's increasing exposure to new ideas (6).

Intervening‘Variables “.

. » Health Behavior

Programw use, as reflected in actual health behavior, is classified as an inter—
veni varidble for the purposes of this analysis. The content and administra;ion
<~r of pfograms and the context variables are all seen as affecting program use. Healt
behavior in turn affects rates of morbidity, mortality, and fertility as well as
household composition and structure. However, it may be affected by them as well.
, ' , (These concepts will gg'discussed-Snd illustrated in the next few pages).

2. Morbidity, Mortality and Fertility

The inputs from health and nutrition programs are generally expected to have a
direct pact on rates of morbidity, mortality and fertility. In almost all cases
reduction in these rates is the hoped for outcome. The reductions in illness, un-
timely dex{hs, and unwanted pregnancies in their turn have bffects on a variety of -
social, sultural and ecgnomic featurés. Therefore, as indidated in Figure I we '
consider the changes 1in morbidity, wortality and natality to be intervening variables,
although they may,also b2 considered dependent variables since they are affected by
health bghagiar and by househqld (and family) size and composition.

3. Hausehold Size and ngposig_gp ‘ ‘
- ‘ B ‘ .A.
. v " For the purpase of this analysis, household size and composition are mainly

considered dependent variables. However, it must be emphasized that these variables
may affect and be affected by the context variables, health behavior, and by
. morbidity, mortality and fertility. Thus, in some cases they act as intervening

variables.
[
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Dependent Variables ‘ : Y \ I -
. As noted above, we have selected a set of concepts frow the géneral domain of house-
hold (faﬁily) composition and structure for discussion here. This list s not a comprehen-
give set of all potentiall evant .variables that could be categorized under the general
rubric of "composition and structure." Rather, it- represents a number of main elements
that appear to us to be of some significance. - ‘ : o

- Bowever, defined in particular societies, household or family composition includes the
following variables: - ' ' . . o :

-

1. = size

2. .complexity e ' . )
.3. -age structure N | i .
4. number of living children ' f:& : | :

€

5. child spacing
~‘“f""“These variables are frequently measured in research projects and action programs

concerned with health and nutrition. However usgful such data are, additional meaning can

be acquired through the examination of o:her.vaJFables. The broader understanding of the

basic household composition variables is particdlarly important to the question at hand, .

which seeks to understand the impact of programs on househblds. These additional variables = ¢

deal with household structure. : . o . - S

of features of households. We have chosen t¢ focus on the following:™\

.

Household structure/is a more abstract conceptualization that\Qgt\fefer to a variety,

6. \\?elative position of house hold members

. 7. patterns of residence * - ‘ et -~ | ' \\7
8. dominance_or decision-making patterns ' , . '

9, the cycle of domestic groups - !

10.. inter-household relations

1. Household Composition e : : 2

As discussed above, €amily size can be conceptualized as householdvwdize. Aa
household can range frgg one individual to many, representing several®generations.”

» Frequently the smalles® unit consists of a woman and her dependent chil@xen. Com-—
plexity, on the other hand, refers to the types of people or relationshipb that are . .
represented in the household. A household may include people whv are related by
marriage, by consanguineal (blood) ties of varying.degrees of closeness and by people
who have no biological or saectioned sexual relationships with other household -
members. Households will &lso vary in terms of thelr age structure. They may include
a wide distribution of individuals across the age range from infancy to extreme old
dage, or a much narrower range, as would be the case when the household included only
one or two generationms.

*
'
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While the yariables of “household sike, age range and complexity may be difficult
to separate, it is sometimes necessary to do so in order to asgess the dmpact of
health and nutrition proframs. For example, it can be assuméégthat household, size:
is tot totally random, but has some relat ia?ship to efficiency in the feeding and
maintenance of the group. Health programs may create changes in. efficient household |

size. . For example, some dietary patterns are facilitgted by the presence of several TRl

meal-makers, thus encouraging extended family organization. If new, more individualized
fqod preparation is increduced households may.tend toward smaller size.

Family composition may be affeéted if a program undermines the authorifg,of_an .

‘individual, which then leads to conflict -in the family. For examplle, 1f a grand-

mother's .advice on child care and feeding 1s considered wrong by the program, the s -

“result may be that the mother giwv n to the grandmother (the health program loses)

secretly.

'

or the grandmother is defied (gréndmother loses). A classic example of '‘a program .
affecting family composition is the welfare system in the United States, where less
aid (or no aid) is given to households that include a healthy adult male. .Families
may split up to get aid, or the adult male may attempt to live with his family

-

Since health and nutrition programs often focus on only some memberg of a
hduisehold (e.g. children underbfive, -pregnant womén), it is important to assess the
impact of this feature. Does this focus alienate other members and discourage program
use by favoring only some individuals? Does it improve health for some membe;z‘%gn§2§,ﬁh\—
ing the others free to spend scarce resources on their owh health and feeding
the program concentrating on the right individual to achieve {its goals?
An eéample of the latter question is provided b en esearch on the -
energy expenditures and nutritional needs of adult males -k&t1in American country
on the assumption that improving their nGtritional status would rmit them to work
harder and earn more money, which would then be used to improve the nutritional

~ dtatus of the entire family. In our opinion, it is impossible to make this type of

assumption without further investigation. How does the program director know that
additional energy will go into economically productive labor? If it does, how does
one know that any extra money earned will be spent on food, or even on the rest of
the family? It may go towards other items, such as a radio, lottery tickeéts, or
beer. , Coe v
‘Concerned about this issue, one investigator in Guatemala did a comparative
study of male and female activities. She found that although men did considerable
economically productive work, they had -much more free time than the women. The
Women in the same community started’ their day much earlier than the men, getting

»up to make tortillas and prepare other food for the famity. They~also invested some

did. agricultural work on

time in animal care (mostly pigs and chickens) and small garden plots. Then they
plantation (often walking long distances to work). At
gome times of the year, this agricultural work was identical to the work the men
were engaged in (e.g. pilckfng coffee). All this was done in addition to “child care,
washing and other household work, and-frequently, pregnancy or. lactation (15).
Obvicusly, this situation cglls for a careful assessment of who will benefit the
family most through inclusiPn in a nutrition program.

‘¢ Two components-that heal\th and
the number of living children

utrition programs can be expected to affect are
e child spacing. To accurately assess program

" impact these vatriables should be derived from carefully collected fertility his-

tories. These histories -should include all pregnancies and their outcomes (induced
or spontaneous abortion, stillbirth, perinatal, neoftatal, and subsequent deaths). while .-

22
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- the number -and_spacing of living children relate to the current household size and
‘composition, health and nutrition programs are likely to alter these variables
through tle reduction of mortality at all stages from conception on, and changes in

. fertility when contraception is sought. A further complication in assessing program
: {mpact is derived, from evidence that differences in .spacing between births can affect
_ the child survival. In Ecuador this has been obsérved for both the first snd the - -~
- - second child in a birth interval pair, although the second child was more etrongly '
o affected than the first. For example, the second child-of a closely spaced pair*
had a slightly higher probability of not surviving if its older sibling was alive
* when the second child was conceived (7). Thus, it is ppssible that a program could
increase the chances for survival for some children while decreasing them for others, -
' fJ‘!specially if one of the program impacts was closer spacing. . Clearly, the biomedical
and behavioral factors behind such mortality differentials need o be more thoroughly
exploréd. ' ' ‘ ' 5
ey -
. *Another impdstant aspect of both.the number of living cifildren and birth
intervals is that. cultural norms-sboot them are not always ovprtly recognized by
individuals or groups (8). As préviously mentioned, family size and spacing vary
widely across human societies, apd are usually appropriate for the social and
economic circumstances .of each group (except where rapid change has occurred in
some relevant area such as economic factors, mprtality rates or land, use patterns
and family 8ize norms and the accompanying behaviors have not yet changed to adjust .
to the new situation). The categories of pehaviors which affect family sige and .
spacing have been descpjbed as "intervenidg fertility vardables" by Davis and Blake.
Their article on the fubject 18 an essential guide’ to any researcher attempting to
measure behavior related to fertility and family size (16). T -

The significadnce for health and nutrition programs of the intervening fertility
. variables and both gvert and covert norms ebout family eize and spacing is that these
.. norms and behaviors may be affected by and affect program use. For example, 1if
cultural norms and behaviors lead to an average completed family size of five children
(with about eight prégnancies in order to end up with the five), and the program
succeeds in reducing mortality so that more of the eight survive, fémilies may find -
themselves emotionally and finally overwhelfe¥ and reduce their use of the program,
thus possibly leading to an increased infant and child mortality once again. If -
‘cultural norms are recognized; the program may be able to substitute the option of
child spacing or limiting to maintain the previous economically feasible size of five.
Conversely, mortality rates may have been o high prior to the program that the
community needs and welcomes the additional children-who are surviving. . What is their
impact on family and household™ structure, and on the economic situation of the family? °
In some instances, their labor may improve the household's economic situation (17).
In the Javanese case, Benjamin jhite has argued that wetland rice cultivation provided
good opportunities for intensifying agricultural production whenever additional’ labor,.
11"4; even child labor, bécame available (18)._ 1In such a situation the psychological and
economic tosts of child and maternal morbidity and mortality were apparently balanced
off against the’ need for greater economic productivity and the advantages of a large .
family labor force. Similar in Latin America the steady migration of young people
to the citigs may provide str motivation to maintain large families in order to
increase the likelihood of egdnogic largesse from urbanized offspring, as well as
to improve the possibility of keeping one or two at home to dnsure one's old age.

-

At this point not enough is known about family and community responses to
apid drops in infant mortality and changes in pregnancy spacing. The collection
data to help understand these factors should he an important part of the
aksessment of program impact on £amily size and structure.

#
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+ . In a cross~cul 1 perspective, the matter of whera a newly married couple :
resides is of some significance for understaméfig a number of aspects of familial ‘
and Bocietal functioning. In the contemporary urban world, the praference 1is o
overvhelpingly for neolocal residence; that is, the new couple establishes an
independentfhousehold, apart from relatives. More common historically, was' the
pattern in which the new couple resided either with the young husband's people & -

" (patrilocal residence) of the bride's people (matrilocal residencd). 1In some = ° ‘
\ VR societfles the cquple spends a period with each "side" of the family. Other varia- . 7
' : tions (mofe frequently encountered in Africa and Oceania) include residenca with the
groom's maternal uncle or the bride's mother's brother. = S
. : . . . . ' o . . , %
Whether a couple sets up an -independent household or 18 incorporated into an - .,
on-going household as part of a matrilocal or patrilocal extended family may have +
important effects on natality patterns, as well ds other aspects of health (16, 19
20). While the debate about ‘the relatbonship of extendad family structure to high
fertility is as yet unresolved, there can be little doubt that health, nutritiom, -
© and other development .programs should be examined for possible influences on
residence patterns, - : : : I ' :

! The concept of family power structure or patterns of dominance in decision-
. paking has been of interest. to sociologists, anthropologists and other students
of family organization. ‘It is also often directly relevant to the interests af
(‘ health care workers and administrators, for in many situations the nature of family
. decision-making can significantly inhibit (or facilitate) the utilization of services.
% For example, in families in which adult women do not have the authority to make
decisions about health matters, failure to have children vaccinated, or fo seek
~ prenatal services, may reflect.the viewpoint of the male household head, rather than
the female. In such cifcumstances, securing the confidence and the cooperation of
#xhe male decision-maker is a prerequisite to expandigg the,utilization'of the
‘fprogram. ' >

-

There is a general ;enéency~:a'a=sume that the nature of family decision~
-Jmaking is culturally-determined and homogenous within a community. Thus, the concept
_ -—" of machismo is widely regarded as the "cause" of male domingnce in Latin American ‘
C & .family powery structure. Without denying the contribution oF cultural ideas such
I ™~ —4§ Mmachismo, it is also important to explore the extent to which the composition
) 1r;;ie family influences family decision-making. For example, there is consider-
f§§ ethnographi¢ évidence, from many parts of the world, to suggest that the status -
,//’ of 3 woman, within a family is drastically altered by age, motherhood, and becoming
© a "mother-in-law.” In many communities the low Status mother immediately becomes
a high status person with considerable decision-making authority and control over ‘
resources when her son marries and brings his bride to her household. Recent analyses
of women as decision-makers in Latin Americs demonstrate this same increase in power
" with age and status changes, as well as a certain amount of cover decision-making
- (for example in the allocation of family resources for children) which 1is concealed
 from men (21, 22, 23). Thus, we may hypothesize that the composition of the family
- ! may have considerable effect on family power structure, and hence, health and ,
nuttition programs that alter family composition can also have an impact on
decision-making. -

Furthermore, it is«imﬁor:ant to note that health and nutrition programs can
directly affect family authority under particular kinds of administrative circum-’
stanceg. As merftioned previously, in the United States the federal program of Aid
to Dependeg% Children, which is available only to children in fatherless homes,

| % | | .
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an impact on household domesti

.
. .

"apparently leads to a situation in which a woman must assume authority, with respect
to the government agencies, although her husband or male partner may actuall ‘g o

. present in the household, unbeknownst to the authorities. Alternatively, when e

_mothers of young children-are designated as the recipients of extra food in a supple-.

‘mentation program, a wother's status as “"grocurer of food" for the family may change

her role in decision-making in other aspects of household and family life.

Another family component whose position may be influenced by health prograums '
is the elderly. Not ogly may their authority be sltered by programs, but changes 1n&
family size ‘or structure may affect other factors ‘such as migration, leaving an
older and economically marginal segment in traditional villages. , .

Unfortunately, even in areas with available modern health services, the chronic
discases of the elderly often receive relatively less attention. In part the in-
vestment In mbdical attention for the elderly is not made because it has little.
economic pay-off; on the other hand, the infirmities of old age are vften beyond the
reaches of even advanced medical science: . - .

More detailed study of the effects of health programs omn the roles of elderly
people in families is much needed.’ Such studies should include attention to the
changing troles of the glderly within household structures, and the effects of dif-
ferential health modernization —— in which certain types of health care become widely
available (e.g. immunizations) while specialized ‘long-term care and treatment of
chronic disease is nmeglected. - ‘ ' _ : ‘ '

The concept: of the cycle of domestic groups is widely used inm anthropology
to denote clianges through time in the structure and composition of households (24).

Parallel to the idea of the life cycle of the individual -- from childhood to maturity .

to senescense -~ households can also be said to have a cycle. In many contemporary
situations the ¢ycle begins with marriage and ends with the death of the spouses,
but in systems with extended family organization, the cycle is, one of expansion and
contraction, without a clear "beginning” or "ending." ‘ ‘

~ From the foregoing description it should be clear that health and nutrition
programs that alter longevity,!fer;ility, or age of menarche will have, over time,
‘ cycles. ' : -

In the event‘that improved health and nutrition standards, along with other

changes in 1living standards, increase both the number of offspring and the‘life_gxpec—'

tancies of people, then some aspects of this cycle may be ex:éndgd, with a longer
po;twchild—bearing petiod for the senior generation and a longer overall adult
carcer during which famildes and individuals may expand and "improve" their lands,
domiciles, and other economic holdings. Such a lengthening of ‘the family career,
may, however, produce gerious new problems if it is accompanied by increased depen-~
dency rdtios. One of the solutions to .the prospect of longer careers and heavier
economic burdens (or lack of locallx,available regources) is outmigration to urban
centers, whifh creates yet another set of problems in both rural and urban areas.

4 ’

Linkages Between the Independent, IﬁtérVeniggrsnd Dependent Variables

< 1Y

Although the public health and social sciences literature is full of hypotheées and

conjuectures about ‘the effects of health and nutrition programs, very little research has
been directed to the documentation a@d analygis of their impact on fanilies and households.

¢ : 3 N
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. Therefore many of. the suggestiohs in the preceding discussioh and ih.the example below are

hypotheses and huxches to be explored, although isolated and inconclusive evtdence supports
some of these effects. -

'

.. . N
+ ~
« LT .

1, Increase in Fami;y Size

I

There 1s one clear and relatively unanhiguous effect of health and nutrition
prograds that has .been documented widely. Throughout most of Latin America, as in
mnst of the world, dramatic decreases in infant mortality have been recorded,
fol wed by rapid population 1ncreases. The following example, from Ecuador can
uplicated for many other countries. '

Tabie 1
| - FERTILITY AYD MORTALITY IN ECUADOR (25, 26) - '
f‘ ' o~ Yea;‘ Birih Rate " Death Rate Graﬁah-ﬂate
. E {per 1,000) (per 1,000) _ | '
1920 TR 30.9 L ;
1940 47.1 DR X T 2.2
1960 4.3 1.9 S ¥ S
N 1965 C 440" G O AN 3,23 |
‘\ : Ecador's 1975 birth rate was 41.8, while the death rate was 9.5, resulting

in a growth rate of 3.2 (27). At that rate, Ecuador's population can be expected °
' to double every 22 years. It should be noted that the birth rate actually declined
- slightly ove}y the period covered, but the growth rate. increased dramatically as a_
result of falling infant mortality rates. Ref%ospective fertility histories collected
~in 1971 rewealed another interesting occurrence. As infant mortality rates fell
during thi“épées, so did the percentage of live births. The difference,was reflected
in increased rates of induced abortion. This is a clear indicator of attempts to*regu-
late family size. In this case, spacing was also a factor as sbortion began to
be induced for the second pregnancy, and was most frequent for the second through
sixth pregnancies. This is clearly not a populatjon of desperate grand multiparas,
but of younger women of lower parity making decisitns about their fSertility before
it becomes a serious problem (7). A

'

*

2. Increased Ratio of_Depeﬁdents to Adults . | ’ .

‘" As .infant mortality rates decline rapidly,,there is a net increase in the
percentage of children per family unit or per adult "breadwinner." For example, in
Ecuador in 1975, 46 pexcent of the population was under 15.. The demographic assump-
tion that individuals under fifteen are all '"dependent” is, of course, an unrealistic
view of the world in terms,of the ages when children in many socieites become econo-
mically productive. In most cases, children contribute to the household long before
. age fifteen (17)., = _ o .

3.. Increased Morbidity Burden in Families with Hereditary Illness

" Modern health progfams'include sBome instances ih which improved medical systenms
add to family burdens of caring for the sick. One example of this is the problem

¢ ' - 36
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of thalassemia, which is especially prevalent in the Eastern Mediterranean and
certain other parts of the 0ld World. In earlier times children with' thalassemia -
(Cooley s Anemia) usually lived for only a few months ‘or at most three or four
years. Now, with extension programg of blood transfusions and drugs, individuals
can often be mdintained into adolescence and beyond. Familieg with two or even

" three living thalassemic children are therefore now possible with the new medical ~
procedures. Families with such children often carry heavy burdens of psychological
tensions (guilt, anxiety, etc.), as well as the financial and logistic costs of
caring for the children who usually become progressively more deformed and sickly .
in their terminal years (28). There are other types of cases comparable to that

. of. thalassemia. -

+

Outmigration and Loss of Household Members

¢

Earlier we treated outmigration as a cqagext ariable, but in many areas
population pressures brought about by sharply decreased infant mortality may directly
force outmigration, as families and individuals seek solutjons to their economic
eircumstances. Qutmigration, for economic reasons, has mdst probably followed as a
direct consequence of health programs in many parts of the world. In some areas the
first to migrate are the young men and womers, a practice that not only affects
family structure but community life as well (6).

Migration due to poﬁulation pressure is not generally separable from the
movements of people responding to other factors, so it is perhaps nearly impossible
* to analyze the direct contribution of health/nutrition programs to changes in family
compusition ;
Marchione (11) #n his study of a Health Aide Program in Jamaica, suggests an
interesting effect on household structure, based on a.factor analysis of household
and socio-economic variajgles. His factor of "family cohesion" was correlated with
nutrition levels of the young children in the sample. While the relationship may
be onme in which greater family cohesion affects children's health and nutrition, he
. also poses thg hypothesis that, at least in p&rt, the health and nutrition .status
in households may be contributing to .improved cohesiveness among the parents In
this case ‘the factor of "family cohesiveness' included items such as presence ‘of
~father in the home,"” "contribution of father to support of child," 'and "presence
of mother in home."

foa e

)

Clear demonstration of the effects of health and nutrition status on household
- cohesiveness, including reduced divorce and separation rates, will require a ver% -
tight research design probably-incorporating before-and-after measurements in order
to properly assess' the chronological sequences of changes.

P

Summary

The actual effects of a health and nutrition program will, of course, be
determined by a variety of factors that will vary from one cultural- ecological gituation
to another, and from one type of program to another. Since the primary purposes
‘of this paper are-+to develop a framework for assessing impact and methodological
guidelines for carrying out such assessménts, we are less concerned with predicting
outcomes before programs are instituted, That is, the extraordinarily difficult
problem of accurate prediction of the impact of a health program is not a central
focus of discussion here. This would follow more appropriately from basic research
that monitors existing programs and programs that are about to be initiated. In the
following section we will take up the methodological issues of impact studies.

o
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III. BASIC METHODOLOGICAL ISSUES e

, Most current health and nutrition programs have developed out of Western medical and
public health traditions. As discussed by Rosenfield in a recent paper on "Modern Medicine
and the Delivery of Health Services," there is no single system which can be described

as "Western" medicine (29). Nonetheless, what today is known as "Western" medicine is
largely derived from European and American practices. In addition, it 1s only relatively
recently (the past 50 years) that this medicine has had a "scientific" basis, has been

able to systemdtically understand many diseases and produce what Dubos calls "the

- magic bullets of medicine” (29, 30). 1In a relatively short time, Western medicine

has come to dominate many of the.respongés to healsh and illness throughout the world
€30, 31). However, there remain many health problems that do not yield to Western biomedicine
for a variety of reasons. - . :

Many dedicated practitioners of Western medicine find themselves uncomfortable with
the levels of disease that! continue to coexist in the world with Western medicine. For
example, John Bryant gtates in the preface to his book on Health and the Developing World -~
that "Large numbers of the world's people, perhaps more than half, have no access to health
care at all, and for many of the rest the care they receive does not answer the problems
they have" (32). -One reason for the latter problem is that programs-based on Western v
wmedical premises may run into problems when applied cross-culturally without consideration
of the relevant cross—cultural variations. Health, Culture and Community edited by Benjamin
Paul (9) provides an excellent set of case studies on thif problem., For example, an early -
INCAP program had difficulty due to several factions in the village which. the-health wirkers-
were unaware of and did not relate to equally, thus alienating part of tRe community. It ‘
the same program, beliefs about the intention of the project (they are fattening our

~ children so they can send them to the U.S. to be eat&) and about the nonreplaceability of

blood drawn for analysis also created problems (9).

Although many elements of Latin Americam culture are closely related to elements of
European culture, many are also based on preHispanic .cultures. There has been a blending
and an evolution @f cutlural traits which result in much variation between and within-
tounsries. In adfition, there is much variation between socig-economic groups in Latin
America, as elsewhere. ' PAHO has long been aware of this as an important. factor in,Hhealth
care for this hemisphere. In fact, this conference reflects the need felt by PAHO repre-

-sentatives and health professionals in general to go beyond the evaluation techniques

which currently predominate and to produce sensitive cross-cultural measures of program
impact. This task is made all the more difficult by the fact that there is ah inherent
contradiction between the concept of "sensitive cross-cultural measures' and the use of

a single, ahsolutely identical research technique in all cases. Because the cultures

vary, one technique will pot measure the same thing across all cultures no matter how badly
uniformity i{s desired. The same approach does not have the same‘meaning or yield comparable
fesults in every situation. The question, then, 18 how to come as close as possible to

the goal of measurements that are both meaningful and accurate, and applicable cross-
culturally, so that comparisons can be made between programs and their impacts.

A Qualitafivé—quantitatiqewAgproach to Data-Gathering

One answer to the problem of échie?ing measurements that are both meaningful and .
accurate is to attempt to take advantage of the more qualitative methods that have been
developed by ethnographers and to wed these with the quantitative techniques that ve
proved to be indeispensable to the development of verifiable, scientific knowledge. A
period of intensive participant-observation and informal interviewing in ‘the community or

Q}ﬂ‘-—
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communities in which the evslnstion is being csrried out serves several important func-
tions:

1. It provides information from uhich to g nerate hypotheses about ptogssm impact 4

at the local level thst may not be apparent from the outside. ;
. 2. It provides information on culture patterns and fsmily 1ifesty1es -on which specific
questions in formal quantified surveys can be based.

-

4y -

3. It ylelds insights about local 1angusge ussge gnd helps ‘the evalustor.to design

questions that will® ‘bhe understood snd will not offend or confuse res ents. For .

example, one of the authors (Sc:imshauJ found that among Puerto Rican” women in New
York City, the question, "Sabe.como evitar les,hijos?" eli¢ited the infaormation about
.whether or not the resppndent - ‘had "'knowledge of contisceptive techniques. In Ecuador , )
the same question btought a rssponss“from”women-that was a vigorous denial that they )
practiced abortion: "no me sacaria’un hihi." 1In ordef to findJout about a woman's
knowledge of contraceptives, the question had to be phrased as, 'Sabg como evitar
quedar encjinta?" Also, in nearly every culture there are some subjects which' are
not openly discussed. Chen and Murray present an ex¢ellent discussion of this
- based on research in Haiti which should be consulted by anyone plsnning survey research
in Latin America (34). , . oy
4, It produces data on local conceptions of health and illness, that may i{nfluence
people's responses to formal questions For.example, a mother may Say that her.,
baby is currently "well" but the local definition of a well child includes a
- ¢child with parasites ("all children have worms"), edema ("a plump baby is
healthy") and so on, . : _ DAY g T,
3. It provides the evaluator with general - information abeut life in- the cohmunity
that is extremely helpful in interpreting the statistical résults of the quantita~-
tive data. Y . .

A As suggested by the last item, qualitative,’ descriptive information is important

" not only in the early phases of evaluation research, but in later phases ag well. Usually ‘
the results of the quantitative data analysis will be presented in the form. of correihtion
coefficients, tests of independence, tests of significance: and sometimes in.,the .form of
multivariate® analyses, with complex causal Wodeling, path analysis or other similar
techniques. ' I1f the research has been carefully done ang the data bagse itself ‘is valid,
then the patterns that emerge from the statistical analysis should be referable back to the
reality of 1ife in the community. That is, 1t shauld be possiple to identify cases (house-
" holds and individuals) that exemplify the patterns revealed in the statistical analyses.

Thus the use of "case studies" or "case histories" (a type of qualitative data) nqt ongx_\
provides a check on the statistical manipulations, it also giv€s a sense ‘of reality to

the evaluation report and helps planners and administrators to interpret and judge the
intervention program. In projects which have used and compared a combination of quantitative '
and qualitative methods, both the reliability and validity of the resultd have been judged
highexr (6, 33, 34).

Initial Considerations v
When the central aim of the research is the examination of changes in household com-
position and structure, there is no practioal methodogical substitute for direct and in- -

. tensive interviewing in samples of households. Furthermore, from the discussion of the -
variables in the preceding part of the paper, it would appear that a considerable amount

.. ) t
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of data on age, onomic status, %&gration history, social activities, as well as fertility
and ‘morbidity h<§iory must be collected from eaeh.household 1f one is to sort out the

effects of theprogram Yfrom the welter of competing and confounding variabples. Effective

housghold interviewing under such circumstances may call for a complex interview schedule
that may require several Hours or several visits to administer. .

O
- .
c - -~

Given the need for intensive interviewing in‘houaeholds, it is often necessary to

+ settle for fairly small samples. This is not the only research strategy available, but

except for unusual circumstances of abundant research resources, it appears to have the
most likelihood of success, given the complexities involved. That is, when the choice ,
must be made between a large sample and less intensive coverage vs.—a smaller sample with
wore intensive interviewing,.the latter is preferable in the matter of evaluating impact
on the dependent variables dischaed above.

-~
!
- .

Basic Methods of Data Cglléction

As wentioned above, a baper of this length cannot'be -a manual for field research.

. However, we feel that it may be useful ‘to offer some suggestions regarding speeifié methods

that are important in the evaluation of the impact of health and nutrition programs.

1. Intervieﬁ Scheddle Design x.

Interview schedule design is a finé art, a fact which is frequently ignored
in the haste to conduct surveys. High quality in interview schedule design is essen-
tial. 'Data based on poor and poorly organized questions is misleading and in-
accurate no matter how large or random the sample, or how sophisticated the
analysis. In-depth knowledge of the culture to~5‘ studied is very important, and
pre-testing of interviewing schedules is essential. Much thought must be given to
the wording of questions, the order of questions, and their appropriateness. In
general, the least. sensitive information is collected first, the more sensitive
questions are asked after some rapport has been established. Care must also be
taken to ask only questions which are really necessary for evaluation, in o?ggp«

i
» -

to keep the interview from becoming too long. -
.Another important akpéct of survey research is great care in interviewer
selection, training, and supervision. The idterviewer must be acceptable to the
community in te¥ms of age, sex, status and mode of interaction. He or . she must '.
be thoroughly familiar with the interview schedule and the concepts behind it. The
training should emphasize accuracy in data collection and respect for the integviewee.
We have found that optimum motivation and accuracy are npot found by paying the inter-
viewers by the interview, nor at a fixed rate (daily, weekly or monthly) alone.
Instead, half- salary (the going rate for social workers is one possible guidgline
for establishing salary) should be paid during training, with the understanding that
‘the best of the trainees will be hired and the others will be stand- bys. ~Then, the
basic sal§§y -should be paid ‘with a bonus (the amount depends on the duration of the
survey) to be paid upon successful completion of the survey. The interviewers are
clearly informed that their performance is evaluated on the basis of accuracy (first

priority) and quantity (a reasonable amount of work per day). Individuals who perform

poorly, particularly on.the first count, should be dismissed, thereby losing the
bonus. Interviewer team spirit is also important. This can be encouraged by
involving them in the content of the project and holding periodic feedback sessions
on the progress of the data collection. Supervisors are aiso needed for leadership,
checks on accuracy of imterview, and trouble-shooting. Using these approaches, one . ¢
of us was able to run a survey with 30 interviewers and six supervisors, which
involved two monthks of data collection undersdifficult conditions .(urban high crime

areas, swamps, extremely hot weather, etc.). Only one person was dismissed (a
-

- . .. 3b;
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(1 o - supervisor was unwilling to proceéd accutaté&y with the sanpling). All others .
e . “completed the work, saying. that it had beer difficult, but that their involvenent _
IV - in the project and the final banus had been important incentires (35) . Ce - b
;_5’“2 ' "‘.,; Clearly, interview schedule design should involve consultatinn with more

detailed sources. Sewveral whith we have found to be useful are Survey Research
Methods by E. Babbie (36), Survey Research by C. Bgckstrom and G. Hursh (37),and’
sections in delitative Analysis by P. Lazerfeld (38) and Anthrqu;ggical Res arch.
The Structqre of Inquiry by P.J. Pelto apd G. Peltc (33).

o>

.Q’ 2. | .Open-Ended Questions o _ . o B SRR o . B § -§

o Many of the interview techniques essential to research on household composition
. . require quite stryctured, even pre-coded questions. In complex interviews it is R
- ~ pre@erable where possible, that questions be pre-coded for computerized processing
‘ (after carefﬁl pretesting). On thé other hand, significant areas of household
structure, concerning topics such as male—and—female roles, the placé of elderly.
b -~ people in household 4nteraction, and other topics, may need to be explored by means
e e of other techniques. X e e L.

e
. ¢ . . .

0pen~ended questions may produce a wide array of . ;esponses with content much
different from dicted ‘cut-and-dried answers. In those many communities’ where
people are fairly open about discussing sich topics, it may be quite praductive
v to frame open. questions such as: :

< . . - &

X ‘/ i “What a;e the daily activities\of the grandfather in your household?" o .

: . o .« (direct question to elderly person) "Could you tell me about haw your . S
—_— kfe and activities ‘are different now from ten years ago?“ A A

~ *
-«

(direct question to adult woman of hausehold) "What are the diffe%encgs

‘ﬂ . 'O betweeh males and females.in deciding things an ing “the work-of O
.. the family1] oY WK_/
- * If open-ended questions of this sort produce lengthy replies, the data can be .8
. emely useful if structured content analysis £ the replies is carrier out. Often
o 32§;archers can -establish 1lists of "themes” or "sshecive-and negative attributes,” ‘
! . with clear rules for coding, in order _to convert qualitative statements into

quantifiqble enumerations of suc%_contents as: A N

i. - "frequency of\joint male-female tasks" . e

.
. B ,‘Ir . s . :
2 " , & st . ' , .7
v L LR .

positivism of emotions toward .others . .
1 - . r .

-

3. - "aumber of mentions of death" . L ¢
. . a - B N . .

»

o . . B
4. ' 'ratio of instrumental vs. non-instrumental tasks'" and others.
L3 ' ~r '

3. Pictures and Othes Controlled Stimuli o 4 s

\

. —

’ Many rasearchers have found it useful to employ indirect methods in seeking
information, especially about more sensitive subjects. Onme sfendard technique is Yo
. ghow each respondent some pictures, asking them to construct fictional narratives
~ e such ag: "tell e whst is happening in this scene, and tell what will happen after-
. wards...” This piéture technique is sometimas used for eliciting psychological data,

v
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e -cluding healing gnd ceremonial ‘activity. This use of pictures to draw out informa-

—

. but it serves equally well to provide .direct expressions about family roles,‘inter-
family interactioms, and other topics. The general assumption is made that people
will usually project quite realistic and.true-~to-life content into their functional
narratives. George and Louise Qpindler and associates used this technique to gather
information about "instrumental activities" among the Blood #hdians in Alberta (39).

" The Shindlers‘ pictures show ‘imdividuals engaged in yatious instrumental taske
such as farming, office work, roping cattle, as well as‘ﬂsge traditional roles in-

v
tion concerning family roles and structures is best (operationalized with pictures
(even photographs) tailored to details of local conditions“ﬁnd ,cultural patterns,

4,  Partjcipant Observation » o 7 . ‘

Structure of Inquiry (33) And in Field Projects in Anthropology (40). For the

1r>Partiéip§nt observetionxzs discussed in detail in Anthropological Research'
The

,_.mcg&é:ction of the type of datA discussed in thie paper, participant observation is

: 1 during the pre-~survey désign stage, in obaerving use of health programs and

' health behavior (10), and in observing interaction amdng/%ousehold members related
“to aspects of family structure and~dyfamics. Ian sum, participant observation is ;"
important for the. understanding of human bebavior, and for. comparison with data
collected by other methods. It is particularly important for researcherﬁ and -
administrators in terms of helping them develop .clear &nd understandable perspec--
tives on the users of health programs.. -

5. Direct Observation o e X . . .
) ’ - : .’. ‘ . . -~ A : ‘. s
In general -it is advisable that research data. for testing complex quéstions

sbout effects on family composition and structure be drawn from several. different

 sources, in order to provide cross-checking of significdant relationships' and des-
criptive (contextual) data. Some importent data are’available through diregt observa-,
tion, itncluding location of household, number of rooms, "€ype of neighborhood,"
"socio~economic level" (as estimsted from house constrﬂction,'futnishinga, ete .) .

- Often it is possible to construct "material style of life" ratings for households
and families from direct observation, in the course of interviewing.on other signifi-

. cant variables ' _ : ~ S . |

»

6. Atchival Data and Other Public Records ‘ "

.

_ Archives,'particularly churech records, hospital records, and civil registers,
can be major soufces of data Wbout births, deaths, marriages, and other family data.
In most' cases, howeved, such krchival records of family data are inadequate by them-
selves for testing significany applied questiong, eve
important as supporting, contextual information. In. lome case
be useful for comnaring and contrasting different ca

"health and nutrition programs.

5 Y . ‘ * « o-
o ' Records of pesple .using health venters, lists of participahts in dwtrition- | w

" programs, and a large variety of other secondary data sources can be useful in com-
prehensive study of impacts on families and households.

. - ce
-
4

Given the ever-expend{ng scope Qf long-term and short-term migration, plus

" the complex problems of legal and illegal domiciles in barrios, favelas and other
kinds' of new settlements, it is obvious that in most arees the official census

.- L
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records,‘church'records, and other recorded data are seriously incomplete resources

. foy assessing add‘evaluag}ng the impdct of health and nutrition programs.

7.°  Rating snd Renking Tasks of‘ﬂouﬂg@olds‘and Communities : (-

8.

‘- (e.g. in prestige or political power) of families, social groups,

In many instances it is.vety‘;gtortant to ascertain locally(éppropriate.ranking.
_ ccupatdions, or
other categories. Highly useful and consigtent reults have been demonstrated by
a number of researchers using quite dirfect - simple ranking techniques. ' Simon (1968)°

}

. asked three of her most reliable-local infdfmants,to (independently) rank order.a -
large series of househoids in a community in terms of prestige or “categorig." - Their

assessuent of familial prestige was\qpgrating. This ‘same met od of ranking of families

rankings were similar enough to deﬁzzgzzate that some sort of ynspoken community-widé

- or households has been gdely used-~in qyly;'lndia; and oth€ér places--to.establish
.the locally relevant dimensions of social stratification and differential prestige
(41, &2). - . Lo L & S ’ T *

- . . . .
- '] . . .
- L . -

In mény cases it is important to compaye different Ecmmunities in a health

_program in terms of their institutional complexity, "modernization," or other

qualities. One way to establish a rank ordering among .communities .is through key
informant interviewing in the range of selected coymunities. That is, two or three
key informants in-each community (or. neighborhood of a city) can be asked qGestions
about «significant local facilities, ceremonial eyents,Aelected officials, and -
physical structures.” Communities can then be rank-ordered in terms 6f the prasenoce
oxr absence of. Key characteristité. Poggle and Miller used this methodd to rank-
order a series of ‘towns and hamlets in ‘rural Mexico in relation to a study of

. modernization (43). ) t -

) .
- Y

Use of EkistingfKnowiedgg-éndtggsoﬁrceé . Tw TR p )

) .In'maét'situstions_involving health céré(d&livery,,tesoqrées exist that can Qé '
helpful in the assessment of the program. These regources can provide important. .

data complimentary to information collected through quantitative and qualitative

community studies. However, resources are not always available for a systematic
analysis of program impact through community, household and family stutiies.’ Under’
such ¢ircumstances, using Information availablé through other megbs is a good deal

better than no assessment at 4ll.

at Other studies: Other research projects can be an 1mi6rtént source- of informa-
tion, even when their primary focus is not on the most central variables most "
relevant to the health project. Fields which are likely to provide helpful
information include epidemiology, anthropology, economics, psychology, and
sociology: For example, in .many cultures midwives not only attend deliveries,
but provide prenatal ‘care, post-partum care, and pedistric care as well. An
anthropological study of midwives may include data about'the impact of a

health and nutrition program on the community, since some .of the same variables
are involved. s ' : '

2

b. Commimity groups: It hardly needs to be said that programs need to work with
community groups on all aspects of program impact. Most programs need to
be planned and implemented with the knowledge and participation of relevant
community groups (as discussed in other pap s in this voluge). To do other-
wise can lead to disastrous opposition.- (See Lewis 1355). : While ghe data

.
. . . 3 4 ¢
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o obtained from these groups are important, the researcher or administrator
o must keep in mind th§ goals and concerns of each group in the sense that they
- will affect. the groups' perceptions of- the rogram's impact. Thus, a.pre-
(dominantly male group of community leadéts‘shat considers itself polltically
" radical. will differ in its assessment from a “club de madres." , ' T
c. Program Staff: Whether an evaluation is conducted by individuals responsible |
for the program or by outsiders, it,is extremely important that the input.of
program staff at all levels de obtained wherever possible. In another paper in

_this series, Patrick Marnane diseg;g:a this in the light of the importance of

program involjefnt for the staff \§6). In addition, program staff often have
B an excellent sense of many things that evalustions tead to look at, particularly
‘ ‘in’ the evaluation of ‘rogram process. Discussion should not be, confined to pro- .
* gram staff at.the top‘of the hierarchy, but should also include people 1in daily , ‘ ;
contact with program users. ,For example, community workers (promotoras) may be ;
an excellent source of information. It'{s their joly to know what is going on
" at the family level and other levels within the ofmunity, and if they are
carrying it out well their insights can save a great deal of trouble. One -
' . obstacle to obtaining these insights may be the hierarchies which exist in
' any program. The community workers are often low in the hiérarchy, may
* be hesitant to communicate with their superiors. Another difficulty in ‘
- assegsing the accuracy of their information (Are they covering up their own -
shortcomings?). Despite these problens, these individuals are an important
' resource for evaluation. With sensitivity and common sense, Uiscussions with ‘.
. them can be helpful {n planning intensive and extensive research, as well as
in getting a senst of the pYrogram's impact. In more.than one instance, a
‘team of foreign evaluators has been called in to "solve" a problem wh ch dould
have been equally or more clearly understood by talking with the program staff.

d. - Data Analyses: Focusing on Intra-Group Diversity: In the matter of data
analysis 'we would like to stress the importance of paying close attemtion
to within-group differences for understanding the impact of a program. In.
experimental resesrch comparisons are usually made between "control" and
"experimental" groups, ‘and in epidemiological studies, data is typically
presented-in terms of the mean or normative standards from which segments
of the population are said to deviate. It is, of course, very valuable to de
: , able to categorize populations with respect to particular parameters and to
< be able to specify whether an intervention had a "statistically significant A
) effett." At the same time, however, analysis of the range of variition 3
* within the experimental and .control groups can yield important insights .dbout
the processes through which the program is having an impagct, : ‘

¥ “« . . .
! The work of Munoz de Chavez, et. al. (44) exemplifies the advantages
of an intra-group focus in etiological studies. ‘Their comparison of families
with well nourished chil nd families with malnourished children in a small
farming community led to t;? identification of a series of variables that )
appear to be ingdicated in &he etiology of ,malnutrition in that area. A simiiz;
_ approach can be applied to studying the impact of a nutrition program. For ¢
example, in the matter of househald composition and structure, it is very likely -
w  that some households will be strongly affected, others only moderately and
still others will apparemtly be unaffected. In such a situation, it 1is useful
to attempt to identify patterns of association that help to explain the dif-
ferential impact. 1Is the degree of change related to differential program ¢
use?, to characteristics of households prior°to intervention?, to geographical
or ethnic factors?, and so on. . '

L] . . . . *
PR -

¥ . : . -

-

_ L~ 44




.

.

Rl S " This type of analysis i8 especially useful when the gvnﬁhation;proqedute
‘ s in the form of on-going “process evaluation." In such & situation it can
provide important feedback to the program, which can, in turn, guide future .
activities. However, if it is also valuable in post hoc evaluation for it '_--“ﬁg’
can help to identify those segments ofsthe population that are most likely
_to benefit from a particular type of intervention, a9 well as those who are
- most difficult to reach. ' - ‘ Lo )

B o : I .
T iv. SUGGESTIONS FOR OPERATIONALIZING THE™QDEL - - ;
‘Many suggestions on data collection and references to good sources on research design
have been made throughout this .paper. A detailed variable by variable, question by question
guideline would prove far too lengthy in this cqnteit. As has been discussed in the =
_previous. section, we feel that most variables will benefit from the multi-méthod approach.
- For example, the relative status of individuals in the household ahould be determined by
asking one or more (preferably more than one, independently) household members, and by vb-
serving how individuals in the household actually behave towards one another, and how .
decisions appear to be made. Brief suggestions will be made below on data collection of .
the various categories of variables, and guides to research design. ‘ : :
. e
. Independent Vé;iables

The paper by S. Scrimshaw entitleg‘"iﬁzgutal and Other Practical Considerations in.
‘the Evaluation of Maternal and Child BealtE,Services“ ¢10) provides a more complete dis-
cussion of-gulfural factors in the delivery of gservices than can be presented here.
Therefore, thd reader is referred to that paper. Similarly, educational, economic and

" political facfors are covered in other papers prepared for this conference (47, 48, 49).

. le purpose of tﬁéftype of investigation proposed here, the data on migration
should focus on what is happening (who mdgrates, do they send money back, do they return, .
.{s there visiting between country and city, how do urban in-migrants fare etc.) rather .
than on the dynamics of migration agd the reasons for it except where chianges in house-
‘hold composition and structure as a hypothesized outcome of nutrition and health programs

are suspected to influence migration. This means that datarcollection on migratien should
probably be confined to relatively few interview questions. ' '
The assessment of political and economic forges, on the other hand, should probably
¥ be done mostly through informal meana.suéh as conversations with individuals and groups,
observations, and study of national and local political and economic situations.

\\\‘fﬁ Intervening Variables o

. , .
Health behavior is best Xassessed through a combipation of ggogrsm racords, observatioms
of program use, observationgg#f use of other health resources besides the program (other T
Western oriented programs or practitioners and indigenous practitioners such as lay mid-
wives), interviews and. conversations on health behavior ("When is a baby sick?" "What do
you do when....?"), and observations of behavior (seeing a mother dilute milk to feed a
baby). Clearly, the focus should be on behavior which is hypothesized to affect family
composition and structure. 0f course, this could mean all behavior affecting fertility,
mortality and morbidity, which leaves the area for investigation fairly broad. This is
where the qualitative data collection becomes useful, as the information gatliered can
provide .a basis for focusing the study design. L _
©-Although this paper focuses on program effects on household composition and structure,
the effects of household compositiom and structure omn health behavior should not be |

£
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neglected by evaluators. In a common example, 1f one par (for instance, the man) makes
most of the health related decisions in the household snd a program is simed at women (as
maternal and child health programs often are), the program may be underutilized. 1In
another example, mothers who have relatives in the household (extended family) or nearby, ,
may be moge likely to use health services because they have someone to leave children with
when they\take one child for health care or go for care themselves. More than one health
program heg improved attendance by providing child care services at the health center in
- Places where extended families are not common. In much of the discussion on household
and family throughout this paper, it should be easy to hypothesize the effects of various
types of households and families on health behavior and program use. o

Data on mortality and fertility can be collected through vital registrations (usually
of limited accuracy) and as part of a survey. Details will be presenteéd when household com~
position is discussed. Data on morbidity may be available through the program, but should
also be part of a survey. Where possible, repeat morbidity surVeys (several visits to a
household over a period of time) or morbidity surveys of the entire community or a very large
portion of it are useful.

Dependent Variabl* o '

1. Household Composition

Data on household camposition‘Shn be used to determine household and family.
size and structure. One of the most efficient ways to collect such data is to elicit
information for a dlagram of the household. In such a diagram, males are represented
by a triangle, females by a circle. Generations are separated vertically. Each
individual in the diagram is assigned a number and relevant information is recorded
next to that number on a list below the diagram. We have found that the diagram
often involves the person interviewed in a positive way, and 1s well accepted.

Data on fertflity and mortality are most easily collected with gome adaptation
of the fertility history form proposed by Donald Bogue in the manual, A Model Interview
for Fertility Beearch and Family Planning Evaluation (44). Other manuals in the
same series pfovide techniques for the amflysis of the fertility historty data and
. other relat#d data. The series is available in Spanish as well as in English.

- Sexual dnion (marriage, common-law marriage, visiting relationship) histories
' can be collected using a grid form similar to Bogue's. fertility history form. In -
the past, it has been most common to only collect such histories for women. We suggest .
that careful thought be given to collecting them for men as well. For example, in
cultures where men have more than one family efther serially or simuitaneously, a man
may be supporting more than one hbusehold. Estimates of family income by the
nutrition or health program (for purpose of fee setting, helping people plan how
to spend income on food, etc.) will need to, take into account how many families or
at least children are being supported. p

\ Obviously the data collected using, grids for fe;tility histo;ies or union N
histories must be supplemented by questions and observations which collect data
on attitudes, and reasons for attitudes and behaviors.
, . ‘

2. Household Structure - ) . e

The most frequent method for operationalizing-the concept of family power struc-
ture 1is to ask a series of questions about hypothetica actual behgavior with
respect to a series of typically-encountered family decisdons. Quest?giibpan range

v ’ . ' ) -
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from the domain of mundane, day-to-day activities to gnificant life-altering deci- .

.. sionm. Researchers often try to get responses, sepa ately, from male and female oy
household heads, and sometimes from children as wel) in order to assgss the extent . .
of agreement in individuals' perceptions of the defision-making p gs. Reasponses / |,
to the guestions can bg scored by combining théem §nto a simple.‘arithnetiq index, or
parficular items of greater significance £ thef perspective of the-researcher may
‘be weighted more heavily., AlcEThRytively, ices can be constructed, one which
measures decision-making in day-to-d nd another that deals with more

i K\\ ‘gignificant life events. ' -

P

€

) . . . . \ : —
. Some researchers have attempted to measure family power by means other than
quest lon~response in an,interview. There is little doubt that behavioral obserﬁg—
tion-is often highly produétive of insights or more accurate information since it . %
is lesa, subject to the ﬁxoblemp_of distortion and misinformation that typically
accompany an interviewey-zespongdent form of dats-gathering. In order to gather data
on family decisidn-making béhaviorally, it is usually necessary to set up some tipe
of standardized situation in which decision-making can be obgerved. By creating &
standardized situation the problems of comparability of observation and scoring '
prof@dures are minimized and effictency with respect to the amount of time required
to obtain the data can be maximized. On the other hand, not all communities are - , L
readily amenable :ghthis type of data-gathering, which requires a particular kind i
(of cooperation on the part of respondents. However, a "eame" designed by Murray
'fStrauss and associates to measure fawily power structure was .apparently success-
fully "administered” in several differeat cultural conmtéxts such as India and Sri

J - lanka, g8 well as the United States (33). »

oo,

- Measures similar to those-discussed for power stfuo;::igzﬁn be applied to ~  °
the pthﬁr varigbles related to household structure. : .

- . 3

V.  CONCLUSIONS - I S TP T :

While it 4s .diffficult to be certain of precise causality in the assessment of
program impact, ‘the evaluation of nutrition and health programs is extremely important in
order to assess and improve the running of the program (process), and to get a sense of
both specific apd bread prograw effects. Without this, a program runs the’ risk of com-
SABg.atle means of achieving its goals. In the csse of brosder.igpact, the
achievement. Qi ;f%= 'and long run gesessment, the basic groupings of human families in
households i:a,:he dynagics of thesé groups are a necessary consideration.

. ' This papéi-h tempted to provide a basis for the understanding and studying of the
impact of nutrition and nutrition-related health programs on fahily and household size and
‘structure. The gelevance of such an approach was discussed, and a iodel of the important
variables related to health programs-snd so¢ial structurg and their possible interactions
was presented. Throughout the paper, examples of jmportant linkages were provided as

were suggestions for data collection. Sections fdcusing on data collected touched on
important methodological issues and consideratigfis, and presented some suggestions for the
collection of information related tQ spécific fariables. Because of the complex nature

‘of research design, the.methodologidgl segtiofis provide only a beginning of research -
tools, along with leads to appropria s containing more detail.

This paper, then, should be seen as a springboard for the conceptualization and design
.of projects to _assess the impact nutrition and health programs ‘on family size and sfruc-

. ture will provide helpful information as- to the role of such projects ig positive
changes {i dividuc%c,*heusehelda, and commmit_iesi :

<
L]
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o " RURAL HEALTH REORGANIZATION IN TANZANTA:
| THE IMPLICATIONS OF CHANGE IMPLEMENTATION

Mchﬁtd H. Bart, HQDQ, Ph.D. .

_ - All eocteties respnnd to both 1ntenﬁal and éxternal preeau:ea by a combination of _
' * - gtadual change and reaffirmation of traditional beliefe. More rapid societal change, as ..
’ .degired by some national leaders is oftén accompliﬂhed only throiigh more disruptive and '
revolutionary processes. Even when a country's political leaders have boldly endoxsed L
few ideas and structures, the internal implementation phase remains difficult. It 4is :
this aspect of local change implementation within 2 developing health care. sys:em that -
will be reviewed here. - ‘ _ ,

The Ienzenien Situation

During the last decade, mainly as a result of the Arusha Declaration of 19&?
Tanzania has pledged itself to rapid development of its large rural areas. This is.in "~
keeping with its national policy of socialism in which, the government is- attempting to

-gpread the activities and benefits of development througheut its entire 16,000,000 - .
population. Ninety-three percent of this population is in the rural areas and still depends - .
.primarily op subsistence ‘agriculture. One of the major steps in the rural development )
"has been to bring scattered families together into co-operative villages where there can
be reached with socfal services and can take part in community projects. Mnre than 6&!
of the rural population now live in these ujamaa or "develepment villeges.

. All of these events carrie¢ significant impiications for Tenzanie s health care
system. The already establighed pyramid of health auxiliaries needed to be rapidly
expanded. The rural health unit's themselves needed to be 1ncreased in both quantity .
and quality. Both of these activitieés are already well under way as reported by Chagula ¥
and Tarimo (1974). By the end of 1975 there were neerly 1,800 dispensaries and 160 health
centers in the country. These were distributed so that 902 of the population lived withim-
10 km of some health facility, althquh coverege is ¢onsiderably worse-ia ‘some dintriete,

.A key developmental issue was the kind of pregrams that should now be prQVided _
- through these increased static units-and/or the associated mobile teams to improve the
level of health care. The existing pattern was of.primary curetive services being provided
at the dispensaries and health centers and preventive programs operating mainly as mobile |
teams from a district and regional hospital base. Many of the preventive activities were

. orga;iﬁgd as single, diBease-oriented programs and a wide preliferatien of auxiliaries
had been trained for them. These included such cadres as the TB/Leprosy Home Visitor,

“the Malaria Orderlies and Agsistants, Sleeping Sickness Orderlies/Auxiliaries, etc. Other .
categories such as the Health Nurse, and later the Nutrition Instructors provided antenatal
erition, and eventually immunization services.

‘\ In 1973 the Ministry of Health was reorgeniz&d into three divisions - Manpower
Development, Hospital Services, and Preventive Services. This made it possjble to fulfill
a long-felt need noted.by Timuss (1964) and others for greater emphasis on preventive
activities. But as existing programs were reviewed it became obvious that sufficient
expansion of single-purpose cadres to provide nationwidd coverage was unrealistic.
Consequently, the emphasis was shifted to multi-purpose auxiliaries who would receive

" adequate basic training so they could cover a number of different primary care activi-
tles. These would be trained in hufficient numbers to ‘1law them to be based at the
dispensaries and health centers.
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The .three basi cadres which are now being trained for the dispensaty-based team
are the Rural Medical Aid (RMA), the Maternal and Child Health Aid (MCHA), and the Health
y Auxiliary (HA). Students to be traimed in each of these cadres are selected from
’ - . primary school ievels , with a reference given to those who have had some experience
in the héalth field. This basic dispensary team, .along with one or two supporting
staff, provides primary health care for amn average of 7, OGO-IQ 000 people. : . .

: The next level of health care above the dispensary is the health center. This is
‘ a larger facility under the direction of a Medical Assistant, who is a gecondary school
t levels with three years of medical training. He is assisted by one or two RMAs, several
trained nurse/midwives, several MCH Aids and other supporting staff. A health center
has 20-40 beds for maternity cases, emergencies, ard observations, a total work force
of around 20-30 staff, and covers between 60,000 and 100,000 population.. In’ principle “
it is the first line of referral from the di§pensary, and the Medical Assistant 1n
charge is to provide supervision to those dispehsaries in his catchment area. *
I
‘Standardized curricula and training programs, as well as a complete scheme of service
and upgrading pathways, have been established for each type of auxiliary. A number of new
training centers are being built with bilateral 'assistance to make it possible to -meet
the manpower projection goals for 1980.. The following table shows the manpowet figures
and training center expansion.

. ]
Rural Health Manpdwef Production in Tanzania ’
) ’ 1993 RO © 1976 © 1980
~ ‘Training Output Training Output Training Output
centers. per year . centers per year centers per year
Health Auxiliaries S S -3, 1 44 . 6 380
‘ R . _ - - ‘ ‘“
MCH Aids/Village Midwives¥* 5 ‘6~ 18 65 - 18 450 .
Rural Medical Aids 5 43 13 259 16 480
. ‘ . »
Y : -
Medical Assistants 3 © 72 6 171 8 " 217
* The older category of Village Midwives has been replaced. by MCH Aiah who are
being trained in 18 .new training centers. ' . H
: [ ]
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Propoged MCH Services K j . ¢ .

+

As the complete health team became increasingly available in the rural argas it was
possible -and necessary to develop a new pattern of health care. This was particularly
important for preventive activities, including maternal and child health services, for
several reasons. *First, the old pattern of intermitten visits by mobile, teams to the"
rural areas resulted in rathér poor coverage even where it’was consistently gaintained.
This is partly because of the usual hesitation to repdily accept newer services and
' also because it required special visits on particular days. Even those living near to
established health facilities.had to return on several different and specific days for

the different services, such as under-five clinic, -antenatal clinic, and family planning
clinic. The motivation that brings a sick child to-a clinic for treatment was often
‘mot ‘sufficient to bring a well child'on another day for immunizations. And the newer

and less understood services, like family planning, suffered even more. This problem
occurred even in towns where distance was not a problem and the different clinics were:
operating several times each week. The attendarces for curative services continued to
climb; however, often exhausting both staff and space. The disparity in coverage between
it and preventive services could be shown by random.surveys of mothet:egggachildten- _

" waiting in out-patient queues. Usually 50%, and sometimes more, of theSe "sdck" children
had never attended an under-five clinic for immunizations or other preventive services
even when it was being provided on the same day and" in the same building. As 1s often . -
the case, this sub-population was from the lower socio-economic levels and would have beme-
fited from the preventive services even more than the others. - S , : -

 Anbther major problem that threatemed the old mobile clinic system was the world-
wide oil crisis. The tremendous effects of these price increases on developing.countries
* has been well-documented. ‘In Tanzania it meant that most of the district mobile teams
exhausted their travel budgets within the first few months of the financial year and
were idle after that. Even the usual problems of maintaining vehicles in adequate repair
- became in¢reasingly difficult on tightening budgets. A :

-

»

It was in this context’ of severely limited budgets for the mobile teams but increased
numbers of rural health ynits and staff that the current system was developed. It was
decided the primary preventive services should be provided as much as possible through
.the Rural Health Centers and Rural Dispensaries. This would be done largely by the use
of MCH clinics to be run by MCH Aids and other auxiliary. cadres. Each MCH clinic wouid
offer comprehensive MCH services, including-antenatal and postnatal care, immunizations,
family planping, nutritiow evaluation and advice, -general health education, malaria chemo-
suppressianf_aansimple treatment of disease. More serious 1llnesses would be referred
to the out-patient clinic to be seen by the RMA or Medical Assistant. ' '
. 4

The other.major' decision was to try and increase the coveragé of these clinics-
 Jy making them more easily aVailable to all mothers and children. It was felt to be
particuld&ly important to avoid the frequent occurrence of a child receiving treatment
“in an ouf-patient tclinic, but then his mother being told to return on a "clinic" day
for immunizations, antenatal care, or other MCH seérvices. Obviously an excellent
opportunity to increase MCH coverage without t port or additional expense was being
lost. To really capitalize on this, or in effectVto exploit the drawing power of the
most popular service - curative treatment - it was necessary to provide MCH services
every day. This was to be initiated with the requ%rement that all mothers and children
coming to the health unit for whatever reason must first pass through MCH clinic before
they can be seen by the medical assistant or, receive medicine. This mix of all mothers
and childien, sick and well, is individually weighed, evaluated, immunized, treated, .
etc. Only the more seriously ill ones are referred gr to the front of the out-patient
queue. There are obviously some exceptions to this eral rule, such as the very sick

‘. . &H/ .
. ’ I
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child or one who fe returning eech day for treatment with dreasinge. but in 3eneral the
rule uuuld ‘hold. . : , ;o

»3

. ng tation'Flan endggggerienee co >

To indiente that there vas cnuplete unapimity on the MCH plen.'q‘ a elear mandate
© for ifs adoption, would not be true. In this-case as in most, the plan\continued to'

- avolve .and support 'for it was generated during the inplenentatiun phase. e various . .
. factors that were eignificant in its adoption, 'and their relative importance, will be - - .
, diacunsed. o ~— _ , ' o
. Pilot Program' ) I T - ',L SR T .

With the significant changes envinioned it seemed 1nperative to have & field 4
lsboratory to réfine and modify some of the plan s components. : Data from such a "model" ‘
program wnuld\elao be useful to consolidate politidal support for -the plan until the B
national program was well under way. Ihdeed, the pilot progrsm as detailed below, -
- became an effective tool in both the comceptual - Qevelopqent and implementation phase. -
. Three representative districts were.selected from among the 70 in the country. - L
. Outside assistance (UNICEF) was obtained to purchase the required equipment, incldding
" a kerosene refrigerator and vaccination supplies, for each digpensary and health center
AN in the three districts. It was originally planned to supplement the health manpower 11
these districts up to the proposed 1980 levels, but this became politically uuwisepf‘
Initially, a baseline survey was used to establish the level of MCH service util 2etion, _ ,
‘genepal health knowledge of the mothers,and clinical status of the children. series R
‘of seminars on clini¢ organization, equipment use and nqﬁqqgnance, and select¢d clinicdl - - -
techniques was conducted to prepare the local health staff.’ Actual implementation of B
the plan spread gradually through the three districts, its rapidity influenced prima:ily .
by supervisional support and local 1nitiat1ve. ~

*

\

These '"Model Districts" proved inveluable to the national program by pointing out
some of the obstaclen to successful adoption. Perhaps the biggest flurdle, which soon W
became evident, was the unspoken skepticism of the logal clinic staff.: Everyone was in
favor of receiving new equipment and learning new skills, but there were eensidereble
resistance to attempts at clinic reergenieatian. This is understandable when one o
realizes that the existing pattern of services had developed over a considereble period . N
of time and was a comfortable "known." In addition, anyone who had been in the system . v
very long had seen many enthusiastic projects espoused by national direetives, an idealistic
new district medical officer, or local politiciams. But most of these new programs
remainéd at the planning stage only. Occasienally a new Land Rover actually grrived in -
the district, intended for some particular purpose, but was seon lost \in the hospitai s ’ '

e vehicle{pDOL ‘ | ‘ !

. p \ - )

~

_ In particular, the idea of g daily combined MCH clini¢ met with the most resistapce
’ from the local staff. They were often overwnryed in their weekly antenatal or childrén 8
clinic and saw a combination of these two on one day gg impossible:. e answer, of * z“..gif‘
“cotrse, 1is that the-MCH clinics were to be every day so the work load.y. v y”':§
throughout the week. This would ‘result "in a more efficient yge of Bot staff and ~ - , -
faéilities than«the 0ld pattern of overload one day and light work the inext. !

" By encountering this unexpected staff resistance in the Hndel Dis ricte, appropriate
sclutians could be developed. Ome of the wost impertant fscters in con gcing tpe etaff

Y
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that this new plan ‘was fot real and not another empty dream was the actual disﬁursement :
of equipment to the -health units. In fact, e conditional. offer of new equipment was

frequently used to persuade heaitant staff to chanse to the new organizational plan.' ‘;)

Once some clinids had successfully begun the new program, their expetience became
valuable examples for thé qehers within the district. This was especially tyue when
" the national program was being launched and the successful’ experience of the Model
* Districts became widely known. Seminars held in conjunction with clinics already
following the new plan provided fitsthand experience for new staff orientntion.

- -

s As- already alluded Yo, there were many other uaeful functions of the Model -
Districts. . Such.items as field testing of the new clinic eards and reporting ayatem
weré ‘dope done here. The development of an adequate "cold chain"- system for vatcine -
‘distribution, along with trials of the kerosene refrigerators and other equipment, '
was also~done. And finally, but nct least in importance,.these three districts provided
"show piecen" for funding agencies and’ politiciane to visit ard observe.

.

Seminars Y ) o

Gonaiderable ‘reference has already been made to the role of aeminara in pronnting

" . the new‘program. Not insignificant budgetary amounts were spent on these.  Besides being

-
LY

~ a popular event for rural staff, they provided an opportunity for discussion apd training.
Equipment maintenance, proper record keeping, clinic flow patterns and vaccination apd - S
. other. clinical techniques were among the topics covered. - .
. ’ \ ' ‘ o
+ Two genetal types bf seminars were conducted. Initialiy it was felt imperitive to

-

securg the physicians' support f« e new plan. Three two-day seminars were held-in

- different parts of the country overnment and voluntary agency physicians. In this
setting, important objections could be met and protocols established. - '

e * \Each District Medical Officer was then omised funds and central assistance to

all health personnel within the district attendftheee geminars so importaqt questions
about supervision and allocation of responsibility could be .settled. s.especially
important with regard to the control of vaccine supplies which was frequently considered
“a préstigious position. By having the various types of auxiliagigg;ﬁreaent at one
seminar, their respective roles in the MCH program and other ﬁacets of health gare’
could‘%e openly discussed and reinforced. ,

con&uct his own district level seminar for his ‘health staff. They wete\§::::raged to have
This

: The final important -point about seminars was to recognize their continuing
importance after the program had started. There were engugh new ideas pfesgnted that
few staff were capable of comprehending everything-at the first exposure. - Néw -graduates
‘were also frequently being.added and modifications were continuing to be made {n various
components of the system.. Certainly the very definition of an auxiliary implies the

need for continuing e&ycation. _ : -
\Manpower Training Programs o 4 o
- N P s
~ An integral part of the national MCH plan waa the prefaration of a new cadre called

" the FiCH Aide. Their one year di ic and six month field training concentratéd -entirely
on the knowledge and skills they would need to provide the envisioned MCH services. .
Applicants were primatily selected from the rural areas of the districts to whiah, they
would-be assigned after graduation. Those with some previous work' experience in the health
.care system were given prefergnce. All efforts were made to keep the training facilities
and curriculum Jery ptacticali\ . : . .

(3]
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A more diff & goal to achieve was the integration of the appropriate currieulum-
changes and add ons into the other medical training programs. Obviously.all students
from the medical school to the rural medical aides needed to be acquainted with the -
various aspects of the MCH program and particularly their role in it. It.was gven
ergued that the primary effort at changing the system should be done through the school. -
Students could be provided with the appropriate knowledge and skills in greater depth
- than in brief field seminars. Each new group o6f graduates could then spread the new
plan to their’ respective posting sites. It turned out that this was not an effective
change agent because the new graduates had no status or power to influence the gystem
~until they had at least 2-3 years of work experience. By that time they had usually
become familier with the existing pattern of healtH care and were as reluctant as the

others to change. o , . e
f& ‘ : P r

‘Recorde and ReportiégASystem,eﬁ\}

.preventive act

. Equipment and Supplies)

'
/ -

- 'The rural health worker is at the base of a giant health pyramid. He is expected

to provide both the basic heqlth services and a report that he has done so. When néw

programs are begun, it is often felt imperative to add a new set of reports to document
its development and to allow evaluation. The eventual result is that the rural health
auxiliaries, who are often overworked anyway, are called upon to fill out an amazing array
*of reports that are frequently overlapping and confusing. The most tragic part of their
effort is that the results are seldom tabulated and used in any meaningful way to improve
.the system.

R

ities it was decided a simple combined reporting system was desirable.
Two new home-b edcliniccards were first developed, wne for children and the other

for pregnant mothers. A similar card for mothers following a family planning prégram
has subgsequéently been added. Then a clinic-based reporting form, using the five

nought tally system (00000), was devéloped. 'This was by no means comprehensive, but
requested- only the specific information which was felt to be necessary at the district
and national level. Further details, esﬁecially diagnostic and treatmeﬁt information,
remained on ‘the c}inic cards only. The report form was designed so the information
requested was directly available from the clinic cards and could be filled out quickly:
The initial compilation dnd analwsis of the data was done at the district level and then
summaries forwarded to the ministry. Attempts were made to base the distribution of 8up-
plies on the reports received, but ﬁhe turn around time was too lomg to make this
effective. In summary, records and reports must serve the system and not dominate it.

4o,
r,/ Tl . e
T —— ' ' . - )

Because SEF proposed MCH system involved the integration of mest clinical and

. N C
As alreddy mentifoned, the distribution of new ment to the rural health units
was one of the important factors in convincing. the staff thaf a real organizational

change was occurring.] This sﬁnfirms the “difficulty most programs have in getting equipment
“out to the rural ‘areas. An even bigger problem, yet to be solved satisfactordly in

Tanzania, is the regular distribution of consummablé supplies. Stable items like ¢linic
cards and medicines are difficult enough, but to maintain a "cold chain" for vaccine dis-
tribution reqdiires considerably more expense, manpower, and motivation.

Maintenance of equipment, in particular the kerosene refrigerators, was another
major concern. The appropriate knowledge and tecliniques were included in each of the

., seminars. Each health unit was also requested to identify ohe person who would, take

primary tesponsibility for adjustments and maintenance. Selected spare parts were

v
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provided with each piece of équinment and a reserve supply was kept at theidia:rict .
hospital. ,

Probably no other factor was found which discouraged the health staff more than ‘to
" actively promote a new program to the people and then not have the necessaty supplies”

to meet the demand. Until adequate funding and commitment are available to provide thik
kind .of* support, it is unrealistie to expect local staff to vigorously- attempt :o expand'

- their coverage.

»

Le'gisla:mg

Ve Primary education is becoming increaaingly available in developing councriea.
Tanzania s planning for Universal Primary -Education (U before 1980. This antici-~
pated service for all children raises anotHer possibiljfy for the promotion of immuniza-
tions and othér MCH services. Legislation is informalfly being considered that would
require each child to present a completed vaccination |{card befazre he could enter sehool.
When the health care system is adequate to: pravide thi quantity of eerviee. such
legislaéien may be utilized. ,

Conclusions !

The successful develvpment of a rurel health'pregram ﬁinges anAmanytnariablea;
Each country should carefully consider these, along with their budgetary and manpower

Aimplicaciona, during the pianning stage. -An adequate agsessment and feasible anlutiona
can ease the di¥ficult implementation phase.  t—— : .

\
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. THE COMMUNITY HEALTH' WORKER:
. ' GUIDELINES FOR TRAINING THE
i . ‘ | CONMUNITY 70 POWER THE PROGRAM

o - Aaron E. Ifckwunigwe, M.D., M.P.H. P
L : : B Charles R. Drew Medical School ‘l S : , : .
- ' ' > . Los Angeles /£ : B S

A. Introduction - T | ) : " _ i : .

R
The health services of developing countries heVe been patterned after those of :he \f'
industrialized countries «of the Western world. This. is so, despite the ecological \ '

= dissimilarities between the two areas. As would rtJ;!mpect:ed health services have t re—\
fore failed to satisfy the needs of these develoging countries. e following key fac ore .
] have to be seriously considered if the situatic q‘_heelch services in develcping count \
is to he remedied. ‘ ) ‘.eﬁ ' ‘ Y
. Laci cf-Populatien-Awareness of Beairh N@ede_and Services .
. Eeavy Reliance on Hospital—Based HealthfServices
-, “Difficulty in Accessibility to Health Services
. . Class and Cultural Barriers on Health Services between Prcviders and Censumers
. Little Emphasis on Children - although they comprise 40-55 percent of the .
populatien ( W * . ‘ .
. '\; Lack of’ Preventive Health Services - although the vast majority of the health
' conditions are latgely preventable . ; .
., | — Lack of Infrastructure of Health Services Delivery - due to.limited budge:j#“\ .
¢ persennel-and workable system ; . - , '

‘It can this be.seen that in the fcreseeable future, foom. a numerical and geegraphical
point of view, the necesgary dutreach to make qontact with the majority of rural population
cannot be achieved through this orthodox approach to health services. No wonder then that
it has been egtimated simt less than 10X of the population of the develeping countries have.
access to organized health services of any kind. .

a
»

From the-foregoing, it is elear that alternative approaches to health services in ®
developing countries are necessary. Fragmentation of services irdcreasses costs and destroys
efficiency. Approaches aimed at integration of services are therefore indicated. Services:
must be conmprehensive in scope and focus on priority "at risk" categories. Irtegration

and coordination must occuk at various levels of the health services. o

‘B. Integration of Health Services into Community Development . .
k) » i . ' . :
"1t is of the utmost.importance that programs be planned and undertaken in partnership
with the community, based on their expressed needs and with their fullest possible involve- N
ment and participation. Ideally, health action should be community directed and inyolve
. the community as a whole through its leaders, formal and informal, and its various natural
groups. It should be noted that community directed action is not merely action directed
at the eommunity by professional health workers, but seeks to promote health action by




groups withih the community, led by the community's own natural leaders. Such leaders
might be the/ chiefs, school teachers, priests, or other ackmowledged persons who conmand, gy -
the respect/of the community. In some areas, an active organization directed to community
developmepf will be present. This is a form of social activity in which members of the:
vil}aée ommunity meet to discuss sheir individual and joint needé. They establish p§ipri-
‘ties, mfike plans to the best of their ability and, resources, seek help from outside, '
proceed to undertake a variety of differnt projects. These may’ include such things as
buildifng a well, a market or a clinic, construction of roads, b¥idges, schools and churches.
This type of self-development at the village level is of the. greatest importance, and
health activities should be integrated into them as a means of spreading health knowledge

and providing better health facilities, _ _ Co

~ Agriculture is the mainstay of the economy.of modt developing countries. Agrarian
reforms and changes in land tenure practices have led to)the fprmation of farming co- ,
operatives. These co-operatives not only improve the ef ency and increase per capita
production but also given the farmers a collective-bargaining “apability. .They have
. been very effecfive instruments in strengthening community organizations to uhdertake. self-
help community development projects. In fact, in some cultures where community organiza-
tions had not traditionally existed, these agricultural co-operatives have been very -
useful in acting ,as the nucleus and encouraging their formation. Health services, as
indicated above, should be integrated with these other social and economic community
development projects. ' . . ol : o
. : . , _ —
" Furthermore, nutrition and health are: inseparably related. One of the main. factors ¢
affecting nutritional status of a community is food availebility, which, in turn, is related
to food production. As part of the dissemination of sound health and.nutrition education,
people should be informed as to the best food cr to grow. On a modest scale, they
-should be encouraged to cultivate these in-a 1q3§E:ZE. low-effort home gardens. On a larger
. scale, the difficult problems of .thé understandable competition between caslr and food crops
should be ‘tackled at a mationdal level. A judicious balance between the two‘jifikdvhe aimed
at. 4 - '
‘  In many developisg countries, most, and at times the only available health services
. in parts of the remote areas are often relatively well-equipped, staffed and managed by
highly motivated individuals, who, .as a result of their fgligiouﬂ_connections: have the
confidence and trust of their clients. Hitherto, these health services have been mostly
* shospital-based and centered, so that there is the need to modify and broaden their activi-

‘f ties. - Even in places where the voluntary agencies do not have any organized heglth * .
service, the clergy and the priests caquld play.a vital role as change agents in healﬁﬁf‘\\\\\

f“\ program instituted.

L

: +

.

Apart ‘from religious organizations, there usually are other voluntary agenciles that
are either involved dr could be involved in health services. Examples of these are the
Red Cross Society, CARE, Women's Guild and other organizations. ”

. - N -

The activities of all these'organizations, religious and secular, should be co-
ordinated, and their efiergy channelled into health services with:ra definite sense of
direction. Their assistance could be in the delivery of services or in .public relations
or as change agents in‘health education activities. The need for 1iaison and co-ordination
-of \the activijties of these agencies with governmental health servicé%, without ‘diluting
theldy quality of service, is obvious. . . \;\
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C. Community Oxggpization and Leadership

. At the outset, effort should be made to determine the structure af the capmunity
- organization, the types and strengths of leaderhip in the community. It is important
to involve the community organization and leadership in the planning process right from,
the beginning. They will be invaluable in supplying necessary information and generally
facilitating the planning process.. Furthermore, only By so deing can they identify with
" the project and regard it ‘as their own rathef than something that was imposed from out-
side. In some parts of the world, for example, parts of East Africa and the Sierras of
the Andean‘ countries of South América, thg population live in isolated households, sur-
rounded by their farmlands and lack the cohesive force of a- community identity. Im sych
y cases it would be essential to encourage community spirit and the formation of a community
: organization with an effective leadership.

D. Community Attitudes to.Healthl Expeccations al Receptiveness ' e A

A knoWledge of this is necessary in order to enlist the fullest cooperation and
collaboration of the community in the health program. It is important in the health program
planning in order to insure that health needs ag well as other needs are provided for.

I recall a meeting we ondﬁ had with a community group in rural Ecuador. When we asked
them what their major health needs were, they replied "saranpio agua potable y rattus," =~
_which translates into "measles, potagle drinking water and rats

E. - Selection and Traini of Community18§¥gd Health\ﬁptkers - - ¥ o ‘

Various types of personnel are currently in use in developing countries, depending
on the countries' Wistorical past, stage of development, resources,and type of health
facilities. In instftutions like hospitals and health centers, health service could be
more -integrated and comprehensive if the team concept. is practiced. It would also improve
efficiency and utilization if arrangements could be made for both fother and child to be
seen in the same location and on the same day if both of them require attention:
N
3 In most rural coﬁmunities there are %o health facilities and even in some of the
places where they exist, under-utilization is a problem One must therefore move away from
the fallacy that all you have to do is to build-a h&falth facility and people will auto-
matically use it. , Instead,' a betner idea is to tgke health services to the people in
the communities and their homes,  For this purpose, a trained, multi-purpose community ., -
‘ heafth wdrker would be an efficfent and effegtive sgent in delivering integrated health "
services. Specifications for auch a8 communitfy-basgd health worker would vary from counfry
to country depending on the circumstances. - For example, the basic educational require-
ments for such a candidate for 4raining would obviously depend on what is locally
. available. The information gathered during the planning process would be invaluable
in making decisions about various aSpects of the- communiﬁy—hased health worker.

.~ The health workers will have to be trained for expected functioﬁ”ﬁﬁdpué*ﬁﬁf The .
fulluwing steps have to be takan in setting up the training program. .

1. Definition of Need‘

)

The planning process would furnish the opportunity for determining the health
needs, both felt and observed in the community. - It would also provide the basis
for the priority rating of the health needs. Thus a realistic plan to meet the
health needs of the community would be prepared. \‘“-\\\\\

.
":\-
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x}:} Functional and Task Analysis ( o | | T

The next step is to determine what functions are to be undertaken in erder to o i
satisfy the health needs already identified. As a result of this it would'be . " ‘
possible to determine what tasks need to be - performed in order to fulfill thoee
funccions. - v
'3. Job Description e | | a SR

»

Based on the tasks listed a jbb‘desetiption could then be pr{pared.

-

4. Currieulum ﬁesign : ' - ' ‘ oy
- : : !
* The training curriculum will be derived from the job desaripnion and by so doing
will ensure that ‘training is related to function and need. - ;
5. Training Manuwal =~ - o " . ' ) 9

A training manual is essential specifying not only what is to be taught, also
where, how and by whom. Tliis would-ensure uniformity and standardization in the .
7 training. 4 P i | .

6. Training of‘TrainerSH-n

Cmpmm—— e . . . . - -

A decision -will be made as to who will train the community health workers,
dependihg on what s lecal y ‘available and feasible. Regardless of who the ~ . = = e g
trainers are, ‘it would be ecessary to give them a short course of training in order
to ensure that they fully understand the aims and procedures of the training. They

r«f"‘““a@uiﬁ;glgn_be instructed in the use of training materials and teaching methods.. |

. .

7. Selectiog of Community Health Workers for. Training -

The community health workers have to be selected from the commnnity by the o
. community, as they are more likely to be accepted and respected in The community. .
' However, the community organization would need some-guidance and criteria for the
‘selection. For gxample, minimum edueation and background should be set, consistent

with the local realities of thé‘§ituation. Again, if it is the wish of the community

the local traditional healters imay be selected for training.

Ceg .

¢

8. Location of Training o ‘ .

[}

The training facilities should be as near as pogsible to the program area, not
only to make the training more ecologically relevant, but also minimize the
temptation for trainees ot to return to rural areas_after they have been exposed
to the glitter of life in the city during their training This should ideally be
in tpe nearest health center or health subcenter. e candidates selected for
training from the surrounding community would be gathered here for training. The

. size of the training class would vary from. five to 15, depending on the traiping
d /fgtilities. There would of course be some basic theoretical. aspects of the training
should be practical and on thijob {in-service). The trainees should have practical
experience of working,everywhere, including home visits.




-

-9, COmmunity Hea}th Posts I A
" Each eomnunity orgnnization as part of, the eonnitment to the health program
“ should be able to provide an operational base for the community health workers.
: : This base designated as a community health post could be an existing building or
... " by community effort could be constructed cheaply with local bulldisg materials.
. The basic equipment, medicines, and supplies should be modest and not. expensive
: and assistance provided this could come from the government. Community health
workers; glthough they operste from this base, should spend moet of their time out
‘ "~ in the community, involved in eﬂuea:ignnl efforts through women's soeial-clnhs,
’ or by visitn to the homes. K :

L]
-

{, , 10. Procedure Manual

sed on the training curriculum and the training nnnualﬁ detailed instructions
should be laid down for the compunity health workers. RNothing should be left to ‘
the imagination and all the possible options should be anticipated and alternative S
courses of action set down in detail. Moat importantly, the manual should atrese
the#r limitations and instruct the health worker whenm to seek for agpistance or -
when to refer a patient to a more skilled pereonnel.

-

.F. Functions ef the Cnumunity Health WQrkeE‘L

Co- . The cnmmunicy health worker &t the health post and threugh hnne v ite and nnther "P
+ clubs will deliver the following services.

.
A
+

’ . .1, Basic Health Services c _—

(a) 00unse§ing on child healtn and"ehtid'teering;. o . e

-

(b) Minor curative &J first aid emergency services. .
L

e

i /(c) Immunizations. _ -

' - (d) Prefnatal and post-natal eer;ices. ,_.’ (f_ - R | {

- N (e) Midwifery sérvices.for uncnmplicated cases. | |

"t ' : (£) General health education. . A .
(8) Registration of births and deaths. ¢

(h) Referral to the health subcenters: - e

Ap

2. Nutrition §g;viees S

(a) Nutritinn counseling and education.
(b) Curative services for patients with malnutrition.’ -

{c) Hﬂtoring of the nutritional status af the at- risk groups through weight
ts. .

(d) Prnmotion.cf breastfeeding.
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(e) CQPnseling on infant weaning uaing 1ou-cont, locally available high protein T
vegetable multimixes. - _ o ‘ o *
% (f) Influence in the agriculture pracciees of the can.pnity through damnnstra-.
‘ . :ion low-cost home gardens. S "
3. Family_?lanni_gServices B S - i
Ce (a) Family planning information and notivation. _ ' D ‘ “g
. . %
. ? .
(b) Dispensing under’ supervision desired contraceptive methods pnsaible in the C e
. . home or health posts. o A
' (c)iReferral to the health gubcenter for. the wore qomplicated procedures.
(d) Follow-up of gccepﬁprs. . —
. ' Lt ‘ %
(e) Continuing review of the non-acceptors. - . )
4. Envifonmental Health Services - : Lo o . :
(a) Environmental sanitatioﬁ information. T
'(b) Personal Bygiene information. / . ~ o h SN
' : ¢ . . ‘ - B T e N .
(c) Advice and assistance with latrine construftion. .
(d) Mathods fof rendeting‘drinking safe water. 5
G, Sgpervision and Motivation of the Communiﬁx,ﬂehlth Horkers : £ - |
It is true to say, that a program o chis nature utilizing low level suxiliaries is
only as good as the quality of the traiping and the closehess and the effectiveness of
supervision of their activities. Ther fore, a system qf ¢lose. and effective supervision
should be devised and they should be close touch with the nearest heglth subcemter :
or dispensary. They should be accountable to the local health subcentet who should ' .
provide support and referral service§. Their attivities should be supervised out of the e
health subcenter. There should be & gystem of refersher courses at reégular intervals inm. ‘
the health subcenter. In order to/achieve this, it may be’ necessary to reorganize and
retrain the sggff at. the health sybcenter so that they will be in tune with the whole -
program. It is essential to offéf some motivation to the community health workers to A ‘ M/
make it worthwhile their remaini g in their posts. Although in some circumstances it may , / ‘
be possible.to have their services on a voluntary basis free of charge, the only moti- e
vation being their status in tgé community, it will often be necessaf& to provide them . R
- with some remuneration to meel their families commitments. This may take the form , !
of 'a modest honorarium providéd either through community effort or by the government, or -
the two .in partnership. Whatever the arrangement, it is crucial that this category of "
health worker be recognized and integrated into the health/ services of the govermment. T
& . . . )
H. Evaluation : ‘ ' ’ ¢ ' .

Evaluation may be defined as the process by which information relevant to decision-
making can be obtained from a pfoject, analyzed and interpreted. The purpose of evaluation
is to provide decision makers with useful information about how programs are functioning
-with respect to achieving their goals. -

L . ) A o1
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Evaluatién should be built into all health programs. It should hg a centinuing and

dynamic approach that permits egxamination of accomplishments or lack of it at any time.

If a program has not progressed as planned, a proper evaluation can revgal the cause and
make recompendations aimed at removal of such causes.

I.  Conclusions

‘The foregoing has been a sketch of the guidelines for identifying community
organizations, ensuring their participation in planning and executing health programs,
the seIection, training, supervision and motivation of the community health worker. It
is my belief - that, if these steps are- adhered to, the community will be able to power
their basic health programs at the oommunity level, with a minimum of outside support.
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~,' CRITICAL ENVIRDQMENTAL AND ECONOMIC INTERDEPENDE&CIES' ‘

Pl : THE SEARCH FOR SOCIETAL VALUES _ ' "\ '
oo » : ; * Climis A. Davos; Ph.D. ‘

. . ' . . o L | . .

INTRODUCTION ‘ Do, i ) . ~

Econenic &eveloement is pursued by every soclety as an end whose level of achievement

‘will determine the attainment level of all the rest of its goals. With respect to the .

health goal, economic development promises the elimination of the health problems of peve:ty.

Moreover, it promises an ability to finance an expanding health care system and to devilop
an effective preventive health program. In this respect, the 1ntegration of health into
planning for development may appear to be a straightforward task of. agsessing health.needs,
defining them as goals, evaluating their benefit-eost efficiency, and designins ndninistrn-
' tion plans and 1mplepentation strategies.

waever, economic development also eontributea to the realization of a great number |
of new and critical social. probled% The majority of these problems relate to health and
are assoclated with the stéady deterioration of environmental quality and depletion of
patural resources. The historical evolution of 4he concept of health is only one indicator
of the recognition of these problems and their health ramificatfons. Health no longef »
implies the absence of bodily afflictions as it did during the earlier years of the indus-
trial revolution. As long ago as 1946 the World Health Organization defined health as .
being "a state of complete physical, mental and spcial well being and not narely ‘the
absence of disease.’ -

. ’ \

Fur:her manifestations df the awareness of the "new'|problems that aceempany
- ecnnom;c development are provided by the expanding demands {for environmental impact easess—
ments and by the debate on energy alternatives.

'  The problems of economic development become more diffieult te confrcnt because it
must be done with conflicting scientific inputs and under d. regime of competing societal
.values. Both these realities manifest themselves with development. They have necessitated,
in the past, tradeoffs among goals and among’ alternative development ettategies that did
‘net always adequately account for their health«related compromises. .

1 argde, therefere, éhat integration of heai:h into planning far development must
not be attempted only along the traditional lines.of assessing health needs, expressing
them as_goals, evaluating their benefit-cost efficiency, and designing adminigtration
plans and implepentation strategies. Strong emphasis must be  placed on three other areas
of research.
_ The subject of the first research area, must. be the interdependencies among all the
goals of a development plan that may collectively be referred to ag environmental and
economic interdependencies. These must be identified, modeled and closely monitored.
The second research area must focus on the derivation of the shadow prices of the above
interdependencies expressed in terms.of the latter's health impacts. Instrumental for,
the derivation of these shadow prices will be ‘the harmonjzation, to the extent feasible, .
of conflicting acientifie\__puts and competing societal values., Finally, the objective
of the third research ared must be the utilization of the health shadow prices in order
to establish boundaries beyond which health concerns and impacts should not be traded
in favor of the advancement of othgr societal goals. I have devoted the-rest of this ~
paper to an elaboration of these research areas as. well as of my thesis and atguments
regarding the integration of health into planning for development

-
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Critioal Environmenﬁal and Econemic Inter&ependencies

One, if not the most, significant ramification of development is a steadily deteri-
orating environmental quality. The comprehension of the importance of' its health -and
other social implications cad be singled out as the most pressing reason for the broadening .
of the heaIth concept by the World Health Organization. It can also be considered as the
most gerious challenge to the ddvelopment goal. A
A full understanding of theiundxnnmental and economic interdependencies connecting
all the goals of a development plan becomes imperative, therefore, for both the achieve-
went of health goals through development and for the aehievement of development without
S unacceptable health costs. .

As a case in paint, consider the industrialization strategy which is one of the
cornerstones of development plamming. It can be formulated by choosing among alternative
industrialization patterns promising differing rates of growth, differing magnitudes of

‘~ production and value added, for differing time horizons. More often than not, the
criteria of choice are only these abstract econometric indicators of rates of growth and
of gross national product; provided, of course, that the necessary primary production

. factors and Tesources are available.

«  However, altexnati§e industrialization patterns also contribute to differing income
. distributions and acquiremerts of skills and education among individual members and seg-
~- gents of society as well as among regions &nd urban settlements. reover, they contribute

. .differently to such environmental problems as air pollution, water contamination, noise -
levels, soild waste loads and safety hazrds. Iadirectlﬁ, al: tive industrialization

/ patterns contribute differently to such problemsa as: (1) rhe introduction into the
environment of chemicals such as DDT, vinyl chlorides, polychlorinated, biphenols; (2) the
use of polluting and health endangering energy resourtes; and (3) urbanization patterns -
with impacts in terms of congestion, sanitation needs, noise, crime, lo of cultural ties,
loss of social orientation, and disassociation from‘éommunity values . :

It follows, therefore, that the problem of choosing an industrialigation plan
, cannot be divorced from the problems of choice gmong alternative health Roals, their
. counterpart environmental goals, and goals relating to income distributio energy,
education, utban development, crime and any other secial concern. Not onlyWill decisidns
« on industrialization plans interfere with the achievement of all other goals} but decisions
on these other goals may upset the plans for develepment through industrialization.

« Similar associatiogs among ' all the goals of a plan can be established when the
o available optssgs for action aiming at their achievement are considered. Environpental
v and health go , for example, will have an impact on the consumption patterns and the

' " development of particular industries. Thus, they can indirectly be regarded as a source

of impacts similar to those I associated with industrialization patterns.

- Understanding of theg!lassociations among all the goals of a plan for development
justifies my previous assertion. As I stated it, such an understanding and monitoring
of all the environmental and economic interdependencies among the goals of & plan for
development must. be the first step for a true integration of and orderly progress towards
all socliety's goals.

-
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The Search for Societal Values: Yy

‘ The next step of goal integration must be the evaluation of th;\environmental and °
- economic interdependencies among the goals of a development plan in terms of shadow,
prices. - The latter express the value for society of the progression towards or retro-
‘gression from its goals that may be caused by an action aimed at the achievement of a
particular goal.. The shadow.price of an industrialization plan will reflect,: thus,
"the value that society attaches to all health, environmental. economic and all other
social implications of the plan. . Similarly,- the shadow price of health goals will reflect ‘
the value for society of the progression towards or. retrogression from the rest of society's
goals necessitated by the implementation actions requiréd for the achiSvement of the =
‘health goals. o ¥ . ce

-

Utilization of shadow prices enables what I have called evaluation wit
context because they reflect the values of a society’ perceived as an organic cRooser of .
ends (1, 2). The fact should not be overlooked, however, that different segments of
» soclety society prefer different achievement levels for soclety's goals. As a nesulr,
" yvarious estimates of shadow prices for the same can be-derived unless a unanimo
on target levels of goals achievement can be reached. :

: ) . ® . : v T

It is an undeniable reality that such an agreement is almost impossible even

such goals as those relating to health. Two reasocns for this impoasibility 1 comsigder
as most significant. First, income inequality leads all individuals to have differi
dreams, goals and priorities. Moreover; income inequality generates alternative inf t
needg_gpqng the various publics. It also affects the capacity of the societal units o' .

',ﬁ“~~~a§§1mi%ate information on goal impacts and evaluate it according to theitr priorities.

-

: The value and information problems that the inquality of inebme presents are further’
‘exacerbated by the fact that the pursuit of goals has.an impact bn income. Thus, a dynamic
analysis of communjty values agd their entrdpic changes is also required. Moreaver, the

- pursuit of goals will have synergetic impacts on each individual's share of rewards and
sacrifices. Thus, each individual 1is asked to evaluate the various ptoposed goal achieve-
ment levels with an understanding of his/her net share of rewards and sacrifices that’ is

difficult to derive, nay, to comprehend. . M

¢ The second important constraint to reaching an agreement among all societal units
on target goals achievement levels is a seientific input containing futidamental contradic-’
tions. Any effort to confront the préblems of competing societal values will be severely
undermined by this reality. Estimates of goal impacts both on an individual and 6n a

" gocietal basis will have limited value standing alone as evaluation factors as long as l

there are scientists arguing opposing views, theories, and findings. This reality has ‘.

2 manifested itself in the debate on-the health effects of such social actions as smoking,

. .use”of nuclear technologies, and more recently the use of sacsharine.

The argument ‘may be advancedthat in undeveloped countries there can often be found
a small and homogeneoys scientific, economic and political elite which can generate unanimous
support for goals and.policies. It must not be ‘forgotten, however, that if indeed develop-
ment is sought for all segments of society this argument dangerously underestimates the
, importance of societal valie dynamicg. ’ :
. _ , .
_ The foregoing brief discdgsion of the difficulties of arriving at an agreement on
target levels of goals achievempent and thus at a single set of shadow pyices for all goals
justifies the other requirement/ that I suggested for a true integrafion of all development
. goals. As I argued in my intrg¢duction, the shadow prices of the health and the rest of
‘the goals must be derived after an attempt to harmonize conflicting scientific evidence

-
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and competing societal values. For this ‘task, a“participatory evaluation approach is
required. : ' T _ . o

The opportunity must be given by the participatory evaluation approach to all the
various publics, special intgrests and-deeisi&n«making agencies, first, to express their
goal preferences and, secondly,: to reveal ﬂhg,value tradeoffs they are willing to make
for the purpose of maximizing the support fos a particular plan. A scanning of these
value tradeoffs and preferences will lead, then, to an understanding of: (1) the -
coalitions of. support for each particulag goal; (2) the consistency of preferences and
. values of the various coalitions® *(3) the information needs of the coalitions and their

~ capacity to evaluate information; (4) the grounds of .agreement and disagreement among
~ the coalitionsd; and (5) the cchanges to maximize the level of accord among the coalitions
3, &. ' S <
. « ¢ . . . :

Oo the basis of the above information, shadow prices of goals tan be derived that
will reflect the valueg of a society fiot .in a stage of tetal harmony among its members .
but in a stage of minimum discord. *Total harmony guarantees -the achievement of goals
while minimum discord promises at least an orderly progress. -

4

Health Tradeoff Boundaries

_ .In addition to deriving shadow prices for a society in a stage of minimum feasible
discord, a participatory evaluation approach designed to generate the previously described
information input serves another purpose of extreme importance. It enables the establish-
ment of boundaries beyond which tradeoffs between health and any other goal are umaccept-
‘able. "I emphasized the need for. establishing such boundaries in my introduction as the
third step for a.true integration of health into planning for development. .
' Even in-developed societies, we witness a tendency to regress from absolutely
inflexible health protection legislation measurfes to.dangerously flexible onmes. In the -
U.S., legislation such as the Delaney clause ipndicates that absolute protection of health °
is the ultimate priority. At the same time, hoWwefer, the retreat to risk-benefit ' o

'~ analysis for other important choices, Such as the utilization of nuclear technology, .
- implies thit health concerns may be weighted against other criteria such as ‘economics.

"Undoubéedly drguments may be presented regarding the actual quantitative values of
health tradeoff boundaries. In general,.ome should expect that the debate will subside
as the conflicts in the scientific input will be resolved! Participatory evaluation will
also minimize the intensity of the debate.- As long as all the environmental and economic
interdependencies have been upderstood and the pkiority tradeoffs of gll segment #€of
society scanned and evaluated, boundaries for the health tradeoffs can be established
that will be protective enough to satisfy all réasonable health concerns and flexible

" enough to secure the maximum feasible SupporY for health goals. .
Reflections ‘ ' A )

_ When confronted with the issue of integrating health into planning for devélopment,
I tried to address directly the operational meaning of the term integratiom as it should
‘be applied to health and developmentigoals.« ’ ' : (ﬂ;\
I advancedmy thesis and arguments regarding the subject of this conference as a )
response to the reservations I have about the attitude of a great number of experts when .
they formulate guidelines for social actions. I characterize this attitude as paternalistic,

analytic, reactive and quantitative.' It is paternalistic beoause it completely - R

1
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qisassociates'expert.regbmmendatibné'fram-the implications of the public's sentiments,’
" beliéfs, opinions,and habits which may, in most cases, be an even more powerful deter—
“minant of social values than knowledge. The attitude of most experts is also analytic ‘
- in the sense, that they fail to study goal interdependencies. This failure results from .
. the experts’ dependence on the "scientific method" which is the epitome of analysis. ‘
Consider for a moment the irony of* addressing the isgue of goal integration by applying
. . analysis which in fact demands disaggregation. Furthermore, the recommendations of
' most experts are reactive since they proﬁidewadhwe:s:to problems that have already. -
been define@® and fail to deal vith the problems they may generate. The environmental °
gmplicaticns utiaccounted for in the developmeat plans of economists. provide wery \;up- .\ ) g

portive evidence. . Finally, expert recommendations are for the most part "quantitative" .
. either because they tradélateein‘qtantiQatiye terms even qualitative attributes or

because they -exclusively align with only a quantitative concern,about the public interest. :

& " LY ’W':l f . '

n}essenee;'l tried -in this paper to argue for a participatory, systematic, -
B3 anticibatory and qualitatiye “integration of health into planning for development. .

.
i

'
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. BEALTH SECTOR ASSESSMENT® =~ ——@
Paﬂl I«Q Amd' H.An " L.L.B.- . T‘ . B .o - .
Alizs Kolker, Ph.D.

-
«

Introduction R

> .

The decades since World War II have witnessed growing concern in developing countries .
about upgrading their heslth services, and a reciprocal desire -among developed countries o
and. international domor agencies to provide téchnical and financial assistance for that
purpose. A growing recognition of the inefficiency and waste regulting from haphazard :
programming and from uncoordinated aid has 1éd to the develhgmnnt of several methodologies
for assessing the health needs of developing countries and for developing rational, inte-
grated health programming. e . - )

. . _ : ;
In this paper we analyze a major methodology for health planning,. Health Sector
Assessment (HSA), employed principally by the Upited States Aggncy for Internationsl
@ Development (AID). Although health plagning techniques have been used by international
agencies and national government§ for at least two decades, the concept of Health Sector
‘Assessment as a specific methodology is relatively recent (for other methedologies. see,
" for example, Chaspé, 1975a & b; PAHO/WHO, 1965; Ahmed, 1976; Cutierrez, 1975; IBRD, 1975).
' The purpose of this paper is to briefly describe the goals and design of the Health Sector
Assessment ‘and to explore its uses and limitations as a tool for health planning. The
paper is based largely on the author's personal familiarity with this and other health '
‘planning methodologies, on internal papers and memos circilated by the Agency for Inter-
 national Develgpment, and an informal interviews with health officials in international .
y asencles.. . . - ) ’ ' ‘ -
Health $ector Assessment is conceptualized as a tool for coordinated and integrated
planning dire{ted toward Improving health conditions in developing nations. It involees
a process of githering, organizing, and atalyzing data op the health policies and resodxies
of a developing“wsountry for the identification of possible solutions to its health problems.
' The purpose of a health sector|assessment is’ tp develop a strategy or set of strategles 3
. fof health improvement in devgloping countries. As mentioned above, the concept of Health
“Sector Assessments as a specific methodology is relatively recent; it has only ‘been used '
in a féw Latin American and Middle Eastern countries since 1972. The demand for health
sector dssessment arose from the need for long term plagnning, on part of the donors, in-
ternational financial communities, and the countries themselves. o . ,
: ~ i . 7
Several factors have converged to é%eaca a need for integrated, long-term planning
in the Third World. These factors include:- -

e 1)

—ﬁore demand for health services; : .

. A scarcity of Fesqprces;;

3
-

$
* The authors are deeply grateful to Joseph Hacket of FDA who shared a communication on
the description of Health Sector Assessment. They are also grateful to Dr. Joseph Davis
for an internal memo entitled "Guidelines for Health Sector Assessment." Both documents
have been amply used in the development of this paper. In addition,- they are grateful to
Nicholas Fusco of Westinghouse Health Systems and to Dr. Kenneth Farr for reviewing and
‘commenting on earlier drafts of this paper. : '

The views pré;ente§ in this paper are those of the authors and not necessarily
those of the {nstitutions to which they belong. '
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. ‘ The trangfer of ne:FTNiaynlcgy,.va;cines,‘aqd Sggss}”ﬁnd

. Strdng donor interest in providing preventive health(serviceé.

Congressional and administrative mandates in the United States have reflected these factors
. and have created the climate for.this new approach. President Carter:recently reempha-
sized the U.S. policy in his statement of May 2, 1978, anpouncing a program to strengthen
U.S. participatiqn in efforts to overcome disease and ill~health.- The'President-atéged:‘
"Our efforts will} be.based on the following principles: -- a basic ninimum level of health,
" nutritio y plamning services should be available to the world's pqor, whether
they live'igr 1 areas or urban slums. Developing nations can eventually meet their - )
» own needs if We assist them in strengthening their institutions and building their omn n
~ health systems. K Community-based health care, including the useé of community raesources
and the _training of appropriate health personnel as near as possible to where t y deliver
:services, is the most effective means of achieving the, standard of haslth we defire for °
all people."” The above affirmation of goals of U.S. Jinternational health policy by the
President hag led to activetchvolvement of all of U.S. international health agencies in
long term ;%gﬂnink, this intbrest is also expressed in terms of interest in development
, ’ of new methodologies for health planning. Assessment is one of the tools the USAID has
P # .« used for leng term plann}ng. .In order to understand its usefulness to planning, we need
: to know its purpose, methodology, and the natur€ of its final product.
1Y .

§he(first eaction of this papér'willldescribe the goals and design of this method,

) The Concept of Health Sector Assessment : ~
Health Sector Assessment, designed for efficiency and_comptehensivﬁg:ssg involves
a team effort. . It is important that members of the host country play a ge part, since,
ideally, the planning and design of future health programs will evolve out of the HSA.
A ¥

The ultimate goa}e of Health Sector Assessment are:, . ¢
. . g .
) . To provide a data base for programming AID support to tﬁé-healgpgseCtor;
. . ' - . : . ! -
To contribute to the improvement of the country's institutional capability t
in health planning by ta) structurally analygfng health sector problems and
alternatjve solutions, (b) ‘assessing the country's health planning require-
ments and developing estimates of the manpower and resource requirements needed
7 to accomplish those req&irements;‘ .
N \‘ ‘ '
. To establish a basis for national and AID investments within the health sector. P
- ‘ .

.

, " In akda§?to accomplish ahese‘geals ertain intermediate objectives must be met. §
o Most of thejelare accomplished in the hos¥_ country in tha process of the aBsessment. The%f
N are: R o
1. Clarify the nature of existing healfh problems within the total social, .ecpnomic
and political context. (In particu » the political climate and the human and
technological resources of| the country ear relevant to the HSA; see Westinghouse,
*1978). . ) i
. ) ,ﬁ('.:‘ h - - ~
-2, Place in clear focus the important interr@lationships of the health sector with the

social and economic sectors.
L3
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‘most apprnprinte te the host country §
lows below).

3.  Choose améng several HSA models t
situation (more on the‘varioué models

4. Help to elaborate alternmative: health strategies in a format that copstitutes a
basis for choice gnd that is usegyl fer decision-makers.

5. - Promote and facilitate.implementation of health development programs n high—priurity
areas. ‘
f' . l .
6. Tdentify program ‘areas requiring well«managed development projects. Such areas may
‘include existing programs, possible revisions of those, and areas not yet addressed
by existing ot planned programs. ’

7. Strengthen national capsbilities in health planning, project formulation, and’
.in progrdm evaluation. ‘% L :
8. Identify program areas and’ prnjects for which foreign assistance may be forth-

) com#ﬁi\ig g, from bilateral agencies, from the International Bank for Reconstruction
and Development., from the United Nations Development Program, from the World Health
Organization, or from tﬁésvarld Food Program).

. - : .

It should also be noted that the idea of deVeloping and implementing a health sector
program that extends over several years and integrates multiple projects, is anothér .
possible objective of a Health Sector Assessment. Ideally, such a program should lead
~ to more efficient utilization of resources in the gervice of national health goals. Long-

term planning attempts to avoid the pitfalls of uncoordinated, haphazard health prajects
"~ that in the past have sometimes diminished the effectiveness of foreign assistance programs.

I

‘ The Initiation of an Assessmgnt

-

- The intricate processes that precede the Assessment offer insight into both the
functidﬁ and limitations of the method. What follows is_ a:brief description of these
processes. - . : . o~

The Director of the USAID mission and his technicalﬁstaff are responsible for the
first step in that it decides to prowdde assistance to a particular country. The kind

. or extent of health assistance that migkt be provided is determined on the basis of sug-
gest'ions formulated, by the Country heal Ministries. With the aid of the technical
staff's advice, the mission Director develops a plan concept (PID for an ald program}.
The PID is then approved in Washington, after which the Migsion Director can make a deci-
sion to implement the project on site, provided the cost of the project is below specified
levels. If the costs exceed a specified level the project is developed in detail, sub-
.mitted to review committees YW Washington, and approved agsin, before implementation.

It is impor:ant to keep in mind that pplitical interests of the United States
Government and thogeof the government of the receiving country underlie and determine the
. total amount of assistance that can be given or absorbed at any time, the nature of the
projects which might be. undertaken, and the allocation of resources and sites of proposed
projects within the receiving country. Following are a few of the factors that must be
considered in determining what health projects are suggested ;

'
<

1. What has the host government formally requested or (indicated through informal dis—
cussions? Does. it meet the AID legislative mandate of helping the poor majority?
Ms it in areas of AID priority such as MCH services, integrated health delivery,
edvironmental sanitation ete?

bl
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2. What would be the receptiveness of the host governmenc to the -idea of any American
influence over its health policies? :

3. What is the Aattitude of the existing economic leadership toward partial support oﬁ.
potential projects in the initial stages of growth and full support for maintenance

: ___j>in future years? . E . , ,

4. What are the political or économic motivations of the central goverament? Has the
government developed a Sincere interest in the health of a segment of the popula-
tion? Does the government believe that improved health conditions of that sbgment _
will be advantageous to the economic development of the entire nation? What pressures
are being brought to bear on'the government to solve ceftain countrywide health '

, problems? Deoes the government require help for a specific area of the country per-
ceived as neglected for one reason or another and where the population is believed
to have a disproportionate burden of disease and poor emvironmental conditions?

) - :

S. What countries or orgaﬁizations are now participating in joint health programs or
are urging that new prégrams be undertaken? Do they clash with'U.S. interests or
use up valuable resources or can they be coordinated to supplement or complement ~
any U.S. proposals?

*

6. What sizable existent_ﬁragrams that have demonstfatqp'their benefit tb the population
are being phased out bécause of inadequate support? : .

r

7. How many American natianals will be involved in the project? Can the AID mission
provide the necessary 8upport?

8. What obvious budgetary, political or other constraints would affect the initiation

and continuation of any project?

- The process of project selection is multi-~faceted. Sometimes projects are selected
without long term planning. Other times, planning aid is requested in the form of health
sector assessment. Prior to the initiation of assessment, the Mission or the Regional
Bureau of AID may request é‘preliminary background paper on the country, or a Syncrisis.

The "Syncrisis" is based on secondary research, varying in format and scope. It-is designed
to present a. summary of known geographic, demngraphic, economi¢, and health data about
the country, as well as & statement of the major health problems and an estimate of the
resources needed for s full-scale HSA.

The Nature of a Health Sector Assessment _ ‘ ' N

2
Several alternatives exist at this point, depending on AID policy considbrations,
on the interest and commitment of the host country, and e¢n the constraint of available
time, money and manpower resources. First, it is possible tbhat, for whatever reasons,

no further action will be taken. 1If a decision is made to proceed with an HSA, several

alternative models are available, ranging in scope from a very limited effort to a rather

comprehensive one. The following alternative models which a given HSA may adopt were
developed during a recent Westinghouse evaluation of three past HSAs. (For a fuller
discussion, see Westinghouse, 1978): :

1. Preparation of an AID pregram plan only. This plan is the least expensive and
places the minimum burdén on the Mission and on the host country's goverpment. .
Prepared entirely by AID staff or by consultants, it is tied to the AID funding cycle
and addresses the HSA gbjectives as discrete projects rather than as components of
the program-planning plrocess. '




- A
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‘Preparation of an AID program plan ‘with selected~additional objectives. This model
.is essentially similar to the girst, except that a limited number of additional

objectives may be included (Examples of additional objectives are formal training

or a survey of nutritional conditions) The objectives, as well as the degree of -
involvement of the host country's staff, are decided on the basis of detailed
negotiations with the host country's representatives. As QP the first model, pxima:y

- responsibility- for program planning reste with AlD.

X

‘Preparation of an AID program plan, with a parallel multi—bbjective hedlth plaﬁner T

effort. This model is designed to reconcile AID's need for a program—planning
document tied to its funding cycle with the host country's interests in broader
or longer-range objectives. Such objectives may include extended training or other-
wise expanding the healch-plannin capability of the country. This model calls

" for much greater commitment on the part of the host country, and 1is partly indepen~

dent of the AID funding cycle. . . §

Preparation of a national healtq.ylan, with other HSA objectives, followed by

preparation of an AID program plan. This model aims primarily at producing "a com~ .

prehensive national health plan, from which the AID program plam would derive, and
it would be carried out independently of the AID funding cycle™ (Westinghouse,
1978: 8). This model requires the largest investment in resources and the most
extensive comitment tm the paz:t of the host country

" If a decision has been reached to proceed with a “full-scale" HSA (model 3),

multidisciplinary team is put, together. Team members come from the AID staff, from the

fu.s.'Puhlic Health Service, from consulting firms under contract with AID, and from,ﬁhe
- host country. Strong emphasis is placed on participation of professionals from the
host country, since the concept of a full partnership in development is perceived as a

A

crucial element of the HSA philosophy and process. - The Actual composition of the team
depends upon the specific objectives of the assessment, but may include any or all of
the following professionals (of course, seversl specialfie may be combined in the same

1.

person): ‘ _ ‘ , \

Public health physician and primarf care specialiat, who may act aa‘team'leader;
2. Maternal and child health physician and family planning specielist,
3. Health manpower and training specialisty .
4. Nurse-midwife, nursing education specialist; ‘ , i*ﬁs R P
3. Epidemiologist/environmental heelth specialist; ’
6. Pharmaceutical, medicaf supply and logistics specialist; }
7. Health-Eevelopment economist/financial analyst; , : ' §
8 Social énthropologist;

'
9, Program design specialist;
10. Vital statisgics epecialist; and
11. éanitary engineering specialiet. . . o
, , : - y ' | - )
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Although team members usually have extensive overseas experience as advisors to AID mis-
sions, it is desirable that they have two or three weeks to collect and digest background
materials before they assemble in Washington for btiefings and departure.

The team may be aided by methodological and 'technical tools ‘such ag the Guidelines
for Health Sector Analysis,- a series of manuals published by AID and the Office of .
International Health 6f the U.S. Public Health Service. !hese guidelines, which are-
also intended for use by the hoet country's. officials as well as by their American
counterparts "in planning or administering pr?jects, cover such areas as the following:

. Financing the health sector.

- ‘ ‘ . f ' . R

. Economic appraisal of -health projects.
.- Planning for health manpower.

. Controlling communicab eases.

. Planning for health services ilities.

. Cultural, social, and behavioral aspects of health planning. .

L ] . ¢ .

The assessment team's visit to the host country varies in length, Jépgnding on
the scope of the HSA. Typically, it may last three or four weeks. In advance of the
visit, AID officials in the host country make certain preparations to facilitate the
"work ‘of the team. These include briefings of officials in the Ministry of Health,” in
4dnternational health organizations in the country, and ideally, in other governmental

“Jhistries relevant to health. Also briefed are staff members who are expected to work
with and to ho#t the visiting team. In addition, logistical preparations and work '
schedules are laid out as far in advance as possible.

The Health Sector Assessment _
\\‘ s b
Depending on the model followed, the HSA will vary in length format, and sub-
tance. The following are examples of elements that may be included:

1. Demographic data and forecasts. Information may typically include the age structure
of the population, its rural/urban distribytion, crude birth and death rates and
fertility rates, infant wmortality rates, and as many of the vital statistics as

g: are available. Existing sources of data are used; usually no new data are collected.
The purpose of assembling demographic data is to produce the best possible set of
population (and population composition) forecasts. This is necessary not only for
assistancé in setting health targets, but also for developing strategies.

2. Economic data. The data may include, as a minimum, existing and projected health
budgets and estimates of new program costs. Other data may include projections of
the Gross National Project or of the groawth of revenues and expenditures in the* °
public sector. There are many uses for economic data of this kind, but the.basic

. ones are: (a) to fit some boundaries on potential growth of the national health

budget, (bN to take into account the likely impact of general development policy

on the setting of health priorities, targets, and strategies, and (¢) to estjmate
recurrent. cost implications of new health investments. )

3. Health status data. The data may usefully include a good national picture of the

incidgpc§ and prevalence of disease‘by age,; séx, location, etc. Possible tdbles
'

-
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A present d may include ones showing mortality rates and morbidity rates by disease
class. (It is most useful for these tables to include relevant inter-country or o
intra-country comparisons. These tables are used by the team to assist in the setting
of health priorities and in the identification of targets for the program period. -

- . ’ . - . . - Y

- “

il

."4& Health éerviees'end Environmental Health Services.. Summary tables are presentéd

of existing healthvestablishmegte. environmental health service§..and health manpower
categories. The tables, showing the distribution of health services and environmental
health services’ 1@ different geographic regions, should provide |an estimation of
» the extent to which the population in rural and urban areas has .access to or utilizes
"~ such services. o ) t

RS

5 Unit cost data. After deétermining the appropriate units of outpnt‘ie g., vaccina-
tions performed, hospital bed days, health clinic’ visits, etc.), an attempt is made
to calculate the cost per unit. These data, 1f available, are used 1n apalyzing
the feeeibility of,alternative strategies and ptogreme . .

6 Policy data. The team corlects relevant data on a) national development policies,
. geals and objectives, b) national health' policies, c¢) the extent of understanding
- -* of health planning and health policy analysis and of commitment to . them.

The Impact of the HSA on.Health Programs- | ‘\

+

The suggestions resulting from the team's efforts, are diecuseéd within AID and
in negotiations with the host courtry. These negotiations may (it is hoped) lead to the
development of objectives and projects agreed upon,by all sides, objectives and projects
arising from, and-supported by, the HSA. If AID is to partake in future projects,.. ~
it may need td recruit’'long-term advisors and/or short-term consultants for aasignment
to the project.
An important part @ the agreement concérns the organizational framework for carrging
out the project. This framework may be the use of counterparts, the use of a joint
* organization for planning and administration, or the socalled "liaison approach.” -, . :
The counterpart relationship, the one most frequently encountered in AID overseas
missions, involves the appointment of logak partmers from the Ministry of Heslth to work
with each senior American technician for the purpose of coordinating the work and of .
exchanging information. In practice, this system works well only when the cofinterpart
is actually the head of a depattment and the American is acting as -his advispr.
. { .
The joint plan is & small temporary organization composed of "technicians" from
both sides led by "administrators" of equal authority. Ideally, all work together with
S a clear common interest and mutual conf#dence and make decisions jointly. For this work,
the joint group must have a sizable degree of authority. S
1 i .

and poli¥y-making functions. AID provides the funds, the commodity support, and the

approval roject. The host government plans .and executes the project. This approach,
although ine ent, may be used out of pbolitical necessity when a country does not -
desire foreigr{ technicians, or when AID does not deem it advisable for American technicians

to be directlytinvolved in field operatfc’s.

The liaison approach implies e/sepiEation between the two countries in both technical

-
)
8’
» .
.
-

“Z

N




é . -

’ Finally, it ghould be noted, if only for the sake of completene;s,.that(no jdin:
projects or planning at sll result from the HSA). This may be du¢ to reasons explored
below. o - . : -

®

Al

Criticisms and Limitations of Health Sector Assessment -

' HavingAbrtefly descrihed the purposes. and §iacees of Health Sector Assesﬂmeﬁt, we -
will now discuss a number of problems and issues raised by the implementation of HSA
+in several Latin American snd Mid-Eastern countries. The following isgues were highlighted

."by the 1978 report of Hesttpghnuse Healgh Systems to §1n;

1. Cofiflicting BSA objectives.. The HSA was designed to accomplish multiple objectives -

which often may turm out to be incompatible. These include a program planning
document for AID, a comprehensive health plan for the host country, and| building
- up institutional capsbilities in the host country (the latter wiil be discussed

below). "AID requires a program—planning document tied to 1ts funding cycle. This

is a short-term effort which wust be met-in a timely and efficient matter. The

host country's need for a compréhensive health plan is a long-term goal which requires

congfderable resources. An attempt to meet both of these goals impedes the achieve-
. ‘ment .of both goals and strains resources heavily. Of the alternative models o
outl negsaboﬁe, only oné addressgs this. dilemma; yet the relative welight assigned -
e- to t 1ffereﬁt§:bjectives needs to be further clarified, and the distinct endéavors

ated. ' ¢ - - '

more clearly sep
2, -° Inzgéquate fulfillment of the indtitution-building goal. , If a major objective of
* the HSA is to enhance the host country's institutional capabilities in health"plan-
ning and management, differemnt resources and commitments are called for. Wot only
‘ formal training of persommel,-but reorganization of the health sector is réguired
-/ Yet this is rarely achieved,—QOge reason is the pressure o} time; another As thé
[ failure to institutionaliz¢ the Yew skills on a permsnent basis, gince after the

HSA is completed the host t rticipants may return to their pre jobs -
- or may evep be transferred outside the health sector. A further reason optlined
below. : " - ‘ s !

..

3. Inadequate‘ithlvemeﬁt of host co nationals. Whether because of lac - of skills,
* lack of timehfor‘trainiﬁg,‘sc city of\manpower, or the pressyges to produce a
timely and efficient plannihgﬂgacumept a discrepamcy often q?iies between the
roles of visiting tgam members and those of the host country nationals. The latter
commonly contributes little to the endeavor beyond descriptive statistics, while
the former perform the high-powered analysis and eyentually write the document .
This undermlnes the value of the HSA as' an educationsl.or institution-building *
‘tool. . : . ' . ,
4, Conflicting AID and host country objectives. While AID is concerned with producing
a program planning document, the host country may have longer~range goals, such as
preparing a comprehensive national health plan 6t-building up institutional cap-
abilities. The host country may view the HSA effort -as a “donpr project,” a

bureaucratic requirement unrelated to its own real needs or duplicating already

exisping efforts. The need to withdraw scarce, highly skilled manpower from
other areas of the already strained health sector presents fqizygr problenms.

3

- !

5. Inadequate follow-up. On several occasions the HSA has turned out to be a one-shot
effort, instead of the hoped-for basis for future planning for cooperative projects.
This has resulted_fiom_AID's failure to translate the documents into Spangsh
and, in some cases, from the hqst govermment's reluctance to disseminate a document
perceived as harmful to its image. '

R e
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. 6. - Policy limitations. The HSA must operate within the framework of AID's changing °
: policy constraints as well as those of the hodt counvy. Consequently, it may -
neglect to look at the total health picture from an open-minded point of view and . -
to offer fresh policy options. One example is the current policy of AID ‘mot to
build new hospitals. This policy obviously limits the options that may be considered.
Similarly, current AID priorities do not include several important areas of health,
such as mental health. The HSA will therefore not address itself to these problems.
- These constraints limit the utility of the HSA as a comprehensive health plamning
document . - : v
7. Cost /effectiveness analysis. HSA's have ranged in effort from two man-years in, one
country to several dozen man-years in gnother. -Given the limited uses of the
, HSA, it is difficult to justify such variations in expended resources. 'A wore
" realistic apprdisal of the different possible outcomes of the HSA may help to
tailor the expenditure of resources more closely to the expected benefits. ;
‘ \ o ¥ , |
As it stands &pw; the HSA has proved to be more useful as a short-term, program |
planning document than as an ongoing, comprehensive effort to reorganize the health’se tor
. of a country. As an pducational tool, the HSA has proved more useful in incgeasing th
awareness of host country's personnel of the significance.qf health problems than in
upgrading institutional capabilities in analysis and planning, or in significantly ‘re-
directing their health policies. As in the case of any attempt to reorganize major.
sectors of government on a more rational and efficient' basis, political, economic, and
bureaucratic forces combine to limit the impact of the change. .This is the case’ not
" only in developing countries but in Western countries, too, of course.- This does not
call for abandoning the efforts to apply scientific analysis and planning techpiques t
‘social problems. But it should lead us to realistically appraise both the objectives
the priorities of such techniques, to consider the limitations of resources gnd of exte
factors, and to direct our efforts to where they will produce the most.goed.

s
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SOCIO-GILTURAL FACTORS IN HEALTH PLANNING
THROUGHOUT THE WQRLD '

-

&3

S R ' :
John J. Hanlon, M.D. M.P.H. o - '
University Health Program Advisor ' )
Sari Diego State University

** In his "Essay on Man," Alexander Pope urged, - "4 =
"Know then thyself, : _ _ '
Presume not God to scan. “. S . .
The proper study of mankind -~ is man.”" = -

The preface of a recent book on the 1mpottance of cultural factors to health care

_ delivery programs presents very well the justification or purpose of the effort at hand. .

It states that health workerxs everywhere need to gafn a more complete understanding of
both the visible and invisible elements of their own culture, and the culture of the '
compunity around them that® ii necessary 1f they are to provide a prcgtam thnt really mgets
the needs of the community." .
A great world-wide ferment is in process with reference togthe recasnition end meet- .
ing of the rights and needs of all people. Among the many human rights and needs at issue, -

health is accepted to occupy a key position.’ The logic is clear. Without health’ there ,o

can be no pleasure, no productivity, or indeed existence. Mindful of this, the World

Health. Organization recent%y accepted as its overriding challeéngé the agsurarice of "“health .
for all by the year 2000."” Whether or not this ambitious goal is achieved to any signi-
ficant degree will depend amoqg other factors upon the approach taken by those who strive.

" for it. At test is their very ability ‘accurately .to "perceive, define, and assess the
_health and related problems which confront them, the manner in which those affected, per-

‘or enhance opportunities to ameliorate them.

ceive them, and the many non-health factors in the culture which m&y on the ome hand in-

fluence the occurrence and perpetuation of health problems or may on the other, multiply N

. v X N
- .
. { . ] . . )

In the assessment of the health ‘status and problems of develbping areas, efforts
frequently have been concentrated on the accumulation of as much data as possible regard-
less of its qualitative adequdcy.  In addition, emphasis tende to"be placed upon factors
which, while perhaps germane to the Western scieatific and technologic mind and scene,
are not necessarily pertinent to the case at hand. Where ‘this occurs, it is doubly ym-—

fortunate in that it involves, hence adversely reinforces or affects, not only those sent o

by the United States, and other Western nations or international agencies to serve as.
copsultants and advisors to the develdping areas. More important in the long run has been
“the decreased usefulness of professionals of the receptor societies and natdions who, in
the course of their education have been perhaps excessively and sometimes exclusively
exposed to Western values and emphases. As a result. they may easily become to some extent
cultural strangers in their owp land.

- Examples of the foregoing have been all too frequent. Often their manifestations
have beéen nothing ‘short of tragic.-. There comes to ‘personal memory the frustrations in
dealing with several such well-intentioned individuals, by that time in positions of high ‘
authority in a nation which suffered chronically and massively from innumerable preventable
diseases. Upon being offered assistance from the then relatively new U.S. technical - -
assistapee program, the first two items requested were a cardio—reSpiratory hysiologist



t

-

and. electron microscope (then only retently developed and very expensive). More recently
in a nation'with similar circumstances an entirely Western~trained physician toak .

) advantage of {inférnational aid to have constructed and equipped under .his direction a ®
splendid hospital exclusively for heart patients, complete with the most modern and
‘expensive intensive coronary care units and facilities for the most advanced heart
surgery. Meanwhile across the road continued with great but accustomed difficulty the
very large, inadequately staffed and equipped general hospital which attempted to meet
the general health, medical, and instﬂtutional care needs of tremendous numbers of people.

The past century has been a period during which the Western way came to be regarded

widely as the superior. way, the most effective way, the only correct way. This view has

been accentuated especially during the past half century during which the Western way has |

been extensively fortified by burgeoning and phenomenal scientific and technological
advances. As the world concurrently became smaller and international contacts and rela-~
\ tionships became more intimate’, the conviction that the Western way was innately and -
. universally superior became ever more firmly established. After all, since it accom-
pl}shed more and produced more, and 'with greater dispatch; it must be better. This in
turn became parent to a number of other questionable 80cio—cultural agsumptions. Several
merit speciaL-mention. It was assumed by many that suggestions’ and methods based upon
Western concepts and scientifically proven facts would be readily accepted by people in
other societies aAd cultures. If they did not do so they.uere regarded as obviously
obstinate, less intelligent,’ and, gsomehow inferior. Related to this is the common mis-—
conception that all people share the _sane (i.e., the Western) definition and interpre-
tation of heaLth disease, and death. 'This ignores the intimate and meaningfng rela-
tionships in many cultures between individuals in the present with those Ain the past,
as well as ‘'with many napural forces around them. As a consequence, they regard tisease
not .80 much as something to be controlled or cured as to be understood as part of the plar
of life and nature. These yiews and ‘their consequent actioms have been put in a slightly
different sense. by Kaufman:~ T ) .
. i‘,,
Y'The totality of the organism and its adaptivepess...can be placed in a
frame of, reference which is truly psychobiological. Psychogenesis, | (
ontogenesis: and ecolo each with its proper weight and each unique: 't, v
- for the particular individual involved, remain the bases for under- - © e
- standing the functioning‘of the individual in health and disease."

LI X
L
. v

Failure to understand such views leads in turn to the common Western attitude that
indigenous folk healers are necessarily useless or dangerous quacks or charlatans who
prey upon the superstitions of *fthe ignorant and who have little or nothing of value to
offer. Based wupon this interpretation, ‘it then seéms logical that the .presumably more
correct, modern, Western, scientific and biomedical model canmnot be adapted for use. by
them or indeed by amuch of anything traditiontl in the recgptor cubture and society.

. Instead they must be either ignored or discredited, and replaced by the’ obviously sound
and superior Western approach. Th-glib assumption is, of course, that If Western °
medicine and health protective @methods are simply made availab@e, the people will not
hesitate to cast aside their ancient traditlomal ways. . Many have pointed out that
traditional aAd indigenous systemd 6f medicine have existed and been followed for many
. centuries in all parts of the world, eveh where modern care and facilities are available.
" Indeed, the wyiter well remembers examples in the household of his own childhood.
Fortunately, in very recent years the concept of mobilizing ‘the manpowe* component of -
traditional medicine for primary Q!gienic intelligence, health education and primary
hedlth care serviges, as partners of ‘those who provide the,advantages of Western sclen-
tific medicine, has been gaining ground in many countries. An excellent example is

. given by Dr. Cynthia NeISOn, Professor of Anthropology at the American University of

-
. . ‘ s
* . v . )
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« Csire.5 Sh& points to the beneficial effects. at the primsrx level »f h th care, ) oo R
_Bervices of the cooperative gfforts'of the traditional midwife (daya);- professional Q;f e
_ counterpart (hakima), and the universjty-trained nurse (mumaridda). " tﬁreéﬂ? sh SR
x indicates, 'are of paramount importance . in Ngal societies, such as. Egypt, where 'two or © - R 2'
;more traditions-thrive and whererthose who provide mediegl care may be.of different
cultural and ‘social background than their clientele. ‘“,* y ‘.
j . : - e I
i; e To the extent at misConceptiOns, such as those that have beeq discussed to this j
\\r‘u peint exist.and gre ?gllahen 1t 1s littia wonder that avoidable. blundérs,, mistakes, - ~ Y o
J

animogities  andsgiglays have” sometimeg occurred_ in the proeess of well-intentioned -~  , ..
attempts to be {fuadvibtance to qthews. The ‘mgst important word fere is "svoidable '
In 3 real sense "t“;J-resents ‘the purpose of the insightful and.very practical manual that
is printed {1 ewhere. ™ Its title implies that essential point. - Sociocultural Factors 5
that Affeglf Health Care Delivery in veloping,Countries. .The author, Dr. Renee A. Frsser,.*
.has perfdrmed a difficule, yet enviablé. task,whenone considers , the eomplexity and exten- : P
siveness of the subjegt.: Beginning with the development ofNa’ necessarily selectivé o
.annotated blbliography,»uhich‘by its nature is flpid and- everehanging, she has emphasized?
those item$ which address ‘fundamental issues or which provide useful historfcal or other »° . .
overviews and which are reagonably readily accessible. From this logical beginning she '
has proceeded tola_cqﬁgise and coherentjreView‘sf ‘the literature. Thys,’ beginniﬂg with . s
a significant fund of existjng published pbse;vatlons and viewpoints, she has’ dexgloped ’ .
a synthesis of important basic cngiéﬁts that it is believed will stand the test of the ' -
< flow of future literature. With se documentary .components as a Backdyop, she has .
© applied ‘her professional’ expertise as' a socialrpsycholgoist- t# the preparation, of a very - .
practical and readable manual of wide pdtentia%huse. With réference to usags,. ﬁhe manual )
should be of special value, on the one hand to those eoncerned with assessment in the “
detailed or micro-sense, and on the other hand to those ¢oncerded with planning in the
" broader, presumably longer-ranged or.macﬁe—sepse. It must be realized, H0w§ver that this
.t represents a somewhat sinplistic 'view. Nelessarily, assessment ig g fundamental part of
.the planning process, and macro" decisions derive. su&qtantial medspre from. "migro
considerations. These funqtions are not so much -like Ywg, sides of a gpin as they are '
- amevolving dor spiralling coptinuum, the ‘one (micro) oding and blending .into the other L
.<; + (macro). Faurthermore). throygh time, macro consierat-fons, decisions “and activities con- 7 it
tinuously affect the m;ero actors- to varying degrees and in variou’~ways. e ® . o

- . %,

«

e . - In other-words, micro and maero censiderations constitute two | tually affective
parts of a time-continuous progressive system. Thus, Montoya—ﬁguilar introduces his
excellent exposition-of this condépt - by. pointing out”tbat "National policy.goals, fot
example, deal with the' various needs and demands of individual members of socfiety, as well

) as of groups oOr classes and of the nation as a whole, that reqﬁire to be fulﬁilled " gg . .
I N > 3 .
S . Wheh viewed in this cohtext, the manual appea to hsVe many spetific uses nd values \
£o both foreign and domestic evaluatoxs ahd planners. ‘Among thqge that may be ¥Psted are
. + the following . i E ¥ 4 ,

1

. avoidance of mistakes, . antagonisg%, resistance, blind alleys and the loss of face,

- ’ ‘e -

", -locdl health assessment snd‘plennin§;l T -
* : 'nst-'lona.‘; heelth aSsessment"sncl planning,
. M ‘f . \-\
' R analysis of health snd illness and. the reasons for them,
. . determining the extent that healih ndéds Are being met;y . :
. A : : . ~ 1

'3
" ; % Volume 4, International Health' Planning ‘Series, HEW, Washington, 1974
%% ¥Yolume 4, Igternstional Health Eﬂ’érenee Series, HEW, Washingten, 1977.
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\I" X \ “ ' ) Q - . ‘: - 3 ‘ - . ‘
A . : . .
e N '\‘ . determining einilaritiee and differencee beieeen places end cultu;es, inter~
C . o ,country comparisons, - J . .
< .7 +. point.to sengraphiwr populaticm mequ‘lties, o . b )

I
-

e . ‘de:ernining culture-heund heelth behavioriems vs. those thet ere basic o .
: univereelitiee, v S o .

- . . .
. - - I o

. deterﬁining cultnrel factord related to: health care delivery,
5 *
e deterdining the appropriate relationship of health plennjng to overell eocic~
o politico—econnmic planning,

- |

P

.
. L]

X - _ C : _ _
e greacer assu!hnke Bf cost effectivenesa, o ) Co -

- *

. “'-_: IR S gchieuement of understanding, acceptance, assistance, and perticipetion by . g
g - _— ciqizens, governient efficials, credk;ionel heaiers, ete.,

~ <T\ . use as a tool in ttainlng heelth and other'persbnnel. . ' . )
. . It is encouraging to note the 1ncreased emphesis being placed upon the application
' " of the sgcial sciences tq health and other problems of people. This is particulatly
o important during the present period of great and widespread changes and transitions, -- -
Coe T * in place of abode, working conditions, 1ifestyi®, interracial and intersexual relatioms,
% compunication methods and access, and education, -- to name but a few. All of these
s, * and many other chan f coutse, have far reaching implications for health and health.
‘[‘ . . care policy. It behooves all health planners and workers to be sensitive to them. As- .
' a consultant to WHO, Dr. EM. Bocksett of Nottingham University sees social sclences C
. as involved in the assessment of basic changes in the health care horizon, specifying
particularly: '"Changes in disease prevalence, in our understanding of causes and in
the response of disease to care; changes in health services organization; changes in ‘e
_ ‘" medical and allied gducation." He added that "sudden changes in affluence and ways of
S living here elreedy rought 'epidemics' of diabetes, motor vehicle accidents, .some forms
of cancer, cardioveeculer diseages and perhaps mental 41llness to parts of the Eastern °
. : _Megiterranean Region, where he has been working:' .Prevention of these conditions he , e
‘ * - pointed out "involves changing habits.'" It may be: permissible to restate this by ' .,
saying, "...involves uﬂﬂereﬂending habits end behavior and where necessary edepting or.

changing them®" a - -
ging ' . ’ _— . v

- The importance of this cannot be cveremphesized. By now it is_clear that for all .
‘practicel purposes chese are only two types of diseases: behavioral Bnd envirotmental, -~ -
and do hany of the environmental threats to health, -1imb and 1ifa arise out of personal’
or ecological misbehaviorisms. Furthermore, while some might point to genetic and organic
_ . diseases as exceptiofis, more and more of them ares found attributable to behavioral and/or’
N ’ environmental faults. With specifjc reference to heslth-related habits or behavior the
=~ ‘ fundementel consideration for health workers is to look for them, accept their reality,
) _ ‘attempt to’ underetand their genesig and purpose, determine if they are truly inimical or
/> * possibly helpful to health, and 1f?necessary try to adapt them rather than desitroy them.
‘ It is recognized that gome purists ineist that %P mores and customs’of a culture have
S a sort of evoluticnary and higtdrical sacredness and must not be tempered with., One cannot
. help but. regard this viewpoi#t as folly. After all, history and progress are tempering
. all the time, —( and not always for good. . ' .
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Bubos8 has put this in perapective in sayins

, All technological innovetions, whether conqgrned with 1ndus:rial agri-
cultural. or medical practices, are bound to upset the balance of nature.
o fact, to master natuge is synonymous with disturbing the natural
- order. While it is desirable in principle to maintain the “balance E
- of ndture," it 1is net easy to define the.operationgl meaning of this
idea. -Nature is never in-a static equiiibrium because the interrela-
tionships between its physical -and ‘biological components are endlessly
changing. Funthermor®, man placesl himself apart from the rest of nature
‘when he “began to farm the land and,even more when he became urbanized. - ‘
‘ T\il survival, let alone gr§§Ph, of his complex societies 1mp1£es that he e .
i continue‘to eE%loit a therefore, upset nature. The real problem, -
"therefore, £s not how to maintain the balance of neture, but rather g?
to-change- it in such a manner that the overall result is favorable to
+ the”human species. . _ o

Western, approaches to illnees are baseﬂ upon demonstrable pathelogy, hdce hqu;

health 1s corsidered essentiglly the absence of disease: Western-trained physicians. and
. -other health workers, therefore,, tend to approach the human problems which confront them

by two distinct paths; the reductionist based upon best available data and technplogy,

_ - and the humanistic-which depends largely upon .intuition. While these two. approaches do

not, and in the minds of many should not join,-in ectuality they frequently do in arriving
at decisions. Thus, the still uttered phrase "the science and art of medicine." . Never-
theless, the feeling cantiot be avoided that increasingly in the West, such considera;inn
astmay be given tg-the "art" of health cafe, folk ways or, tradition :ends ﬁo be in a
condescending er. . - e . . L C e
As 1ncreaningly successful didgnostic. and therapeutic techniqugb and materials have
been developed over the past half century, Western medical education end indeed much else
in the training of other categories of health workers has been built upon the pathology- -
lesion-disease model. In the process it became reductionist, reducing human sufféring

. to disease. As « conaequence,wit was the Ssymptom, sign or disease that came to be treated -
* and hopefully cured, -- not the patient. 1In rather recent years it is becoming reqlieed 2

,that this leaves scmething quite important unfulfilled and unsatisfied. By contrast,®
humanistic medicine, increasingly referréd to as "wholistic health" emcompasses much more,
indeed the whple circumstgnce, experience, envirohment of'the individual or group. ,In so
doing it .truly deals with the whole person.-~~ or the whole group -- as the patieht.” 1In
its broad sense, therefore, healing encompasses more than curing. It implieg a d ¢
relation between.the patient or group in need of assistance and the healer whose funcfion
i8 to become aware of and bring to bear all of the}various forces which may comtribute

to the restoration or protection of well-being. ration of the discrete pathologic

-process, while obviously important, is only one of these forges. In practice there are

many periphiﬁal religious and other groups who ignore the latter yet achievg sofe degree
of success, By like token, many Western health practitioners ignore ghpf%ormer yet

¢learly achieve varying degrees of success by scientific intervention. But how much better

might be® the cchjoined ose of the best of both.

There are many soclocultural components or factors that should be taken into consi-~

are languege beliefs, communication systemg, family structure, politics (overt and convert),

deration in approaching hgalth planning gnjairogram development. , Amohg the most significant

mics, education, religion, rituals, d
Q§2 entific health systems, and rules and interreletigiships incIuding personal, group

onal, and political, and miny many others. King ~ has described these in the fol-~

lowing more prosaic terms in his discussion of*the study of a stnnnge'culture for, the
purpose of healch planning. . . . .

t

o

ols, health beliefs and practices, traditional
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. The Family. What are the common pntterna of family composition? What 1s

. the age of marriage and how stable 1s it? What are the strongest emo~

- tional ties within it? What are the obligations towards the extended

A . .. family of unclcs, aunts, and cousins? What 1is the status of women? . ;ﬁ;~—;;///

e - After the fomily, what other impor:ant cssociotiooa are there? Poli~/"" -

' tical parties? Guides? Agricultural coeratives? Initiation groups? o .
Religiqus communities?

Wh;\are the influential mqgbers of the conmunity? Chiefs? Party - T
¢ . ‘officials? School teachers? Ministers? Hospital assistants?

. , N
What accords status §n the community? Cottle? Wives? Children? ‘ ' .
Lond? Money? Education? ‘ :
What are the valoes of a community? Leisure? Conformity? Happinese{
Fulfillment of the personality? '
What are the cuetomg [\ the community over the use and ownership of
_ - land and money? Hgw is thve land inherited? What is the income of the
v + average family? Is money the. common property of the family? I%Ithere
« ‘ money availgBle in the comunity for medical expenses?

Hhat are the “attitudes and practices of the community in matters of
health and disease? What is the traditional. system of medicine? Do
people consult their healets first or only after scientific medicine
has failed? What are the conceépts of causation of the common diseases?.
Does the- indigenous gystem of medicine include the idea of pxevention?

this ded and compl
question could be ap
factors, as well as s
certain of them. Exampl

stage, what are the pitfalls.to be evoided? This criticol
examining some of the consequences of overlook{ng such
the results to be achieved by adopting, adapting and ysing
of negative results of\Insensitivity to cultural,diverggncies
and variations are legion} To produce such.a litany, however, while it might provide ‘
vicarious interesi would serve the present need poordy. More useful to agres with Newell's
tintroduction of the provatative WHO book, Health by thenPeople, where he says,. it is not-
necessary to bother to dgcument the absurdities of the different bureoucroti fesponses
to agricultural, educa onal, health service, or development needs.” The ¢ ibutors
, to that publi

— \

questiord the fact that ants need food pregnant mothers
be delivered, immuniza:ions arh\qgeful andxprevent illness, \\
' or that sigk people need treatment. On the contrary, they emphasize ' -t
that these are some of the expressions of coniunity actiorff and that - '
- they will ineﬂitably follow if you proceed in a regsonable way and take .
. the wider isuues ingo accdunt. The wider issues. presented include: 4
- productivity and sufficient resources to enable people to eat and be
' educated; a senoe of community responsibility and. involvemejt; a
' Egnctioning com@unity organization, self sufficiency im all important !
matters, and a reliance on outside rdsources only for emergenciesi an '
understanding of the uni3peness of such compunity coupled with the
'individual and group pride\and dignity a soci&ted ‘with it; and lastly,
the feeling that ‘people have o
. work, and their household.
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What a comprehensive and wise summarization of a complex multifhceted problem! In \\§=
'order to crystallize the.place of health in this and to provide'a compass fpr planning and
~action, Newell also emphasizes that "health development is-a part of community development
. and that the health of individuals and communities will igprove if a concinuing self-gus-
" taining procesg of community development can be stated.

-

While it is true t conventional institutionalized health services .rank lower in
many nations and ties than do many other Jjctivities, health planners should
fatalistically accept_this ds an excuse nof to insist upon inclusige” of health considera- -
tions in overali/ereé:or national planning. There are many hi<§919::sts of development
schemes, and mo¥e than one has resulted {n tragedy as a result ¥f inadequate or no consi-
deration of cultural and health consequences. One can:point to numerous and very costly
projects involving power production, agricultural irrigation, deforestation, mining, and
other. industrial development, which eventudlly produced far more harm and economic
than good, for lack of att on to the sociological and human health effects. "h‘L-"‘~i\

Aside from ﬁheir ayowed major purposes, such as agricultural or industrial develop-
ment, what other kinds of changes often result which havepobvic relevance to the health
of a population?’ ’ : ’ ‘ S

Lo . '
in new farmland. under [’P
ion to a different climatic *

11ty relationships).

1. Overall thanges
new geogyphical and geo-zoological conditions;
and .ecologit area, often with different immune-suscept®

construction. of

£ rural people to

hydroelectric

2. Increased population movement, mixing, and concentration (e

roads, highways, and other transportation networks; migration
wns and sites of economic opportunity such as mines, factorie
rigation projects; rgdocation of communities, etc.). .o

3. Changes r flow and use (ex., building.of irrigation schemes,
dams, and *pon ed water resources in undersanitiz¢d and over- .
crowded towns). y '

4, Changes of vegetation cover (eﬁ., altérigg ground cover, crop changing, overgrazing,
deforestation, landscape denudation, and soil poisoning with effluents).

« 5, Changes in micro-envirommental conditions (ex., changes in housing, neighborhogf,

“ and settlement patterns; in house styles and materials; in pathways, streets, gnd

highwhys; in modes of transportation, water sources, etc.). ‘
o : . . . . ' .

6. Changes in value systems and soci&l sanction systems {ex., severe and abrupt cha

in life styles such as an urban enviromnment or in sociologically heterogeneous

scale economic schemes; separation from-kinsmen, the erosion of traditional systems

- in economically and culturally deprived situations ds urban or suburban s%ums)

-

*  To what conclusion does this lead? Of necessi alth planners cannot ignore
political and economic realities. , If they do they ¢,Yindeed assure, failure whether
.immedtate or delayed. On the other hand, they must/be ferfstantly aware of the fact that \
* no nab&g§~;;q£fpulated with politicians, bureaucrays,/economists, and industrialists.
The Worl ion poor in the developing world
are in a state oM an annual per capita income equivalent
. to $30 or less. Mo dered to be in a\state of relative
poverty, below- gne-thiWR
» . these unforthna§és, who &




_ - ,
. “assistance live in rural areas, & far from the true comprehension and awareness of the
majority of politicians, bureaucrats, economists, industrialists; -~ and yes, sclentists -
. and professionals. ‘ : ' ' : *
Recognizing that the determination of national priorities and the'l£;ection’gf
principles to be followed in achieving them depend in the final analysis upon the percep~ -
tions of polificians and_economists, it is insisted that sound and effective health -~
policies and programs cdl be developed and implemented ip any given political-economic
system, if those¢fresponsilile for public health, im addition to their professional
management and fechnigal gktlls hav dsufficient knowledge of how public policies come.

. about and develop.” Montoya-Aguilar™  summarizes this.heli’izggxg;ng that ... political
sciefice should eventually play at the health policy formulat evel a role similar to
that which epidemiology plays in strategic héalth planning, i.e., helping to explain -

. ‘ the problems and to find their solutiops.” _ : . .

r -
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" PSYCHO SOCIAL AND CULTURAL ASPECTS

% = OF INTERVATIONAL HEALTH PLANNING: T
' .~ THE CHALLENGE OF PROVIDING HEALTH 3 DA
" CARE ASSISTANCE TO DEVELOPING consrnxss*,' C -

i ~* Paul I. Ahmed o

- u.s. office of International Health

Renee White Fraser _ ] _ o
University pf Southern California _ . &
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International health planning has faced the challenge of pfoviding effeﬂr
tive health care for all the people of each nation, for the last three decades.
The donor nations have spent billions of dollars to imprdve the health status
,of people in the developing countries. - The multilateral Iending institutions,
such as the World Bank, have made large health loans based on their perspective

-of what the countries needed. ' Technologiés and advisors are pouring into de~ . -

‘veloping countries to assist their bureaucracies in the qanageﬂént of thedir« °* .

health systems, to train manpower, to supply drugs, and to clean water,.

this massive help been sugcessful to daté? Have the donor nations met the .
challenge of providing appropriate assistance to the developing cnuntties? Are’
there new approaches to health planning that need to be considered?

This article tries to answer some of these fundamental questions, and of=".-
fers an slternative approach to the challenge in a conceptual framework which '
includes sociocultural factors in international health planning. Many of the
» donor nation burdaucracies pay lip service to sociocultural factors as being

good, helpful, and even important, but they have not found an opetational meth-
od to include- these elémentg in their project planning. -It- is our cantention,
not only that goclocultural factors must be included systematicaily in inter-
national health planning, but that the pommunities involved should participate
in planning -and’ providing services, no matter what the origin of money for the
groject. OUne of tlfe authdrs' work in mental health planning (1), (2), has °

framework for the conceptualizatitin of health and health planning which will ,

k. Eommunity participq}iqn.in;i&gslf will

Where-are we today in our efforts to ﬁelp developing countries? The an- .
swer to this 1is given by the director-general of the WHO, Dr. _Halfdan Mahler,
who stated that "the most signal failure of the World Hedlth Organization, as
‘'well as of Member States, has undoubtedly been their. nability to provide the
development of basic health services." EL‘:\L— : ' - g

We suggest the sdme is true in ﬁéslth. This paper will deal with a psychosocial -

-lead to commynity participation\
‘be the subject of another paper.

ot

Kurt “Wa heim, as Secretary Gemeral of the ] d Nations, reflecting on

‘. this remark, hag supported the:ﬁvai{aﬁility of -
: .o~ / Co, : o
* The views presented- in this Jpaper are those of the authors and"ot necessarily
o those of the institutions to which they belang.

supported the thesis that roots of mental health lie very deep in the community, -
and. that effective planning needs the partictpation of those affected by it. -

‘egﬂ‘;th‘fgcilities far all. -
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By "basic health services,” it .is meant:- preventive health care for urban and
rural populations; clean water; the provision of basic medicines, hygiéheﬁ .
‘ > decent standards of 11 ; the disposal of sewage; balanced diets; and ,
. ladge of birth control. Waldheim makes the statement, "1t is our judgement
*  that in the devéloping. tries—where in some areas there is only one doctor
to ﬁ0.0GOngcﬁig 31t 4¢ undoubtedly possible to design a heslth-delivery sys-
. tem that has wiié coverage,' that people can afford, and that provides the pri-
mary.essentislq.v ) R . ~\g;' D :

" Given the many well-considered descriptions of what is needed to provide
effective health care and the equally well-considered evaluations that systems
to provide such care are possible for the developing countries, we must ask
what has gone wrong. Indeed, what attempts have been made; how may we profit

from those experiences; what dp‘medical science and the social sciences have to
offer the developing countries? e |

—_ A review of comments from individuals who' hgve been leaders in the field .
i - of providing for and studying heslth care in these countries leads to several
5N ﬁitiggting and handicapping factors. However, one dramatic error stands out.
~ Accorfiing to Bryant, "A root cause of these inadequacies in the less developed ~ ,
comtries is that their patterns of medical care and education of healti per-
gsonnel are copies closely from westerm countries, particularly Britain,
France, and the United States. There has been great*reluqtange to' deviate
from these .patterns, even though they are often seriously irrelevant for the
less develpped countries.” (5) ) ‘ -/ e
.. " fihgt 4s kmown today as "western" medicine is larbeli/;erived'from European
and American practices. It is only recemtly (the past 50 years). that this S
medicine has had & "sctentific basis, has been able to systematically under-

. . stand msny diseases,-and produce what Dubos calls "the magic bullets of medicine." -

Yet in a relatively short time, western medicine has come to dominate most of
_the responses to health and illness throughout the world. i i

- Along with thie approdch to health care, there has been a growing, if long

., voverdue appreciation that traunsferring western medical technoldgy, systems, °

: and approaches to develdping lands is often an absolute detriment to an effec-

. tive, and appropriate health-delivery service. (3) It has become evident that L

' many of the st inttacteble health problems are closely linked to factors of .

the e;‘iiann@np,ﬂlife—ptylesg éa&isl customs, and other crucial elements not.

N part the western tradition. K ! ‘ ‘ '
) ! « r . .

* * The evidence’ abounds. in developing countries of the problems associated
with treating programs based on western medical premises without consideration.

+ ' of the relevant cross-cyltural variations. Benjamin Paul's Health Culture and

. Comfitnity (%) pregents a serles of case studies on this problem. One particu-

. . larly devgstating example comes from Somalia:' When that East African nation
attained 4independence, the European Economic Communtity (ECC) presented to thag
nation of nomads an ultramodern hospital--a building that belonged in Brussei&.
The strlcture .almost reduced the nation's health budget to the breaking point
while also centralizing -almost all medical services in the capitol Tvity. The

*  hospital served the wealthy few, but the great majorify of the population,

nomads, suffered even more meglects Similar is the case in Liberia where the
“budgé; of the JFK hospital is bigger -thant that of the.Ministry of Health.
, . . T /. . . #

. . - 'y ! R . -
e~ " Thére.are mgjor deficiencies in our'“scientif#c" curative approach to
) important diseas®n, .The relative hedplessness western medicine has demon~-
. ;trated.inﬁtrea;iag patiepts'with_schiétoécmissis and liver-fluke disedses

et . . ——
. - : N : - v
" . .g
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are well-known éialples.- McDermott has pointed out that ﬁhatern'medicine laeks“ ﬂ,,

trily decisive treatment or preventitives for the leading causes of death and
disability in young children: gdiarrhea and respiratory diseases. Thé, mal~ j
autrition, he relates, 18 a consequence of the eating problems and cultural be-
liefs of these people. These observations lead to the important point that

some of the leading ciduses of mortality and morbidity are not subject to the ;
easily packaged cures of modern medicine but are tied up with tulture, customs,
and the ways in which people live their lives. ' . ,

»

The Tecﬁno}l.ogi_ransfsr'fan& Behmdt Techholom

. For people in developing countries; part of the American dream is the ap- -
plication of science afd technology to health.’ To fulfill this dream, the domors
have exported its technology. With technology we implement the reduction and -
disposdl of wastes; for populations we develdp extensive d inking water apd
recreational water facilities. In part, because of the HeJ;'d remarkable achieve-
ments, which have resulted in health improvements in this country, there exists
a great desire to share. this knowledge. However, neither-the generic value of
the techmology, nor the appropriateness of- such technology| to deveéloping coun-
tries is clear. The introdiction of techmology brings inevitable problems.
Chemical agents filtering water are now suspected to be®eancer-provoking. Mos- -
quitos have become resistant to DDT allowing new outbreaks|of malaria in Nepal
and Pakistan., Many of the addftives in bread and enriched flour may lead to
cancer of the colon. ‘Bacteria formerly treated with antibiotics are now im-
mumne to these same drugs. The limitations of western technology are, however,
rarely discussed fully in the developing countries. . Complex techmnology with
its inherent risks for developing countries is far from understvod: even when
widerstood, risk/benefit judgements are not always made. For example, drugs’
that are controlled in the United States are distributed responsibly rather

- than economically in the developing country, without even’'a warning. Chlorny:

citin is still being sent in loads without warning to the dispenser or the
users§ The birth control pill is still distributed to wpmen unsware of its
side’effects. : ‘ot o .

-

P s
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It seems cledr now that the application of physifal.and bilological sciences™
alone will mot solve the problems; the solutions liefelsewhere. Only if people
are willing to use birth control methods can better contraceptives control popu=
lation.. . Clean drinking water is beneficial only 1if used consistently, for all
injestion purposes, including dishwashing and only if it 1is accepted by the
consumers as better water. Sanitation projects will work more effectively if
they instigate the general practices of good hygiene among families. In short,
physical and biological teéchnology are less than fully effective without a sup- .
porting knowledge, some degree of understanding, and practice with behayvior ‘
change. .

In the developing countries there is a large gap between what medicine is
capable +of producing, what resources are availabe, and what is being produced.
The possession of technology has not led to its effective application in the
real local setting. For example, anemias, with nutritional origina, are com-
mwon in the developing world. Young children, pregnant women, and pursing
mothers frequently have a low level of hemaglobin and require more iron in
their diet. Though iron is cheap and available to most who need it, we have
not found a method of increasing the iron intake of vulnerable groups. Simi-
larly, the same situation exists with Vilamin A distribution, a deficiency of



which leads to xerophthalama and keratomalocia. Synthetic Vitamin.A is pro- - . o

.duced commercially at a relatively .low price, yet the Vitamin A problem is

still with us. Thus, we have technology without the ability to tramslate it
into local level action.

One reason offered for these problems is the’ developing nations’ lack of
motivation to apply therapeutic technology. It is argued that the expense is.
too . great or that many donor technologies are unsuftsble. -While this may be . ‘
true for some of the higher priced techmologiés, it is not a gemeral rule as e
1llustrated by the problems with Vitamin A and iron distribution. Probably, o
the reason is somewhat deeper and understandable, The therapeutic technologies ‘ '
require health manpowerx resources, equipment, implementation techniques, and :
monies not at the disposal of a developing country. Most popular are those
technologies which can be applied through the village. "But application of even

. a preventive technology, like innoculatiom, requires social technology for it

involves significant modifications in the people's lifestyle and acceptance
by them of western concepts of medicine. No technology whether therapeutic

_or Preventive, can be transferred without changes in attitudes and behavior by

the intended recipients., We must have social understanding along with techno- ;]
logy. , j

The absence of social technology has made the donors of the western world . o
into the shippers of hardware technology. The domor agencies have become TS ‘ : g
"shipping agents," instead of participants in a culture. The reasons for this B -
conception of the aid function are found in the assumptions under which the o

. donor programs operate. Some of the assumptions are:*

-

‘will insist upon the adoption of modern medicine with its accompanyiz; systems.

(1) Western clinical practices and institutional systems are universal
in acceptance and application. The faulty expectation which accompanies this.
attitude is that other societies will naturally desire to emulate the;West and

(2) Ptohlems encountered in developing a usek population and gaining . . -

.acceptance are attiributed almost exclusively to the locals. There is an impli- .

cit assumption that their attitudes and motivatians must be chianged rather than
one examination and/or change in the program or segrvices. Reasons for lack of .
acceptance are most likely to be in both camps. But, the bureaucracies of
donor nations must comptehend and acknowledge the incentivel which history 11~
lustrates in order to make their programs effective.
-

(3) The absence.of the application of a careful social technology is also
evident in the bureaucracies.of some developing nations. The specialists and .
medical professionals who staff the bureaucracies i{n most aid receiving nations .
usually have been trained in the West. As such, they have grown to accept and
appreciate the benefits of that system. Thus, the bureaucracies of developing
nations accept the programs of donor nations due to familiarity and the re-
comuendations of other bureaugrats, rather than because of the usefulness of ¥
the programs in meeting the needs and expectations of the local people. .

(4) Since the West has developed an effective health tecﬁnnlogy of in-
fectiops diseases,; there gxists an aspumption that by the same means it can .
master all diseases. But, this is not the case. In fact, the West has much '

to learn from the developing world. Healers in those countries have been able

to identify and affect some of the psychosocial variables, impacting on heart
disease, obesity,. hypertenaion, etQw Many of those the West is just now dis-
covering. So, the developing countries, even if they are willing, should not
abandon their own methods and only replicate the western system. Important
eleménts in healing and hea;th would be lost. - ’

* ich h has
g?gsgg egt?nagg %fﬁt§§§%og?ugrinJYB96F°§ter for some of these ideas whic e
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The answer may be in a compromise between indigenous systems or traditional
systens of medicine and the western approach.’ Acute and infectiocus diseases
-yielding to treatment by antibiotics end vaccines should he treated by allo~-

© .pathic doctors. Disorders with major psychological components should remain ‘ 5

- the domain of the traditional healets, Hakims, etc.: Furthermore, both types c
of healers uorking together will cregte a more effeétive and wmore popularfhealth oy
BYBtem. + . R} ) , .."

| . ) - o
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_Thé Patterning of Culture

A fundamental teasohp{‘t the insdequacy in cransferring western medicine no
developing comtries is that each culture has its own way of organi:ing X~

- perience. In the area of health, communities vary in their mamnmer of segment-

ing the gradient of health {llness and in the kinds of phenomena to whicéh these:
statés of health are assumed to be connected. The dividing line between nor-

‘malcy and illness shifts from one group to another, and  theicategories of sitk-

negs are subject to cultural variation. Without awareness of these varistions
and. sensitivity to the perceptions of health and illnese 4n each cultufe, one
cannot provide effective “health““care. - _ ; ‘ ‘-
. For example, the mestizo . population of coastal - Peru and Chile divi&exays-
tems of medicine into two classes, scientific and popular, and diseases intn
five major categories: ‘

~ Obstruction ef the gastro~intestinal tract. . ‘ o Co

- Undue exposure to heat or cold. :

- Exposure to "bad" air. } : : :

- Severe emotional upset. Lo r e .

- Contamination by titually unclean persons. )

-
"4 v .

«[_

* Household remedies are appropriate for all classes of sickness, . "Scienti-
fic" doctors may be 'tonsulted, but only for illnesses assigned to the first two:
categories. For the other classes of eicknees, only household remedies are [ .,
déemed appropriate; if these fail, a folk specialist is called. Mestizos have(
patronized clinics and doctors for other matters but/mnot for maladies popularly
ascribed to air, emotional upset, or ritusl uncleanliness.. For those disorders,
it has been thought that doctors’ reéhedies from western medicine & ffectual
or actually harmful because the western-trained doctdr does not "know" tNese 111~
nesses oggfdoes not "believe" in them, Yet because of the gimilarities in symptos
matology,- tuberculosis sometimes nasquerades as "fright" and so remains inaccfgrff

_sible to the doctor or the health center. (8)

The hisﬁory of culture shows that communities and nations acoept only gsome
of the elements available for borréwing from another culture. Moreover, the
boryowed idea or practice is usually reintespreted and modified to fit the par
ticular environmental and-eultural framework. (7) r - . ]

~ : ‘

an -

Programs that seek to alter health practices and attitudes constitute ef--
forts to change the local culture. These' health ifinovations are subject to-
selective acceptance and modification. Indeed, acceptance or modification is -
not a random process but depends on:

- How the new idea 1s perceived by the potential recipients.

- How it accords with*their values and assumptiomns.

Whether it is consistent with their system of social relationships.
The status .of the innovation. .
"The implications of that #tatus for the various segments of the community.

]

~
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Some resistances to change can be zeduced by chansins the presentaticén of
the 1nnovation to consider the partioular culture. Certainly any attempeed
change should not challenge established beliefs or practices that are fundaNen-
tal.to the stability of the particular social or cultural system. ,Any att
to effect changes in health care must be considerate of these established .
liefs and practices. . the past, the western approach has been to provide

needed changes in health facilities, treatment, and/or sanitation.:@ But, often .

these changes have not impacted the health. situation because of a lack of fore- '
eight in ccnsidering the complete conception that a culture hes of hesltb

~
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The "Western" Approach . . o L

. e
|

- A basic proposition for providing effective health ‘care in any non—uestern
culture has been to be aware of the Basic-beliefs and.practices that are funda-
mental to a culture. It is clear tha} the imposltign of the. "westem" medical
approach has proved ineffective. If we are to be sensitive fo cultdral varia-

~ .tion and still attempt to provide the benefits of western medicine to the de-
" veloping-world, how are we to accomplish it? Some translation must occur. |

Perhaps dne should begin by understanding the “westdrn" epproaeh. : ¢

The "western' apprdach adheres to the me&ical mnﬁel. Discussing both phy—
sical and mental illness, Ludwig (9) posits that the medical model premises
"that sufficient deviation .from the normal-represents disease, that disease ie
due to known or unknown natural causes, ahd that elimination of these causes
will result in cure or improvement in individual patients. This reflects the
dominant model of disease in wesgernm culture whicif is biomedical.. Molecular ~
biology is its basic scientific discipline. It assumes.disease to be fully ac~
counted for by deviationms -fr the norm of measurable biolngical (sonatic)
variables. It leaves no ro within its framework for the social, culsural,
psychological and behavioyal dimensions that are so salient in the conceptions |
of illness held in develo ing cuun:ries. -

L4l

Biomedicine constifutes the West's only culturally bpecific perspeccive

_ about what disease is d how medical .treatment should be pursued, Like other ..
systems of belief, bi medicine 1s an interpretation which makes semse in light

of Westérn cultural traditions and assumptiens abeut reality. (10)

The biomedical model was devised by medical gcientists for ‘the study of
disease. Terms such as "diabetes," Rheumatoid arthritis," or "multiplee
sclerosis” seem deceptively simple. A careful description will disclose that
they represent a complex set of physiologic, themical, and structuxal facts.
Such dfseases can. implicate 'a host of social and psychological factore, btrt

they are not seen as necessary featdres of the disease. As Fabrega points -out, K

when examined logically, disease in biomedicine usuadly refers to umdesirable .

.deviations in a éluster of related physiological and c¢hemical variables.(9)

An implicit assumption (and perhaps an erroneous one) is that many bf the values

, of key variables that reflect physiological and chemical précesses in maR con- ot

form to narrow ranges that are common ‘to the species as a whole. Verbal re-.
ports, or behavioral changes, or both conmstitute signals of biomedical disesge.
These behavioral changes have been abstracted out of western custom and social A
behavior.

.

Engel (11) in a recent articlesin Science \tracew the histcricai origins

of the reducticnistic biomedical mode. He examines the ifmitations of the P
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'bionedical model within western medicine and particularly for psychological N
disorders.  Engel suggests that concentration on the biomedical and exclusfion = ' -

. of the paychoaocial distorts perspectives and even interferes with patiéht N

~ - care. The criticism Engel is making is even more important ip the dase of R
applying the methods, categociea. and techniquca of this ayatem :o’developﬁog o
countries. - . PR e L e

AL ;M.f, e 'f'

w Engel posits six hazdrds to the: hiomadicalfmndel in an application to the real--_ .
' : ity of diabetes and achisnphfenia as human exporienccs as well as disease ab-~ = | 7/
1 - L atractions. The anslogy between somatic and mental disorders which he drawa,, ‘
- pr des an intereating characterization; however, the discussion has another - -
us¢ful purpose for this presentation. Engel has presented six liabilities of '
‘the model that account for many of the errors found in imposins weatern medi~
te ‘on the developing wnrld. A . . _ £
. g .
- : ) The negative condéquencea for‘bealch that reqult from cha applichtion of -
\ - this model are: .
: - The presence of the biochemical defect defines neceaaory. but’ noc al= e
: vays sufficient, conditions for the occéurrence. of the human experience vl
t of disease. Attention to thesydriability in clinical exprébsion and . .
‘ . individual experience within a culture is necessary to ac%égately;idenﬂi” K

t

_ tify 1llness, but this is not promoted in the hiomeddcal i,  In-
- L stead this leads to a false consensus between the dortor and the patient—
: e a very crucial problem in creating healthﬁegtvices in’ developing coun-
' S - tries . ) 3
' = The biomedical model encourages bypassing patients'-verbal accounts by ,
. , N placing greater reliance on technical measurements. At the same timea -
" ) verbal expressions 8f sickness snd symptoms are ambiguous and often a ;
: result of the specific socialization within a culture. At ‘times the
same words may serve to express primarily peyechologickl, as we}l as 0 .
bodily distugbances, both of which may coexist and overlap in complex
ways. (For example:+ fright and tuberculosis among the mestiz vir-
tually each of the aymptoms classically associated witg‘aiabetes may |
also be expressions of or reactions to psychological stress.) .
- The role of psychosocial variables in disease causation is blurred with
_ : the useepf this model.. Cassel's (4) identification of higher ratés of.
e\ illness among populations exposed to, incongruity between the demands of .
: the social .system in’which they ive, and -tHe culture ‘they bring with'
. . - then illustratesd,the impor of such factors. " Certainly the adjective }
e - "developifig,” appliad to the third.world touitries, implies that the . ;.i:
psychosocial factors would be critical in underatandias sickness in\ch
. .dationsY Lo SN
e - The biochemical defact. may: ﬁetermine certa%; chatacteristics E tH/‘di R
- Sl ease, but tet neceaharily the point at whicp the individual é;cepts the s
S E Rt ('3 toienon.aoknow dgess ‘the iilness, - Ia-the case ‘'of providing a néw S
- . heplth service to a People, thig information would be critical for pro- |
ot .- *‘viﬂing an eﬁ@cccive health care system. «
i C - Trcatmeptfﬁ&rected ly at the biochemical abnofmality dogs not necessar- 4
N

+

-,
v

[

U ' ily restore’the "patient to‘health., Psychological and. so¢ial’variables
.. are often responsiblk for the discyepancy betwcen corcection of the bio-,
;> ~ logical abnormality and treatment outcone. Additioqarly, in deyeloping’
o ' countries, the short-sighted roach of the bilomedical model leads to the
¢ 4 / ' identification of single cauaﬂgpfor sickngpa, whereap attention Lymeultural
R . ¢ - and socfal factors is more 1likely to provide a multi-caugal pefspective..
° ' . . - The beliavior. af. @hecphyaictsn and the relationship between patient and ¢ ,

£

. ‘ physician powe?ﬁpily {nfluence treatment. Furthermore, the succesaful UL




} " application of‘tteatnent is 1imited by~ the health practitioner o ability .
to $nflusnce and modify the patient's behavior. This is particularly
true in developing countries where treatment teohniq a,.and often, the .
practitioners are alien. The focus afforded by the b dical model dir-

. ects the prédctitioners away from the psychological, socid®y and cultural. *
a . factors related to disease. Yet these are the aspacts most immediate .

" and important to the patients. Such s restricted viewpoint in a develop~

ing country enhances suspicion and decreases the credibility. nnd trust

people will p ce 1n henlth prnet*ner. o

Engel has euggeoted that the biomedical model 1s diendventogeoug £or west-
ern culture, and ye have suggested that those dioadvantageo are even more criti-~
cal in developing countries. In fact, it is the medicdl model itself which ap~

‘ * pears to be at fault in imposing western medicine,on the traditionnl eolturee
of developing countries. - . ) 4

-
- . .
- . ' Ps

‘Alternatives te the Biomedical Mode1‘

t An alternative to the western biomedical model 1s a biopSychosocial model
suggested by Engel. This model would lead a phygsician to weigh the relative
 contributions of social and psychological as well as of biological factors im-
plicated in the patients'~case. Engel does not delineate how one goes about

gaining this informstion. In.particular, it i not clear how one deals with a
vergety of cultures. A reliance on cultural definitions of diseases would leéad
- to a relativism thnt would defy utility. S , <
v ) i )
- Fahrega (12) has postulated another approach he hne labeled ethnbmedical,
He sug;:s§§.thet we find order and regularity in the forms of digease using a
‘social fr of reference instead of the biomedical, This would include a set
. of more or less universal indicators of disease that are roated in, social cate-
‘gories. Thus, an illness could be diaghosed and labeled by the tasks and acti-.
-« vities which 1nter£ered with daily lives and the degree of interference. -

Ethnomedicine would require a nmodel of #llness behavior and, perhaps, sev-.
eral levels of behavioral analysis and diagnosis of disease. Such & model of
) 11iness behavior is an abstract and systematic ststement of how treatment-
‘ _ related actions and causes unfold and how these actions and the causes might be
explained. Such a model could be applied within any culture after information
about the social categories, customs, and behavior had been obtained.

A more socially oriented illness parsiigm woul help doctor-patient ex-
changes and increase sensitivity to cross—cuttura ariations. Indeed, a
social perspective .toward disease and medical carejthat is grounded in ethno-
medicine could dampen, 1if 35\ eliminate, the hazarfls Engel has associated with
the biomgdical model. P

In order to provide culture specific information relevant to ethnomedicine,
one would need a model for understanding how individuals process information
about disease and make decisions on medical care. Febrega (10) has listed top-
ics’ relevant to this concern. We have taken his topics and expanded them for
utility in different cultureef~ The model ‘f have developed 1is presented in the
following diagram.

. The. model provides a framework for understanding how the individual pro-—
cesses 1nformetion about disease and how he makes decisions regarding medical
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care. In order to effecci\mly bring health care to other nations, ve mﬁ( unde:—

e stand their perspective of disease and medical care. Thil model suggests the _
- : components which feed into an mdividual'l concnpticm of disme in any cultuu.
A 'l‘he individual and his concepticn of sickness, (bimdically known as dis-— 'ﬁ"
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N ease) lies at the core of this<formulatién. The. t:hme-d:!.nensimal cube sur- v
. T V. rounding the person represents the different forces, concerna, and components -
T ‘ ‘that affect their conception of "being sick" and of requiring medical treatment.
N . . The individusl surrounded by those immediate influences rests in a country pr o
- . part of a country that 1s at a pgrticular level of national development.. That o
. level cqn be raised or lowered and is important ag it affects the gvailabiliey =

and feasibility of certain types of madical care. At any point ip time, the in-
dividual is affpcted by his cyltural heritage. It permeates his exx.oetience and
is represented here as & ‘bybble aurtomding the ind:lvidual.. s )

2 Mast salient ‘to the individualdare thc factora depic:ed at the base of the S
cube. The individual's beliefs about how effective and useful certain systems . '
. of medicine are; his beliefs ghout what causes healing and sickness; his defini- .

& ' tion of being healthy; his be 8" about what is inside hi® body; how his body v

' and mind function; all these must be-éonsidered in treating & health problem, - o

Additionally,’ in order to affect health care, one must consider tendencies to . .

- rely on sélf-diagnosis and self-medication; the extent to which they drmqilling

. - - to cooperate with medical advice and treat:nunt. the value and degree of impor- -

tance they place on the sick role, and the suggestion of medical care; nnd. the
decision-making they go through in order to néicognize d:lsaue and huling.

A

mE

. This model presents pertions of infomtton pne must ab::ain to deaign 8
culturally relevant health care system. The summation of this information ehould
-enable _an outsider to comprehend the emic view of siclmgss and sedical ure.‘

LA

-
i

Summary . E e : .-
v 4 * !
" This article presents where we stand in relation to the challenge of brins-
ing health care to the developing countries of the world. It has become clear
that impgsing western standards and medicel techaologies without consideratfon S
"for specific cultural variaticn is ineffective and in some cases degyrimental.
Rather than stop at that point, this presentation’ has provided. speculative
/ reasons for the inefficacy of this approach. We have suggested that 'the bio-
) * medical model 1s at the heart of this approach and that ‘it inherently -predis-
poses this approach to be inadequate. We have also -discussed some specific :
. dangers it carries when applied within other tultures. This had led to the des—  °
o cription of a new medical modél, an ethnomedical model, and wa suggest it would '
be more useful. , The framework for understanding how an individual in soy cul- ~ .
ture processes 1nformstien about disease, presented here in the diagram, 1is only
one aspect of-this new ethnomedical model. It provides a data collection base
. that would be useful in understanding an individual's view of health within any
culture. Indeed, its application will provide critical signs as to how we cam
better meet the challenges to provide effective health care for all the people
of each natfion. :

In the end, we would like to raise some questions 'that still need answers:

1. How can we, the rich, be sensitive to the needs of the peor and im-
plement donor programs without creating massive resentment among those to be
'helped?

& .
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2. How can.we camumicate our programs to the poor of the developing wrld ‘

with a ph:uusophy of d:lsgributive justice and social equity?

The ansuurs to these questions lie in gany facets of donor program such as
program designs, types of manpower used, etc. The kind of persomnel donor
+ agencies use to direct snd implmnt thair ,progrm is a crucial mpneting var-
iable. . S _ , ’
' e t .- ' ~—
- If a physician or a social sqienﬁ&at with a binnedical orientation is at
the helm of affairs, they will, in- all\sinqerity. use the biomedical approach.
* Therefore, the need is for bu:aaucraciee to b&vcultuxaliy sensitive, and to
have a proper mix of health scientists, soc:ii Qcien:ists. and commum parti-
clpants 1ike traditional healers. Another ‘need 18 to train domo rsonnel in
the country’'s culture. Western donor techﬁocrats need to receive early educa-
tion or training in a particulan country.” It may be that a Z'year assignment
on an Indian Health Service reservation igq needed; it is hard to learn of the
health problems of those 1living in remote ateas fram an ¢mbassy ccnpound with
air—cpndltioning, clubs, restaurarts, etc.

An additional issue to consider is ' the wnt1¢atinn of the donor bureaucra-

* cies in implementing these programs. Ia it seli 1nterest, or is it the spirit

of mutusl collaboration that has led to funﬁing of the project by a donor na-
tion? Are there legislative and others given- hunznitaritn justifications
while there' are paolitical reasons behind the funding? Answers to these ques-
tions are important to bring sty into the process. Political fotives ‘are
legitimate, provided we are hgsggt\gpout then. - There &ay be dinltiple motives,
but that too needs to be discussed oﬁhn} Thcqe motives vil%?affect the ef-

- fort, direction, manpower and content of these programs. Al117°0f these elements
contribute to the effectiveness of a program\and realistic plqnning to neet
.the goals of the donor and recipient nations. ,

v, Commmity participation is another step that we would like to see included
in the agenda of donor projects. Most donor. ptojects provide advisors to the’
Ministers of Health and do not advocate cammunity partfcipation. Direction and
advice to the top personnel in the Ministry of Healtltare needed byt acceptance
of such advice dqes not mean that a program, will get implemented nor that it
will be éiccessful. N-eded is the emphasis to some degree, that projects must
be planned and managed to some degree by the local people. The donor bureaucra-
cies could work{directly with community boards and local healers as we have

A starqed doing in the Untted States. The commmity participation approach is
not simple, but it can be effective and it offers the greatest long range bene-
fits. 1Its bigger entaganists are donors and host country bureaucracies--not
the peopke. International bureaucracies need more personnel oriented towards
community work who are willing to take less influential positions very often
in more remote places. This means less personnel to advese Ministers and
Secretaries of health. Mdre than that we need the determination of the leaders
‘of the top; that, God willing, they will 'help the poor of"the world into man-
aging their own affairs. This 1is as possible as is the appyoach tc human

rights.
L. ) . (‘

+



N - ~ . -
- : - -’ 4 s‘
;
. < i
i ¢
) -
» ’ . i
_ ] A framework for understanding how, individuals process

4 ' information about. disease and make decisions on medical core.
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