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THE DEVELOPMENT OF HEALTH UNITS
IN RURAL AREAS

A. WHAT ARE THE PROBLEMS OF HEALTH SERVICES IN RURAL AREAS?

A large part of the world population lives in rural areas growing food not only

for themselves but also for the town dweller. It is recognized in many parts of the

world that rural areas and their populations are the foundation of national recon-

struction arid the basis of social security for the country. For most countries,

today, healthy country folk are essential, since a healthy countryside is necessary

for healthy town life. It is therefore illogical, and economically unsound, to

neglect the sanitation of food- producing areas of the world and to leave rural people,

who are engaged mainly in food production, to exist in a primitive and unhealthy state

of life. Is it not evident that, for many rural areas and for large parts of the

world, poverty, ignorance and disease form a vicious circle? Somehow and somewhere

this circle has to be broken. Modern knowledge tells us that disease is a weak link

in this endless chain. Energetic public- health work might break this open and bring

health and a richer life to many.

Unfortunately, as is described in "Background to Rural Health" (A7 /TD /1), rural

health has often been much neglected in comparison with the health of urban areas.

In countries where economic and social development has been most advanced there is in

general much less care for the health. of rural dwellers, who may constitute 20 - 50

per cent of their total populations. In the United States of America, for example,

30 million people living in rural areas are still not covered by local health unit

services.
1

Even in economically more "advanced" countries the provisions for safe

water supply and sanitation for certain sections of the rural population are often

lacking. In the under- developed countries, where up to 80 per cent of the population

live in rural areas, the situ >tion is naturally much worse.

There are very many reasons, known to all who have studied the problem of health,

that make it more difficult to establish health services in country districts. The

scattered nature of the population, the lack of organized community services, and poor

economic yield of agricultural produce are among them. The shortage of medical
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practitioners and of all types of health workers is a great handicap, as is the

further complication that doctors and other health workers tend to congregate in towns.

B. HOW HAVE THESE PROBLEMS BEEN MET IN SOME AREAS?

1. Rural health services as part of nationally- organized public health

In many countries, particularly those in Europe and the North American continent,

the nineteenth century saw the organization of public health on a national basis.

In some countries, as in Denmark, Norway, the Netherlands, Italy, Austro- Hungary and

Britain, such nationally -organized public health included rural as well as urban areas.

In general this is sound practice, since the fundamental principles that govern health

are the same in town and country.

In 1858 a Danish Act of Parliament introduced health bye -laws for all towns and

practically all rural parishes. These laid down important hygiene measures to be

carried out by a health committee of the local government body. In 1860, Norway

passed a health act requiring all local government areas, into which the country had

been divided, to establish boards of health with a public -health officer as chairman.

In 1865 a similar step was taken in the Netherlands. About the same time an Austrian

law required the creation of health areas with a health officer in most of Eastern

Europe.

In 1872, following the earlier success of medical officers of health in

Liverpool (1847), London (1848) and elsewhere, iiritain divided the whole country into

sanitary areas, urban and rural, with a locally- elected committee. Each area was

obliged to appoint a medical officer of health and a sanitary inspector. From 1888

health officers in Britain were required to obtain a special qualification in public

health or hygiene. With the passage of time such units of health administration,

including rural, have increased their range of health activities and of medical and other

trained personnel employed. The health visitor, home nurse, midwife and sanitary

inspector grew in significance and in their range of work; the psychiatric social

worker, mental health worker and other trained workers in special branches appeared on

the scene. In 3ritain,'as in most of the western world, in the United States of

America, Canada and other highly -developed areas, rural health has benefited
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coincidentally with urban health, in varying degrees, from schemes of school health,

maternity and child health, for the combat of tuberculosis, venereal disease, and

mental ill- health.

Rural health has also gained from steps taken to spread medical care, both by

state and voluntary schemes of insurance. In the USA, since 1946, there have been

seven annual conferences designed to promote the organization of rural medical services.

In Canada the 52,000 people of the "Swift Current Area" (Health Region No. 1) of

Saskatchewan have secured complete medical care, in the doctor's office, in their

own homes and in hospital, by a prepaid health insurance plan.2 In Britain, following

the Second World War, free medical care and hospital care have become available to

everyone under the National Health Service, and social security as part of the

National Insurance Acts; as part of the medical services, rural health units in

Britain now also provide free home nursing, health visiting and midwifery and state -

supported home helping. In Chile, an Act came into operation in March 1953,

providing an integrated service of social insurance and national health.3 Social

security medical care services now exist for rural workers in a number of countries.

2. Rural health projects in isolated experiments

In countries where the organization of "public health" has not proéeeded along

such general lines, a number of more or less isolated experiments has been tried.

Some of these comprise "health units" along the lines of those created as part of

organized public health described in the paragraph above, and others have taken the

form of "health centres ". It should, perhaps, be said that it is not always easy to

distinguish in practice between the two. Health centres end health units have

however been defined in the Second Expert Committee Report on Public Health

Administration.4 In general "health units" cover areas of organized health work,

whereas "health centres" are institutions from which health care is conducted.

(a) Experimental health centres. In the 1920s, in Yugoslavia and Hungary,

"health centres" were established under the technical supervision of "State

Institutes of Hygiene ", as permanent institutions of the State health administration,

and were uniformly distributed throughout the country including rural areas.

Demonstration centres appeared at about the same time in-Poland and Czechoslovakia.
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The proposal of the rural health centre as a means to meet rural health needs was

made in 1931 by the European conference on Rural Hygiene5 convened by the League of

Nations Health Organization. This conference, in which 23 countries participated,

defined the rural health centre as "an institution for the promotion of the health

and welfare of the people in a given area, which seeks to achieve its purpose by

grouping under one roof, or co- ordinating in some other manner, under the direction

of the health officer, all the health work of that area, together with such welfare

and relief organizations as may be related to the general public health work ".

"Where a modern public -health organization is to be created in new territory ", the

conference said, "the health centre as defined above is the best method of attaining

the desired result ".

A further conference convened by the League of Nations Health Organization,

in which 13 Far -Eastern countries and territories participated, held in Bandung,

Indonesia, in 1937,6 advocated the combination of both curative and preventive services

in one organization. It emphasized further the need for auxiliary health personnel,

the necessity for co- ordination and integration of various governmental agencies and

the need for the active participation of local populations in their own rural

reconstruction.

Experimental "health centres" along these lines have been developed in many

countries, as at Colatina in the state of Espirito Santo in Brazil, ? at several

county areas in China and at Pholela in the Union of South Africa. A brief

statement about the first centre in South Africa will serve to illustrate the scope

of work and measure of success of these ventures.8 The Pholela Health Centre

began in 1940 with a general service of medical care to all, regardless of income,

including out-patient treatment and special services for the care of the expectant

mother and the mother with her baby. In 1942 the centre enlarged its scope to

include a "family health and medical care programme" as an intensive service for 130

families with a total of a little less than 900 persons. This has gradually extended

to cover 8,500 people in the district of Pholela. One doctor serves 1400 - 500

families providing treatment and periodic health examinations; he is assisted by

nurses and "health assistants ". The heallcii assistant is engaged upon health
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education, which is aimed at (1) reducing the high incidence of preventable

communicable disease, (2) improving nutrition and (3) educating people in the

need for periodic health examination. Practical guidance is given in steps to

improve environmental hygiene and diet. Thus the centre provides "an integrated

curative, preventive and promotive health service in which there is an ever -

increasing appreciation of the community's health needs and an understanding of the

various families served ".

Between 1942 and 1950 the crude mortality rate per 1,000 population served by

the Pholela Health Centre fell from 38.33 to 13.63; infant mortality between 1942

and 1951 fell from 275 to 101 per thousand live births. No epidemic of the major

communicable diseases has occurred since 1942.

(b) Experimental "health units ". Perhaps the first experimental rural

"health unit" to be established outside the western world was at Kalatura in Ceylon,

begun on 1 July 1926.10 This covers seven local authorities with (in 1951)

106,478 in population and an area of 52 square miles, The unit is directed by a

chief medical officer of health with five medical assistants (one part -time), 12

nurses (including one senior tutor), 15 sanitary inspectors, 25 midwives, one

laboratory assistant and four clerks. The services cover all aspects of health

work, including the care of expectant mothers, infants and pre - school and school

children; control of communicable diseases; improvement of the sanitation of the

area; health education. In 1950 no major epidemic occurred, infant mortality had

fallen to 69, maternal mortality to 2.68 and the death rate to 14.23. There are

today nearly 100 such health units operating along the same lines in Ceylon. The

Kalatura unit is used for training all types of health officers.

Similar health units have been established in many other countries with an

increasing use of self -help and auxiliary workers. That at Singur in Bengal,

India, will serve as an example. The Singur Health Unit,11 a joint venture by

The health o2 plantations has not been considered in this document, since the
problems involved are of a special character. Chapter VIII of the report of the
International Labour Organiation's Committee on Work on Plantations, entitled
"Basic problems of plantation labour" should be consulted.9
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the Governments of India and Bengal, covers approximately 33 square miles with

62,736 population. The unit operates in two parts, each under the direction of

a rural medical officer of health with four health assistants (with sanitary inspector's

qualifications), three health visitors, three midwives, two dais and two servants.

The Singur headquarters, liberally staffed by the All -India Institute of Hygiene

and Public Health, supervises the operation of the health unit and arranges for the

training of health officers of all types.

The primary objective, it is said, of the Singur Health Unit, is to reduce

readily -controllable excess mortality and to build up a knowledge of vital statistics.

The chief secondary objective is to build up a school health service. The work is

governed by certain principles, e.g. (1) economic practicability, (2) inter-

dependence of social services, particularly education, (3) the need to administer

special functions by one administrative body, (4) the inevitability of compromise

in short -term projects, (5) the need for scientific administration and (6) the

need for trained workers.

Self -help provides much of the motive force and is organized mainly through

village health committees, co- ordinated by a "unit committee" under the secretaryship

of the rural medical officer of health. The village committees cover a population

of approximately 1,000. Each committee consists of five members elected by the

villagers with a sanitary inspector as secretary. Each member of the village committee

is responsible for the supervision of one of five routine health activities (vital

statistics; epidemic control and smallpox vaccination; environmental sanitation;

maternity and child welfare; malaria control). The scheme provides for the training

of laymen in all villages to discharge these special functions, e.g. in the care of

maternity a young married woman, preferably the daughter of a practising dai.

3. Social welfare in rural areas

There remains to mention developments made in some areas to improve rural

life through schemes of social welfare. Health is seen here, as mentioned in the

3andung conference, in the wider setting of rural reconstruction. The promotion

of rural welfare is a complicated undertaking involving attention to farm production,

hygiene, nutrition and education.12
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It has been well said by Weir, who with others worked upon problems of rural

health in Egypt that in the last analysis the success of any health programme in

an economically- distressed and illiterate population will depend upon close co-

operation of the health workers with the social worker, the educator, the agricultural

engineer and teacher ". Such co- ordination of effort can come only through a local

direction of the efforts of all those agencies at the village level. Decentralization

' of all government services with autonomy of action at the village level under

village councils must be achieved if improvement is to be accomplished.

Such a community project was begun in 1952 -3 in Uttar Pradesh (in India).
14

This is planned for 21 million people in 5,070 villages covering 4,023 square miles,

in 12 projects. At present the scheme covers 1,500 - 2,100 villages. The basic

idea of this scheme is to select and train suitable persons to operate as multi-

purpose village workers in compact areas of three to four square miles with about

4,000 people. The basic qualification for this work is a two -year diploma in

agriculture, supplemented by six months "job" training in practical agriculture,

agricultural engineering, veterinary work, public health, social education,

"hanchayato" and co- operatives. The village worker is the common channel for all

development activities. He lives in the village, undertaking work in agriculture,

animal husbandry, public health, sanitation, social education, road and housing

improvement, as best suits the season and the immediate needs. The headquarters

staff of each project for approximately 300 - 600 villages contains experts in various

branches of the work involved; this includes a medical officer with a staff of

four midwives, one health visitor and one sanitary inspector. Self -help is an

essential part of such projects.

The United Nations and its specialized agencies have joined in making surveys of

community organization and development in the Carribean, Central America and Mexico,15

the Arab countries of the Middle East and in South -East
Asia.16 & 17

Another mission

is planned for Africa in 1955. Rural welfare centres of this nature have been

established in many parts of Egypt.18
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C. HOW SHOULD THE PROBLEMS BE FACED?

1. Is there a need for more positive action?

Rural areas present more obstacles than towns in the organization of health

services. The difficulties have already been stressed. They are great but not

insuperable.

The Constitution of the World Health Organization has said that "the objective ...

shall be the attainment by all peoples of the highest possible level of health"

(Chapter I, Article I) and again "The enjoyment of the highest attainable standard of

health is one of the fundamental rights of every human being without distinction of

race, religion, political belief, economic or social conditions ". (Preamble).

"Governments have a responsibility for the health of their peoples which can be ful-

filled only by the provision of adequate health and social measures." (Preamble).

Positive action by the government is indeed the only effective means to overcome

the disadvantages under which rural territories exist. The need is for a rural health

service. Governments must decide to establish rural health services designed to meet

the particular needs of their country.

2. Will the rural health unit meet the needs?

(a) What is a health unit? The health unit was defined as "an organization

providing or making accessible, under the direct supervision of at least one

physician, the basic services for a community ", in the Second Expert Committee Report

on Public -Health Administration .4

A health unit comprises an administrative area within which services for health

can be effectively and economically organized. The rural health unit thus becomes

the counterpart of a town and should correspond as closely as possible to some

political or administrative unit. It should form the smallest unit of health services

in direct contact with the people and should have a close link with other local

services, e.g. education and agriculture. From a technical standpoint the unit

cannot be considered self -sufficient. For specialized services and technical

supervision it must depend on health services at intermediate and national levels.
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Without proper connexion with the higher levels, the rural unit cannot maintain itself,

for it is an expression of the existence and power of central administration, from

which it will derive its directing policy, its skilled advice, its trained staff and

much of its money.

Where the machinery of health administration fr.m the centre out through inter-

mediate levels does not exist, it is a first and essential step to create this.

(b) How large sh-;uld a health unit be? The size of the unit is our next

consideration. If it is to be effective it must not be too large. The rural health

unit should bring health protective measurea right down to the living conditions of

the people. It is doubtful whether a population anywhere, even in countries with good

communications, much exceeding 100,000 can be dealt with properly by any team of

workers. Clearly much will depend upon geography and other factors, but governments

should certainly aim at small units for day -to --day health work. When a larger

organization is needed for higher technical advice and control, a number of rural

health units can be brought t.;gether under a district administrative centre.

(c) What should be the scope and organization of a health unit?*

(i) Operation. The rural health unit should be operational. The spirit of

the work should lie in practical activities throughout the area. It is work with

other people, and should not be blunted by too heavy administrative duties. The

office, or administrative centre, should be the focal point from which the health

workers will operate and the means by which they will co-ordinate their activities.

(ii) Range of work. The scope of the work should embrace all health

activities. The object must be to pr:vide an overall uhealth car to ensure that

every step is taken to prevent disease and to promote health. The rural health unit

should provide services for (1) Maternal and child health, (2) Communicable disease

control, (3) Environmental sanitation, (4) Maintenance of records for statistical

purposes, (5) Health education of the public, (6) Public -- health nursing, (7) Medical

care (to an extent varying with the needs of the area and the accessibility of larger

hoeital centres).4

The diagram of the organization of a local health unit. Section 5 of the Second

Report of the Expert Committee on Public Health Administration, should be consulted.4
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(iii) Priority of work, The priority to be given to each of these activities

must depend upon the extent and nature of the local problems. Generally, it is of the

utmost importance to take early steps to control communicable diseases and well -planned

efforts with the readily -controllable diseases (smallpox is an example par excellence)

can be expected to yield quick returns, In many countries malnutrition is one of the

most important causes of morbidity and mortality, particularly in the very young.

Where this is the case it is important to take immediate steps to organize measures

to improve the diet. Provision for maternal health by antenatal supervision and by

care of the confinement and the care of the mother and young child are obvious

priorities immediately the appropriate trained personnel can be made available.

Where there is a school system the organization of a school health service in which

health education plays a full part can be most rewarding. These are not matters which

can be dealt with in this brief report. The reader is referred to the second report

of the Expert Committee on Public Health Administration.

(iv) The use of "health centres". Among pioneer ventures we have noted "the

health centre" and we should ask ourselves how this is to be fitted into our rural

health service. The health centre as already defined is an institution from which

health care is given; it is more than a clinic and should be a focus of health

promotion for an area, Every rural health unit should have .lie or more health centre

within it. This should be staffed according to the circumstances; as a minimum, each

centre should be in charge of a nurse or a midwife with public health training, and

there should be auxiliary staff (see later). Where the area is wide and scattered,

sub -centres can be established in villages) to give simple health services, such as

vaccination, pre-natal infant care) reports of births and deaths, etc. Health centres

and sub -centres should be an integral part of the health unit which, as already

explained, must itself be functional. Exchange of information between the unit, the

centre and sub -centre must be co -plete in all directions. in isolated areas, it may

be necessary to include some beds in the health centre for nursing patients away from

home. The establishment of a health centre must be regarded as an experiment. The

Regency Health Unit, Bandung, in Indonesia, with a population of 1,200,000 in 27

market towns and in about 300 -400 villages, has eight health centres and 64 village

health sub- centres,

(v) The importance of accurate records. A word about statistics, The state

of ill -health in rural areas is not fully understood because of the lack of
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reliable information. Many countries do not have an adequate system of recording

deaths and their causes. In no country can it yet be said that the extent of

disease, and departures from normal mental and physical health is fully known, and

our knowledge is often slender. It is usually impossible to present figures of

disease and death for the country areas alone, distinct from those of the towns.

Apart from the absence of adequate records, only a small proportion of deaths in

many rural areas are certified by qualified physicians. In the Kalatura Health

Unit in 1950, after more than a quarter of a century's operation, medically certified

deaths amounted to not more than about 20 per cent to 25 per cent of the total.

Without adequate records of the incidence of disease and death, and of

population and how it lives, no health unit can be expected to work smoothly and

efficiently. It is therefore important that early steps be taken to build

up a recording system. An accurate statement of population by age, sex and

marriage anc' of live births and deaths is a first objective. The reporting of

communicable diseases should follow. After this it is most valuable to obtain

accurate information on housing, water supply, methods of disposal of waste, the

extent of illiteracy and the general economics, agricultural and industrial. It

is not suggested that an elaborate statistical organization should be established

in the rural health unit itself. The objective should be to obtain information

which can be forwarded to a higher level in the organization for analysis and

classification.

(d) How should the work of the unit be integrated?

(i) Problems of health and social welfare. The advantages of integration

of all aspects of health work have been widely illustrated in health units everywhere.

The inter -- relationship of health problems is, in practice, so close that any separation

can lead to overlap, inefficiency and waste. As an example, the health officer should

be responsible for school health and should play a part in health education within the

schools. Health work should include social welfare in order that the social aspects

of health and disease are not separated from other health protective measures.
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(ii) The integration of medical care. Perhaps the most important, and at

the same time really difficult consideration concerns the means to integrate medical

care into the rural health service. It is undeniable that many rural areas,

particularly those in which effective health services have only recently been organized,

have so much disease that its treatment can absorb most of the time and energy of

the medical and auxiliary medical staff available. The total volume of urgent medical

care in undeveloped areas can be very large. It has been said19 that "in view of the

health and sanitary conditions of the Asian countries, even a perfect and complete

medical care service would be faced by the hopeless task of repairing damage constantly

renewed, unless aided by an effective organization of general health care aimed at

preventing illness and improving the state of health, and by measures of environ-

mental hygiene laying the foundations for a healthy community life ". This sombre

truth has led some pioneers, e.g. those in Indonesia, to conclude that a service for

rural health should not include medical care, in the belief that it is more profitable

and, in the long run, more humane and economical, to expend time and energy in

preventing disease. But this overlooks the fact that treatment of existing disease

provides the best means to secure the confidence and co- operation of the people.

Medical care, as the Bandung conference indicated, should be seen as part of

health care and as a first step towards health protection on a wide scale. In its

study of the development of medical care services, the 1947 ILO New Delhi Conference

was emphatic on this point when it said "Even a cursory survey of existing conditions

in the rural areas of Asiatic countries points to the conclusion that health problems

should, in fact, be treated as one and indivisible ".19 The establishment of new

health units in the many areas where treatment of sickness does not exist, except in

primitive form should, therefore, include medical care. Where units have been

established in areas that have medical practitioners already working, every effort

should be made to widen the scope of the medical care given by them to fit into the

scheme of health care to be undertaken by the unit. The integration of medical

with general health care will be easier, as indicated by Resolution 10 of the ILO

Conference at Philadelphia, 1944,20 in circumstances where medical care is provided

under a public service, i.e. financed from public funds, and more difficult when it is

obtained by private practice or under a contributory social insurance scheme (see

"Finance ").
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The balance of work between treatment and prevention will need to be carefully

considered. The report on the Singur Health Unit writes as follows: To preclude

the medical officer of health from being inundated with curative work to the detriment

of his more important preventive activities it is essential that there should be rigid

demarcation between the hours assigned for curative and preventive responsibilities,

which should not be infringed upon except under real emergency ". This suggestion

may well provide one of the answers.

The advantages of integrating hospital care with general public- health work,

which has been demonstrated in Brazil; should also be closely studied. No doubt

these will depend greatly upon the particular circumstances of the area. Such a

step may well have its chief advantage in territories that are virtually devoid of

facilities for hospital treatment. In such cases the hospitals can be established

de novo as part of the general scheme. As has been said of the Colatina Medical

Centre, "although there is actually a physical separation of these units (those

functions and activities characteristic of hospitals and those of public health),

they operate together to make up one unit ".

(e) What use can be made of organized community effort? Success in any rural

health programme will depend much upon participation of the community itself. Self -

help is a vital consideration on two grounds. Firstly the superimposing of a modern

health machinery upon a passive community produces results more slowly and of less

lasting effect than in circumstances where the people themselves take part in the

operation. Secondly, self -help reduces the cost. Self -help can take the form of

free labour, as in Udi in Eastern Nigeria where a maternal and child health centre

was built at little cost, or it may find expression in active participation in health

activities, such as the collection of information or the organization of a campaign

for smallpox vaccination. The objective should always be simple and obtainable.

Organized community effort, as mentioned in the account of the Singur Health

Unit, is assisted by the creation of village committees. This aids the health

unit to get the objective over to the people themselves and helps to maintain their

continued interest.



A7 /Technical Discussions /4

page 14

(f) What is the significance of local understanding? There are two particular

dangers that face all governments seeking to establish comprehensive health care by

means of rural health units. The first and most obvious is that health protection

measures cannot achieve any real value unless the country folk themselves understand

them. They must believe in them seifficiently'tó give continuous and lasting support.

It has been the unfortunate experi'ënce of all who have done pioneer work in this field

that sensible, and often costly steps taken to abolish a known risk have failed in

their purpose because the people themselves have neglected to support them. No

attempt will be made to elaborate this point, of which examples will be known to dele-

gates. Aut it is vitally necessary to stress how important it, is to avoid this dilemma.

The means to do this is by Health Education.

Every rural health unit should have its health education programme worked out

in detail in accord with the health needy of the area. In this programme all the

health staff, including auxiliaries and voluntary helpers, should participate. The

object must be to get as many people as possible to understand exactly what the unit

is trying to achieve and why. In simple.cómmúnities this is often best done by

practical example, but, where appropriate, the. many modern aids, to understanding of

scientific facts can be used. Where there i.s a school system, health education should

be made part of the school service by incorporating health teaching into the curriculum.

The teachers must be given in- service training to enable' them to participate in this

important work.

The other danger is that of failing to understand the tremendous significance

of local beliefs and customs. The scientific and objective approach, which is the

aim of University teaching, is foreign to most people. Unscientific beliefs abound,

in a great variety of forms, in all peoples. We ignore these at our peril and in doing

so we stultify much of our effort in the health field. Vegetables may be known to

lead to limpotence in Malaya; the placenta must be disposed of in traditional manner

in some parts of Latin America; the evil eye is everywhere known to be the cause of

disease. These are not things to be ridiculed but to be understood and to be used to

advantage.
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Not only must we succeed in making our country folk understand and sympathize

with the practical steps which we organize for their health, but we ourselves must

understand and sympathize with the folk lore and customs of the people we seek to edu-

cate. Most medical practitioners and other health workers have little understanding

of folk belief, and slender knowledge of the customs and practices of the people among

whom they work. Anthropology, or the study of how and why people behave, must be

given its place in courses of training for health workers.

Foster, in his study of anthropology in relation to public health programmes,21

put the problem succinctly when he said "Ways and means must be found to drive out

those characteristics of folk medical practice and belief which are in fundamental

conflict with the teachings of modern medicine, and to utilize those which are and can

be made consonant with the goals of the medical doctor ". It is above all essential

to build up sympathy between the people and the health unit. If people come to

believe that the health unit staff are familiar with their ideas, and yet prefer their

own, there is the basis upon which confidence can be built.

3. How should the rural health unit be staffed?

(a) What are the immediate staff needs? The next question we need to ask our-

selves is "How do we staff the health unit ?" If the rural health unit is reasonably

small, as already indicated, it will need a local team engaged on day -to -day health

work. Speaking generally - for great variations are inevitable in the many different

circumstances of our globe - the local team will need to possess an all -round basic

training, leaving to a higher level of the organization the specialist staff needed to

deal with particular problems. (See "Advice in special fields ", page 18).

The health officer. The first consideration is the health officer. This should

be a medical man or woman who has undergone special training in public health and

preventive medicine, such as is given in a Diploma or Mastership in public health. It

is, of course, self -evident that countries differ their ability to provide each

rural health unit with a leader trained to this standard. When this is not possible -

and clearly this must often prove to be the case - every effort should be made to appoint

health officers at the next level in the organization. In this manner a group of

health units can be under expert preventive and social - medical guidance.
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When the services have become highly developed, the health officer will need

to be assisted, again depending upon the resources of the country, by other medical

men.and women. ' Every effort should be made to equip these also with training in

preventive and social medicine.

Public -health nurses and midwives. Where circumstances permit, the health unit

should make use of the public -health nurse, and the midwife. In circumstances where

the. service of both cannot be made available, it was the opinion of the Expert

Committee on Maternity Care22 that the nurse, preferably with midwifery training, is

the ideal appointment. "Where the public- health programmes, of which maternity care

is a part, are still in the initial stages of development, the public -health nurse is

the appropriate member of the health team for assisting the family in all matters of

health, and on whom the family may rely for health teaching, health supervision, and

for assistance in solving'social and economic problems related to the well -being of the

family." The nurse can also be used over a wide field of preventive work; she can do

much to relate the medical care and public -health services; she can undertake

immunization.

Training in midwifery, either combined with nursing or as a separate qualification,

should be given a high priority. A large part of the problems of community health,

particularly in under- developed areas, is associated with the process of childbirth.

The infusion, of scientific knowledge, based upon an understanding of biological

processes, can achieve much. "In areas where large proportions of births are still

being attended by untrained or partially- trained midwives (e.g. dais, dukyuns, curiosas)

the public -health nurse -midwife, or a trained midwife, should be responsible for

teaching simple rules of asepsis and the recognition of symptoms which indicate the

need for calling in the assistance of a trained midwife. "22

The sanitarian. Here is the person to act "as a good general practitioner of

environmental sanitation".23 He will be concerned, at the ground level and under the

general direction of the medical officer of health, to ensure, (1) adequate and safe

disposal of excreta, sewage and community wastes, (2) pure and wholesome water supplies,

(3) healthy houses, (4) safe milk and other food supplies, and (5) to control

the danger due to the many hosts that transmit disease to man, and other environmental
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risks. The second report of the Expert Committee on Environmental Sanitation has

stated that "these problems require for their solution the impact of high intelligence,

training and experience" and that the need to develop a programme of environmental

sanitation "is independent of the stage of development of a country, applying equally

well to the most highly developed as to the least developed ".
23

Auxiliary Workers. The next consideration is for the staff who are not

professionally trained. The greatest advantage may be derived from the use of

"auxiliaries ", who have been instructed to act as technical assistants for specific

types of work, in medicine, nursing, health education, sanitary and veterinary work.

Health auxiliary personnel are considered as semi -professional workers who may be grouped

under different categories. There is a group auxiliary to doctors, known as "medical

assistants" or "health officers ", existing in certain countries or territories in Asia

and Africa. They have usually had two to three years of special training added to

10 or 12 years of general education, and have served as assistants to doctors in both

curative and preventive work. In many countries they are assigned to take charge of

dispensaries in rural areas under the supervision of doctors. Sometimes this super-

vision is not available. A second group of auxiliary workers is designed to assist

in the environmental sanitation work as described in the second report of the Expert

Committee on Environmental Sanitation.
23

A third group is auxiliary to nurses and

midwives. A fourth category, the health assistants, engaged upon health education, has

been referred to in the description of the Pholela Health Centre, on page 4.

Auxiliary workers are an important factor in the success of rural health units. With

the present shortage of professional workers, it will often be impossible to undertake

this important step without making use of them. They should work under guidance and

not be placed in charge.

Village workers. Finally we need to consider what use can be made of the

villager himself, or herself. There is certainly much to be gained in training.

local people to do the relatively simple local jobs. Particularly is this an

advantage when it inspires local confidence and helps to build up self -help. In

this field there is great scope for experiment, and it would be quite wrong to lay

down any standard pattern. We have seen that in some pioneer ventures the greatest
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advantage has come from the use of the village level worker type. Such persons can

spread their efforts widely through the field of health work, e.g. in sanitation and

immunization, and again in that of agriculture and village planning, which we know

to be vital to health in many parts of the world. The multi -purpose village worker

has been described in the Uttar Pradesh scheme on page 7.

At this simple ground level we should recommend governments to build (as much

as possible) on what they have got. This will often extend to special training for

villagers who already act in some capacity in medical work. Where untrained villagers

have been accorded a status in, for example, medical care or midwifery, it is often

better to incorporate these into the health schemes rather than to by -pass them.

This again touches upon the matter of local beliefs and customs, towards which we

must seek to relate our work. Pioneer ventures have shown excellent results by

establishing courses for training for such people and so gradually converting them

from opposing forces into allies in the health field.

Advice in special fields. We have so far considered the health worker at the

ground level. These will undertake all the work of a day -to -day character and

will cover a wide field. At the district, state or country level, the need is for

workers with specialist training who can advise the health unit staff in different

branches of health work. It would be wrong to suggest that a successful health

service cannot be operated in their absence. Indeed, with the arrangements already

suggested, far- reaching advances could be made in rural health. But sooner or later

any such organization will wish to provide advice in special matters beyond the capacity

of the local staff. Here then is the place for the public- health engineer, who can

give expert guidance in the problems of environmental hygiene; for the veterinarian

- whether or not on the health staff - who can help with the prevention and control of

animal -borne disease; for the social worker who can help to solve problems in social

medicine; for the psychiatric social worker for special problems in mental health;

for the nutritionist for special problems in the nutritional field, and for the welfare

workers for the development of welfare services.

(b) What is the proportion of various staff required? The proportion of staff

within the team requires careful consideration. There is no precise formula in exis-

tence and in view of the many variables it would be unwise to lay down any exact

standard. The greatest variation exists, as can be seen in the following examples:
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In the Indonesian. Regency Health Unit (population 1,200,000, a somewhat larger

unit than has been generally considered in this document), the headquarters staff consists

of: a chief medical officer of health, five physicians, one dentist, one sanitary

inspector, one nutritionist, one public -health nurse and a statistician, together with

administrative staff. Each of eight health centres has the following: one public -

health nurse, one midwife and two assistants, one nurse and one assistant, one elementary

health educator. Each of 64 village health sub -centres is staffed by two auxiliaries

(a village hygienist and a home visitor).

In the Kalatura health unit (106,478 population), there is one chief medical

officer of health with four to five medical assistants, 12 nurses, 15 sanitary inspectors,

25 midwives, one laboratory assistant and four clerks.

In Uttar Pradesh, each project (with a population of between 150,000 - 300,000)

has a medical officer with four midwives, one health visitor, one sanitary inspector

and the use of the village level workers.

A rural health centre in Cuba24 covering a population of 10,000 - 15,000 has

one physician, one nurse, one midwife and a trained health inspector.

It may be inferred from these and other examples of health units already operating

that a minimum complete team might consist of one physician with special training in

public health and preventive medicine, with five to ten nurses (including midwives),

at least half of whom should have special training in public health, several sanitarians

and twice this number of auxiliary workers.

(c) How are the difficulties of staffing rural areas to be overcome? One of

the difficulties facing health workers in the rural areas is their relative isolation.

The first report of the Expert Committee on Public Health Administration has said:

"It is a very common experience that medical men cannot be persuaded to settle down

in rural areas even when there is reasonable scope for achieving the satisfaction of

living by private practice. When the problem of a health career in rural areas

without private practice is considered the position becomes even darker and more serious.

The committee, therefore, feels that if these difficulties of acute shortage of

personnel confronting the public -health administrator in the planning of a sound public -

health programme are to be overcome, serious attention must be paid to the means of

attracting men and women to a public -health career, especially in the remoter areas ".25
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In professional work,it is commonly vital that opportunities should be given

for keeping up -to- date. Much can be done by reading, but it remains that those who

work far from centres of learning suffer considerable disadvantages and inevitably fall

behind in their knowledge. We would therefore suggest that governments should secure,

in their organization of rural health, some ready means of interchange for their staff.

Brief periods spent in centres of intellectual activity can do much to maintain the

high professional standards that are everywhere needed. Every effort should be made

to make service in rural areas attractive, with a guarantee of transfer after a speci-

fied period of time. Courses of "in- service" training, study travel, and conferences

with the higher levels of administration all help to satisfy this need.

Two other points of great importance are pay and promotion. The man choosing

a health-service career should not be financially poorer than his opposite number in

hospital or other form of clinical service. "In the remote areas, attractive living

accommodation should be provided for him and his family, and a special allowance should

be given to make up for difficulties of travel and lack of amenities "25

Opportunities for promotion are vital.

(d) How may health workers be trained? The success of any scheme for rural

health must ultimately depend upon the health workers and this in turn upon their

training. For many countries this presents a problem of real difficulty. But the

difficulties can often loom larger than they really are. If firmly tackled a solution

can usually be found, even in circumstances where the educational system has not been

fully developed. The first need is for governments to establish and develcp courses

for training within their own territories. From a practical point of view pioneer

experiments have served to show that many of the types of health.Vorker can be effective

after relatively short training, and it is often better to train a larger number in

short periods than to concentrate upon a few at high standards. This is true both

of the village worker type, the auxiliary and of the more specialized categories of

midwife, sanitarian and nurse.

The best methods of training the auxiliary worker will need to be determined

individually by each country, since much will depend upon social conditions. It is

of first importance, as the Second Expert Committee on Public Health Administration



A7 /Technical Discussions /4

page 21

has emphasized "that the auxiliary should be trained for a definite objective and

not with a view to producing second -grade professional officers ". They may

later prove suitable for professional training. The basic education of the

auxiliary nurse or midwife varies considerably in different countries from none to

four or five years, and their technical training also varies from a few months to

two or three years, depending upon the type of work they are expected to do.

The training of local health staff must in general be the responsibility of

higher administrative levels, but it is often in the local health unit itself that

the practical experience can best be gained for all types of worker. It is

important that all health workers should be trained to appreciate that their

individual effort is not isolated, but integrated with the service of the health unit

as a whole. One or more rural health units should be selected for training and

linked with the educational establishment.

4. How can such a scheme be financed?

It is of course a mere truism to say that rural health services cannot be

realized without adequate funds. Rural health is almost certainly as expensive

to achieve as urban health. It may in some circumstances be more costly. This

cost has to be faced in the belief that any country that tackles rural health

successfully must gain much added economic vitality. Much of the cost will fall

upon central funds. This is inescapable. In certain countries, e.g. Egypt,

Indonesia and many of those in South America, the schemes are already directly

financed, or greatly subsidized by the national government. If rural health units

are to be widely established, they must, at least in the initial stages, be directly

aided.

Nevertheless, the country has a great advantage over the town in the relative

ease with which help can be obtained in community affairs. The village may have

a greater sense of corporate life and, when the organization.has been developed with

the goodwill of the villagers, many projects can be started and brought to a successful

conclusion by the use of local free labour. Pioneer ventures in many widely -

separated parts of the world have shown how valuable such local participation can be.
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This is more true of allied ventures in community development as, for example,

housing, water supplies, and schools, than it is of the more direct work of a

health unit Here the cost is mainly that of employing health workers.

Current expenses will vary with the extent of the services and salary scales.

It is, as we have seen, essential to pay and house the staff well. It is also wise

to develop initially those services which will give convincing results and encourage

local participation and funds. In the Singur unit, with a high level of staff, cost

did not exceed two rupees annually per head (approximately US $0.42).26 In the USA

per capita cost for 50,000 people has been recommended to be between $1.00 and $2.50,

without medical care.27 In Finland roughly the same service is equivalent annually

to $2.10 (1950) per head and in Indonesia to $0.70.4

Continuity of funds is important and must be guaranteed by higher authority.

The premature termination of successful ventures can be most harmful. It is also

preferable to spread money widely in simple services rather than to give preferential

treatment to some parts by concentrating on a few highly -developed units.

Insurance against sickness, and possibly in favour of public- health services,

on a voluntary basis, has been successfully developed in some countries. This

possibility of financing rural health units in which medical care is included should

be carefully studied. In this connexion it should be noted that the International

Labour Organisation New Delhi Conference in 194719 adopted a resolution which said

that in the predominantly Asian countries "medical care should preferably be provided,

not by means of social insurance or social assistance services, but rather by a public

medical care service for the whole of the population without contribution conditions....'

5. How can the rural health unit be co- ordinated with other community ventures?

The problem of rural health cannot be seen alone as a study in medicine. The

health of the rural dweller depends much upon his success in growing food of the right

kind and amount, in breeding animals, in building houses and water supplies and all

the other adjuncts to communal life, and often upon his success in rural industries.

We would lay great stress, therefore, upon the need to relate the work of the rural

health unit (singly and as part of a larger organization of health) to other community
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measures. The doctor trained in public health and preventive medicine should be the

responsible director for the health unit or units, but he will need to work in close

touch with other organizations for the care of the rural community. This is parti-

cularly true of agriculture and veterinary services. It is equally true of education.

Where "fundamental education" is practised, great advantages must follow by linking

this work with the health education schemes of the health unit.

Success in co- ordinating the work of the rural health unit with that of other

community ventures will in the main depend upon government planning. Co- ordination

will only be possible when the governments produce an administrative system which makes

it possible.

D. WHAT CONCLUSIONS ABOUT RURAL HEALTH CAN WE REACH?

The main purpose of this paper is provocative. It has raised more questions

has answered. can we do about How we bring the

problems of rural health to the attention of political leaders? Shall we present

them with the scheme of rural health units as one solution of the problems?

Should we establish pilot health units in rural areas in order to learn more about

their value and to study their organization, staffing and financing? How best

can the experience gained be exchanged? Can we devise international rural health

seminars?

It is the purpose of our discussion to decide upon the answers to these and

many other questions. "The Public Health ", Disraeli said, "is the foundation upon

which rests the happiness of the people and the welfare of the nation. The care of

the Public Health is the first duty of the statesman."
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