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1. SUMMARY 

The general objective of the Workshop was to share experiences and 
stimulate action on the part of WHO Member States in the training and 
utilization of health teams for rural development. Visits were conducted 
to two field projects in Leyte to provide common field experience in 
primary health care and serve as points of reference in group discussions, 
taking into consideration the 10 recommendations contained in the 
publication, Training and utilization of auxiliary personnel for rural 
health teams in developing countries: Report of a WHO Expert Committee l • 
Criteria and indicators were evolved for each recommendation and, together 
with orientation on technology in educational planning and management, 
these served as bases for the development of specific country action plans 
by the participants. 

Group discussions resulted in the following conclusions: 

(1) Primary health care is aimed at the development of people as 
human beings rather than the mere technical development that has 
generally characterized basic health services. 

(2) Primary health care is part of a whole system; it is not viable 
except as an integral part of the health infrastructure. 

(3) The development of primary health care does not relieve the 
existing health system of responsibilities. The delegation of 
authority and responsibility to the peripheral level results in a 
greater responsibility to the health system as it accepts a reoriented 
and expanded role for all levels of its personnel and facilities. 

(4) Social preparation is essential for the successful establishment 
of linkages between the health care system and the community. 

Planning for human resource development was emphasized, in particular, 
the need for sound basic training and continuing education, using modern 
educational technology, to design training activities extending from the 
village level health worker to the higher levels of the support system. 
This also demonstrated how linkages could be established throughout the 
system and avoid overloading of the training of health workers. 

Some management techniques were presented to and used by each 
participant in formulating a plan of action. These plans identified a 
great need for the establishment of a community information system both to 
obtain needed data on health determinants at the village level, as well as 
to involve the community itself in the determination and articulation of 
its own needs. The exposure of health team members to experimental field 

1WHO Technical Report Series, No. 633, 1979 
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trials of primary health care activities and the community approach is 
essential. For this the establishment of field research and development 
areas is necessary to provide a formative experience so that adequate 
numbers of health personnel may acquire the skills, technology and critical 
mass of manpower needed to carry a mandate to implement primary health care 
on a nationwide scale. 

Daily and final workshop evaluations were conducted to ensure 
responsive alternatives in the agenda as well as measure overall impact on 
participants. Suggestions to provide more directive guides for discussion, 
alterations in plenary format and schedule, provision of more time for 
group discussions were incorporated immediately. An even greater emphasis 
on field visits to include infrastructure management analysis and education 
methodologies might have been useful. All felt time was too limited. 
Overall scores on workshop evaluation showed high marks from virtually all 
participants. More than any other meeting, it was felt to be a most 
constructive and memorable experience. 

2. WORKSHOP OBJECTIVES 

The Workshop, which was funded by the Danish International Development 
Agency (DANIDA) and organized by the WHO Regional Office for the Western 
Pacific together with WHO Headquarters, was a follow-up to the 
recommendations made by the WHO Expert Committee on the Training and 
Utilization of Auxiliary Personnel for Rural Health Teams in Developing 
Countries l and by the International Conference on Primary Health Care. 
held at Alma-Ata in 1978. The overall objective of the Workshop was to 
promote the development of health teams in rural areas and stimulate the 
training and utilization of auxiliary personnel in rural health development 
among the WHO Member States. 

More specifically, the behavioural objectives of the Workshop were as 
follows: 

(a) identify the role of health workers/teams in promoting healthy 
living conditions within the context of rural development; 

(b) identify methods of adopting the recommendations made by the WHO 
Expert Committee on the Training and Utilization of Auxiliary 
Personnel for Rural Health Teams in Developing Countries; 

(c) identify the role of the hospital and other health infrastructure 
in primary health care; 
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(d) identify methods and techniques of obtaining active community 
participation in meeting its health needs; 

(e) identify alternative strategies for developing rural health teams 
for rural development; 

(f) prepare a plan of action at country level for the development of 
health teams in rural work. 

3. PARTICIPANTS 

There was one participant from each of the 18 countries representing 
the six regional offices of WHO. The majority of participants were 
connected with the Ministry of Health and were engaged in primary health 
care or health service delivery, the rest being involved in training, 
health planning or research. Two consultants, two temporary advisers, nine 
members of the WHO secretariat from four WHO regions and Headquarters and 
observers from both the government and private sectors in the Philippines 
also attended the Workshop. 

4. WORKSHOP METHODOLOGY 

To facilitate sharing and discussion, the 18 participants were divided 
into three groups for the field visits and group discussions. The 
consultants and secretariat were also divided and assigned to work with 
each group in order to facilitate and assist in the discussion. 

The methodology consisted of plenary sessions, group work and field 
visits, individual reading assignments, private consultations with the 
consultants and secretariat and daily evaluation of the work by the 
participants. 

5. WORKSHOP REPORT 

This Workshop was convened in Tacloban City, Leyte Province, in order 
to provide the participants with a common field experience in the 
development of primary health care activities and serve as the common point 
of discussion from which would be developed basic principles as well as 
specific action plans for national programmes in primary health care 
including the development of health teams. Thus, the initial activities of 
the Workshop focused on two field visits to ongoing rural development 
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programmes in the province. Following two days of field work, intensive 
group discussions, guided by orientation sessions delivered by consultants 
and WHO staff, resulted in the formulation of principles for implementation 
of the recommendations made by the WHO Expert Committee. The orientation 
and group discussions focused on strategies for involvement of the existing 
health service infrastructure, utilization of modern training and 
educational technology throughout the system, and effective management 
leading to the planning of specific country action plans. 

The first two days concentrated on field visits to communities in the 
Sab-a Basin project and Carigara project, where discussions with primary 
health care teams and community members enabled the participants to 
accomplish workshop behavioural objectives (a) and (d). Group discussions 
following these field activities concluded that the strategy of primary 
health care was aimed at the development of people as human beings rather 
than the mere technical development that has generally characterized basic 
health services. The health-team was vital in this process. In addition, 
objective (b) was achieved by focusing group discussions on the WHO Expert 
Committee recommendations in the context of the field visits and other 
experiences of the participants, thereby producing more pragmatic 
recommendations. Over these two days, the Workshop defined in considerable 
detail the criteria and action indicators by which the 10 recommendations 
of the WHO Expert Committee could be implemented and evaluated in a 
national setting. 

During the third day of the Workshop, primary health care was viewed 
as part of Lhe entire health system, it being recognized that it does not 
work in isolation and, indeed, is not viable except as an integral part of 
the health service system. Workshop objective (c) was accomplished by 
group discussions, which focused on the following areas as they relate to 
the entire structure of the formal health system: problem identification 
at the community level, planning and programme formulation at the 
peripheral level, involvement of the health system including personnel at 
all levels, intersectoral involvement, involvement of nongovernment 
agencies and resources, community involvement, training, supervision or 
constructive guidance, referral including intersectoral referral of 
community problems, and information flow including data collection, 
monitoring, evaluation systems, and feedback mechanisms. The Workshop 
concluded that the development of primary health care does not relieve the 
existing health system of responsibilities but in fact, by the delegation 
of authority and responsibility to a more peripheral level, a still greater 
responsibility falls upon the former system as it accepts a reoriented and 
expanded role for all levels of its personnel and facilities. 

Particular attention was given to the social preparation of both 
health teams and target communities with a view to emphasizing the 
nontechnical elements necessary for the successful establishment of 
linkages between the health care system and the community. The workshop 
participants emphasized the importance of new approaches to the preparation 
of the health team, focusing on the value of field areas and small pilot 
projects where team members can test communication and community 
organization skills in an active learning process. 
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The fourth day was devoted to concepts of human resource development. 
The importance of sound basic training, continuing education, constructive 
guidance, performance evaluation, job security, career development, 
manpower planning and reward systems was illustrated. The design of 
continuing education activities was used as a focus for group discussion, 
including illustration of the use of modern education methodology to design 
sample inservice training activities extending from the village-level 
health worker through the health centre, district hospital, and 
national-level support system. Not only were the principles of training 
methodology emphasized but also this exercise demonstrated how linkages 
could be established throughout the system based on effective inservice 
training activities as well as job specification. In this way, the village 
level health workers would only be trained on tasks they were expected to 
perform. It was noted that the Institute of Health Sciences education 
system in Tacloban was an interesting and dynamic example of a curriculum 
based on community problems and needs and demonstrated how modern 
educational technology could be linked to a field project area providing 
feedback to the educational system. 

On the fifth day although time was insufficient for the study of 
management technologies, the Workshop applied several techniques in group 
activities, leading up to an orderly array of problems, formulation of 
alternative strategies for action, analysis of constraints and possible 
solutions, and principles for developing a plan of action. These 
principles were applied to the results of the previous days and the 
specific situations in the participants' home countries with a view to 
formulating a series of specific action plans. Under the guidance of 
consultants and advisers, each participant prepared a plan which set out in 
considerable detail the specific steps to be taken in the development of 
health teams for rural development and primary health care in their own 
countries. The majority of these action plans had several characteristics 
in common. 

(1) They identified the great need for specific information about the 
community, its social structure, its true health situation, its felt 
needs. Peripheral health service utilization, outreach, impact and 
constraints were also generally unknown. Participants felt the great 
need to establish systems to collect such necessary information. 

(2) A strong need existed for a better definition of the role of each 
member of the existing health team in relation to the development of 
primary health care. Who would train, supervise, interact with the 
community, establish information systems, etc.? Detailed task anlysis 
and job redefinition were required. 

(3) Many people had still to be convinced about the philosophy and 
appropriateness of primary health care. Recognizing experience as the 
most powerful agent of change, participants felt that field 
demonstrations were crucial in order to establish the necessary 
mandate and wide level of support for primary health care as a 
national programme. Small but effective field project areas could 
have a great impact on the medical profession, politicians, 
bureaucrats, press, lay public and other important groups. 
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(4) Field experience was essential to develop the skills, technology 
and confidence of a critical mass of people who would have a 
collective experience and serve as trainers, promoters, planners and 
implementors of national primary health care activities. 

Thus, the majority of part1c1pants felt the necessity of establishing 
experimental field areas in primary health care where the focus would be on 
the human development of both the health team and the communities 
involved. While technolrgical support and investigation of training and 
evaluation tools would be an important part of this effort, the major 
emphasis in these areas would be on research into human factors and the 
translation of both findings into pragmatic national plans for human 
development. Thus an experimental field area could lay the groundwork for 
national primary health care implementation or further development. 

6. WORKSHOP EVALUATION 

During the Workshop, the secretariat conducted a daily process 
evaluation to ensure responsive alterations in the agenda and measure 
overall impact on the participants. An evaluation form consisting of seven 
objective close-end questions and two open-end questions was used to 
encourage participants to assist in adjusting the agenda. These were 
analysed daily and discussed in a meeting of the workshop officers and 
secretariat and were posted publicly. Suggestions to provide more 
directive guides for discussion, alterations in plenary format and schedule 
or provision of more time for groups discussions were incorporated 
immediately. A final, more detailed analysis of the workshop outcome and 
process was discussed immediately before the closing ceremonies. In 
general, the workshop activities received high approbation, but there was a 
uniform observation that workshop objectives had been too extensive for the 
time allotted. 

A more focused study of the Tacloban field area and the Institute of 
Health Sciences education system and its integration into and support by 
the regional health staff would probably have resulted in a clearer action 
plan on the part of participants. The work and time involved in the 
analysis of the WHO Expert Committee report,ll the efforts to derive 
principles for the role of the national health system in establishing a 
nationwide primary health care system, and the brief introduction to human 
resource development and management techniques in planning were viewed as 
an interesting exposure but were probably too superficial to make a lasting 
impact on participants. 

l/Ibid. 

• 



- 7/8 -

The most outstanding and lasting impressions of this Workshop were 
undoubtedly those obtained by participants during field visits and 
discussions with local personnel and community members, where they learned 
the true meaning of health by the people. They had before them an example 
likely to inspire them to establish field experimental areas in which a 
primary health care programme specific to the cultural, social, and 
professional capabilities can be developed. 
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Sunday, 21 October 

Monday, 22 October 

3 : 30-4 : 00 p. m • 

4:00-4:45 p.m. 

5:15-6:30 p.m. 

Tuesday, 23 October 

8:00-12:00 p.m. 
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ANNEX 1 

AGENDA 

Arrival in Manila (overnight stay in Manila) 

Arrival in Tac10ban (2: p.m. at the latest) 

Coffee 

Opening ceremony 

Welcome message of the 
Director-General, WHO 

WPRO Regional Director's welcome 

Philippine Government Representative 

Introduction of participants 

Election of officers for plenary 
sessions 

Adoption of agenda 

Orientation on workshop procedures 

Announcement of grouping and next 
day's field visit 

Briefing on Sab-a Basin Rural 
Development Project 

Clarifications on the Sab-a Project 

Guidelines and objectives of visit 
to Project 

Field visit to the Sab-a Project 

- Dr D. Flahau1t 

- Dr S. T. Han 

- Min. E. Garcia 

Dr D. F1ahau1t 

Dr D. F1ahau1t 

- Chairman 

- Dr I. Aleta 

- Dr I. Aleta 

- Project staff 

- Project staff 

- Dr J. Rohde 
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4:00-4:15 p.m. 

4:15-6:00 p.m. 

6:00-7:30 p.m. 

Wednesday, 24 October 

8:00 12:00 p.m. 

4:00-5:00 p.m. 

5:30-6:00 p.m. 

Thursday, 25 October 

8:00-8:30 a.m. 

8: 30-11 : 00 a. m. 
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Clarification on TRS 633 

Group session: Group discussion of 
Sab-a Project field visit referring 
particularly to TRS 633 
recom; .• endations Nos. 2, 3, 5, 7,9 

Plenary session 

Evaluation of the day 

Briefing on the Carigara Project with 
participation of UP IHS representative 

Clarification on the Carigara Project 

Guidelines and objectives of visit to 
project 

Field visit to the Carigara project 

Group session: Group discussion on field 
visits and other experiences related to 
development of primary health care and 
TRS 633 recommendations 

Plenary session 

Evaluation of the day 

Introduction to the role of the network 
of health infrastructures to PHC and 
logistic support for rural health team 
development 

Group session: Group discussion based on 
observations during field visits and other 
experiences on the relationship of health 
systems to primary health care. 

11:00-11:15 a.m. Introduction to community participation 

11:15-12:30 p.m. Continuation of group session 

- Dr D. F1ahault 

- Chairman 

- Dr J. Rohde 

- Project staff 

- Project staff 

- Dr J. Rohde 

Chairman 

- Dr J. Rohde ". 

- Dr J. Rohde 

- Dr G. Nugroho 



4:00-5:00 p.m. 

5:00-6:00 p.m. 

Friday, 26 October 

8:00-8:30 a.m. 
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Group session: Continuation of group 
discussion on community participation 1n PHC 

Plenary session 

Evaluation of the day 

Introduction to educational planning for 
primary health care workers 

8:30-10:00 a.m. Group session: Group work on continuing 
education based on two field visits on 
major and specific tasks to be performed 
by staff at the different levels of the 
health system relevant to the priority 
health needs of the community 

10:00-10:30 a.m. Synthesis of first three days 

4:00-5:00 p.m. 

5:00-6:00 p.m. 

Saturday, 27 October 

8:00-10:30 a.m. 

Introduction to development of alternative 
strategies 

Group session: Development of alternative 
strategies to implementation of PHC 

Plenary session and orientation on 
developing plan of action 

Evaluation of the day 

Individual work: Preparation of plans of 
action for follow-up national activities 

10:30-11:00 a.m. Evaluation of workshop by individual 
participants 

12:30-1:30 p.m. 

Summary of participant's evaluation and 
synthesis of workshop 

Closing ceremony 

Lunch 

Return to Manila 

Annex 1 

- Chairman 

- Dr J. Rohde 

- Dr I. Aleta 

- Mr G. Dorros 

- Mr G. Dorros 

- Dr J. Rohde 

- Dr I. Aleta 

- Dr J. Rohde 

Chairman 
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Dr Sostenes Gler 
Chief, Family Planning 
Ministry of Health, Region 8 
Tac10ban City 

Dr Lino Gatchalian 
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Asst. Provincial Health Officer 
Regional Health Office No.8 
Ministry of Health 
Tac10ban City 

Dr Isabel T. Koh 
Assistant Professor IV 
Institute of Health Sciences 
University of Philippines System 
Tac10ban City 

Ms Remedios de Veyra 
Instructor IV 
Institute of Health Sciences 
University of the Philippines System 
Tac10ban City 

Ms Delia Kierulf 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tac10ban City 

Ms Divina Telan 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tacloban City 

Ms Teresita Sardan 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tac10ban City 

Dr Hermilo Quintero 
City Health Officer 
Tac10ban City 

Ms Zenaida Varona 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tac10ban City 
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5:00-6:00 p.m. 

Friday, 26 October 

8:00-8:30 a.m. 

8:30-10:00 a.m. 
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Group session: Continuation of group 
discussion on community participation in PHC 

Plenary session 

Evaluation of the day 

Introduction to educational planning for 
primary health care workers 

Group session: Group work on continuing 
education based on two field visits on 
major and specific tasks to be performed 
by staff at the different levels of the 
health system relevant to the priority 
health needs of the community 

10:00-10:30 a.m. Synthesis of first three days 

4:00-5:00 p.m. 

5; 00-6: 00 p.m. 

Saturday, 27 October 

8:00-10:30 a.m. 

Introduction to development of alternative 
strategies 

Group session: Development of alternative 
strategies to implementation of PHC 

Plenary session and orientation on 
developing plan of action 

Evaluation of the day 

Individual work: Preparation of plans of 
action for follow-up national activities 

10:30-11:00 a.m. Evaluation of workshop by individual 
participants 

: Summary of participant's evaluation and 
synthesis of workshop 

Closing ceremony 

12: 30-1: 30 p.m. Lunch 

Return to Manila 

Annex 1 

- Chairman 

- Dr J. Rohde 

- Dr I. Aleta 

- Mr G. Dorros 

- Mr G. Dorros 

- Dr J. Rohde 

- Dr 1. Aleta 

- Dr J. Rohde 

Chairman 
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LIST OF PARTICIPANTS, OBSERVERS, CONSULTANTS, 
TEMPORARY ADVISERS AND SECRETARIAT 

1. PARTICIPANTS 

ANNEX 2 

REGIONAL OFFICE FOR AFRICA 

BOTSWANA 

ETHIOPIA 

GAMBIA 

MOZAMB IQUE 

NIGERIA 

REGIONAL OFFICE FOR THE AMERICAS 

COSTA RICA 

JAMAICA 

Miss Rose Makgoeng 
Health Education Officer 
Ministry of Health 
Gaborong 
Botswana 

Dr Ato Araya Demissie 
Chief, Health Education and Training 
Ethiopia 

Mr Kebba A.M. Sanneh 
Chief Health Superintendent 
Ministry of Health, Banjul 
The Gambia, West Africa 

Dr Jose Luis da Silva Garces 
Health Ministry of Mozambique 
Rua Daniel Napatima - 346 
Maputo, Mozambique 

Dr Ukeje 
Chief Consultant Health 
Ministry of Health 
Enugu 
Nigeria 

Dr Guillermo Contreras 
Ministry of Health 
Costa Rica 

Dr Christine Moody 
Principal Medical Officer/Primary Care 
Ministry of Health 
Jamaica 
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REGIONAL OFFICE FOR THE EASTERN MEDITERRANEAN 

SUDAN 

YEMEN 

REGIONAL OFFICE FOR EUROPE 

BULGARIA 

YUGOSLAVIA 

REGIONAL OFFICE FOR SOUTH EAST ASIA 

BURMA 

INDIA 

INDONESIA 

*Unable to come 

Dr Mahamed A. Musbah 
Primary Health Care 
Ministry of Health 
Sudan 

*Mr Abdul Rahim Al Sanabany 
Director of Basic Health Services 
Ministry of health 
Y.A.R. Sana'a 
P.O. Box 58 
Yemen 

Dr Stefan G1adilov 
Chief Special ist 
Ministry of Public Health 
Sofia 
Bulgaria 

Dr Mijo Simunic 
Consultant in 
Republic Secretariat 
Public Health and Social Welfare 
Socialist Republic Croatia Zagrab 
Street S, Maja 42 
Yugoslavia 

Dr Soe Min 
Township Medical Officer 
Magwe 
Burma 

Dr M.D. Saigal 
Deputy Director-General (Rural Health) 
Directorate General of Health Services 
New Delhi 

Dr Arief Haliman 
Chief, Kabupaten Health Services 
Banjarnegara, Central Java 
Indonesia 

.. 
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Dr Somsong Rugpoa 
Director, Office of Extension of 
Technical and Public Health Services 
Office of Provincial Chief Medical Officer 
Lampoon Province 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 

MALAYSIA 

PAPUA NEW GUINEA 

PHILIPPINES 

REPUB LIC OF KOREA 

Mr Robert G. Berg, Jr. 
Volunteer Leader 
Heal th Program 
Peace Corps/Philippines 
P.O. Box 7013 
MIA, Philippines 

Dra. Amanda Valenzuela 
Professor 

Dr Chew Poh 1\l1li 
Health Officer, Maternal and Child 
Health Unit 
Ministry of Health 
Kuala Lumpur 
Malaysia 

Dr John Garap 
Medical Officer of Health 
c/o The Ministry of Health 
P.O. Box 2084 
Konedobu 
Papua New Guinea 

Dr Edilberto Fernando 
Regional Health Director 
Regional Health Office No. 4 
Quirino Memorial Hospital Compound 
Quezon City 

Dr Cho Young Ha 
Researcher 
Korea Health Development Institute 
Seoul 
Republic of Korea 

2. rn SERVERS 

Institute of Public Health 
University of the Philippines System 
Manila 
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Annex 2 

Dr Tomas Maramba 
Institute of Public Health 
University of the Philippines System 
Manila 

Mr Antonio de Jesus 
Research Associate 
Population Center Foundation 
Manila 

Dr Horacio Estrada 
Chairman, IHS Committee 
University of the Philippines System 
Manila 

Dr Victor Reyes 
Member, IHS Committee 
University of the Philippines System 
Manila 

Dr Armando Bonifacio 
Member, IHS Committee 
University of the Philippines System 
Manila 

Dr Alberto Romualdez 
Member, Committee on IHS 
University of the Philippines System 
Manila 

Dr Augustus Damian 
Vice-Chancellor for Academic Affairs 
Health Sciences Center 
University of the Philippines System 
Manila 

Dr Estrella Gonzaga 
Medical Specialist II 
Ministry of Health 
Tac10ban City 

Dr Celedonia Garces 
Medical Specialist II 
Ministry of Health 
Tac10ban City 

Dr Jaime Miralles 
Medical Specialist II 
Ministry of Health 
Tac10ban Ci ty 
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Dr Juanito de la Cruz 
Medical Specialist II 
Ministry of Health 
Tac10ban City 

Dr vicente Makabenta 
Medical Specialist I 
Ministry of Health 
Tac10ban City 

Ms Leticia Espinosa 
Regional Education Adviser 
Ministry of Health 
Tac10ban City 

Ms Lilia Marquez 
Nurse Instructor II 
RHTC, Ministry of Health 
Palo, Leyte 

Ms Obdulia Victoroso 
Nurse Instructor II 
RHTC, Ministry of Health 
Palo, Leyte 

Ms Consuelo Briones 
Nurse Instructor II 
RHTC, Ministry of Health 
Palo, Leyte 

Ms Pastor. Joe.no 
Nurse Instructor II 
RHTC, Ministry of Health 
Palo, Leyte 

Dr Francisco Sydiongco 
Medical Specialist II 
Chief, Medical Division II 
Ministry of Health 
Tac10ban City 

Mr Potenciano Osmefta 
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Senior Community Development Officer 
Ministry of Local Governments and Community Development 
Tac10ban City 

Sister Leonor Barr1on. OSB 
Community Diocesan Health Program 
Makapawa 
St. Pauls Hospital 
Tac10ban City 

Annex 2 



Annex 2 

Dr Sostenes Gler 
Chief, Family Planning 
Ministry of Health, Region 8 
Tacloban City 

Dr Lino Gatchalian 
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Asst. Provincial Health Officer 
Regional Health Office No.8 
Ministry of Health 
Tacloban City 

Dr Isabel T. Koh 
Assistant Professor IV 
Institute of Health Sciences 
University of Philippines System 
Tacloban City 

Ms Remedios de Veyra 
Instructor IV 
Institute of Health Sciences 
University of the Philippines System 
Tacloban City 

Ms Delia Kierulf 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tacloban City 

Ms Divina Telan 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tacloban City 

Ms Teresita Sardan 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tacloban City 

Dr Hermilo Quintero 
City Health Officer 
Tacloban Ci ty 

Ms Zenaida Varona 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tacloban City 
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Ms Luz Yringco 
Instructor I 
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Institute of of Health Sciences 
University of the Philippines System 
Tac10ban City 

Ms Virginia Le1ina 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tacloban City 

Ms Marites Corp in 
Ins tructor I 
Institute of Health Sciences 
University of the Philippines System 
Tacloban Ci ty 

Mr Herminia Caballes 
Instructor I 
Institute of Health Sciences 
University of the Philippines System 
Tacloban City 

Dr Lilia Arteche 
Asst. Provincial Health Officer 
Ministry of Health 
Catbalogan, Samar 

Dr Prudencio Ortiz 
Provincial Health Officer 
Ministry of Health 
Eastern, Samar 

Dr Hernando Cometa 
Provincial Health Officer 
Ministry of Health 
Northern, Samar 

Dr Esteban Juaban 
Chief of Hospital 
Southern Samar General Hospital 
Guian, Samar 

Dr Teofilo Ortiz 
City Health Officer 
Calbayog City 

Dr Alfredo Perez 
Provincial Health Officer 
Ministry of Health 
Southern, Leyte 
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Dra. Edita Tiu 
Municipal Health Officer 
Ministry of Health 
Barugo, Leyte 

Dr Prudencio F~vidal 
Municipal Health Officer 
Ministry of Health 
Jaro, Leyte 

Dr Federico de Veyra 
Municipal Health Officer 
Ministry of Health 
San Miguel, Leyte 

Dr Gerardo Pami 
Municipal Health Officer 
Ministry of Health 
Carigara, Leyte 

Dr Dometilo Redulla 
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ANNEX 3 

DR MAHLER'S OPENING ADDRESS FOR THE INTERREGIONAL WORKSHOP 
ON THE DEVELOPMENT OF HEALTH TEAMS IN RURAL WORK, TACLOBAN 

22 - 27 October 1979 

It is with much pleasure that I greet you on the occasion of this 
Interre"gional Workshop on the Development of Rural Health Teams because for 
the next few days you are going to engage in the essential and urgent task 
of translating into action-plans some of the most important recommendations 
and ideas that have ever been set out for bringing health care to the 
people. 

Your task is essential because there are thousands of health workers 
and teachers whose own training and experiences have not equipped them for 
the revolutionary approach to training and service that is needed if the 
two-and-a-half billion people in the world at present without any organized 
health services, not to mention the many hundreds of millions that will be 
born in the next two decades in the Third World, are to receive even 
minimal health services. Conventional ideas of training and services have 
resulted in health services for relatively few people, many of whom may not 
even need the health services they use. Far too many teachers and health 
administrators, even with the best will in the world, are locked into 
concepts and methodologies that are quite unsuitable for the new order in 
health, that even work against the principles of community participation 
and universal coverage, which are fundamental to health care for all. You 
have to indicate practical ways of translating these new concepts and 
principles into action. 

Your task is also urgent. Commitments to the goal of health for all 
by the year 2000 implies not a gradual accommodation to new concepts and 
methodologies, not a leisurely academic or experimental movement in which 
the new competes with the old for precious resources. Rather, health for 
all by 2000 means a sharp, massive and profound change, which will affect 
every health administration, every health unit and every health training 
institute in at least every country where the rural poor are deprived of 
health services. When you consider the immensity of the task and that vast 
resources are still going into time-worn and discredited ways of staffing 
and providing health services, you realize how little time two decades are 
1n which to achieve our goal. 

So, it is an understatement to say that what you are setting out to do 
in the workshop is an urgent task. Efforts such as yours are needed on a 
grand scale. If you come up with what is expected of you this week, and 
you and many hundreds of your fellow health workers around the world act on 
it, it will be a very significant step forward for the primary health care 
movement. 
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I am sure you will agree with me that your task is essential and 
urgent. I very much appreciate your participation in this workshop and the 
commitment that your governments have shown by sending you here. 

I wish this interregional workshop every success. 

Dr H. Mahler 
Director-General 
WHO Headquarters, Geneva 
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MESSAGE FROM DR H. NAKAJIMA, REGIONAL DIRECTOR, 
WORLD HEALTH ORGANIZATION REGIONAL OFFICE FOR THE 

WESTERN PACIFIC AT THE INTERREGIONAL WORKSHOP ON THE 
DEVELOPMENT OF HEALTH TEAMS IN RURAL WORK, 

TACLOBAN CITY, LEYTE, PHILIPPINES, 
22-27 OCTOBER 1979 

ANNEX 4 

I would like to join Dr Mahler in welcoming all of you to this 
Interregional Workshop on the Development of Health Teams in Rural Work. 
In particular, the World Health Organization would like to express its 
appreciation and gratitude to the Government of the Philippines, which is 
kindly acting as host to this important workshop. 

As you know, the workshop is being held within the framework of 
attainment of a goal of health for all by the year 2000, which forms an 
essential part of the overall economic and social development process 
conducted in a spirit of social justice. 

The attainment of this social goal, namely, a level of health that 
will permit people to lead a socially and economically productive life, 
will require the close collaboration and support of the various social and 
economic development sectors; every agency within the government and 
private sectors must play its unique part. 

The achievement of this goal calls for the expression at national 
level of political will and a clearly formulated policy statement, 
outlining a coordinated effort on the part of the health sector and other 
social and economic development sectors. It will require the closest 
collaboration and coordination on the part of all sectors to avoid wasteful 
duplication and competition for scarce resources. 

In the past the dominant concept with regard to development has been 
based on the assumption that development was a linear path along which all 
countries travelled, primarily in the context of economic growth. 

It was decreed that health standards could be regarded as acceptable 
if there was one doctor for every thousand inhabitants, or a given number 
of hospital beds per thousand people, or if so many thousand village health 
workers could be trained to achieve a 100% health care coverage within a 
specific number of years. But are such criteria wholly valid? It must not 
be forgotten that development in the final analysis deals with human beings 
and its aim therefore is ultimately to bring about the full realization of 
the potential of the individual in every aspect of his being. While people 
must be helped to achieve their own ideal of development in full autonomy, 
there must nonetheless be optimum harmonious interdependence with their 
surroundings. The same principle of interdependence is also relevant to 
health development. It is now recognized that the distinction between 
economic development and social development is no longer tenable, even in 
terms of productivity and profit. 
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Socio economic must include development in the health field. Every 
sector of the economy has a health component of such importance that it 
cannot be disregarded in any major socio economic development. This health 
component necessarily interacts with other components of the total 
systems. Health not only affects the~nder of the socio economic 
complex but is also affected by it. 

The health of population is the result of many influences, and health 
problems are, directly or indirectly, manifestations of community 
problems. The conventional medical approach to the problems of health and 
disease has tended to emphasize the role of single casual agents, 
especially microorganisms, and, in the past, to minimize the role of 
environment and of personal or host factors in the genesis of disease. 
Extended to the use of health services, this approach has again emphasized 
the role of biologically defined disease and underplayed the role of 
psychological, social, cultural and economic factors in the genesis of ill 
health. The implication of this approach has been that ill health consists 
of "disease" whose "cure" or "eradication" will maintain or restore 
"health". 

Contemporary thought rightly favours the use of much broader 
conceptual models for understanding the manifestations of health and 
illness, the correct use of health services and the deployment of resources 
to maintain, restore and improve levels of health. 

This shift in emphasis of the concept of health necessitates a change 
in present health care delivery systems in order to achieve the ultimate 
goal, i.e. the improvement in the level of health of the whole population. 
This implies that a new approach must be developed, that the content and 
coverage of the health services must be improved. This is why Primary 
Health Care defined by the Alma-Ata Conference as the new approach assures 
every increasing importance. 

A number of fundamental principles governing health development need 
to be considered, namely: the responsibility of governments for the health 
of their people; the right and duty of people, individually and 
collectively, to participate in the development of their health; the duty 
of governments and the health professions to provide the public with 
relevant information on health matters so that people may assume greater 
responsibility for their own health; individual, community and national 
self-determination and self-reliance in health matters; the social 
orientation of health workers of all categories to serve people and their 
technical training to provide people with the services planned with them. 

It is within this framework that we should discuss the theme of the 
workshop: health team development for rural work. 



- 29/30 -

Annex 4 

No workshop, conference or plan will have any impact unless it 
promotes a process of change. One may brilliantly conceptualize, plan and 
structure a health care programme, yet do little to improve the health 
status of the people; only if a health care programme is implemented and 
managed with the participation of the people can the social goal of health 
for all by the year 2000 be achieved. 

Distinguished guests and participants, we are fully confident that 
this workshop will set in motion the processes and mechanisms, such as the 
development of health teams, which are required to attain an acceptable 
level of health for all the peoples of the world. We have purposely 
selected this area for the workshop so that we may share with you local 
experiences in primary health care and rural development. We will include 
field visits and case studies to make our discussions more relevant to real 
situations and geared to action. 

I wish you every success in your deliberations. Let me, before 
closing, take this opportunity to thank the Director, Regional Health of 
Region VIII, Dr Banzon, and her staff, the Institute of Health Sciences and 
the Rand D staff, for their meticulous preparation of the workshop. 
Without their participation and assistance, it is difficult to imagine how 
it could have been organized and conducted. Special thanks go to the Sab-a 
Basin authorities for their generous help in making the site visit and the 
presentation of the Sab-a rural development project possible. 

Last but not least, our sincere thanks go to the Provincial Governor 
of Leyte, City Governments of Tacloban and Municipality of Palo for 
extending their assistance and enabling us to organize and conduct this 
workshop. 
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WELCOME ADDRESS 

For and in behalf of Governor Benjamin Romualdez of Leyte, Felix de 
Veyra, Floorleader, Sangguniang Panlalawigan ng Leyte, delivered the 
following welcome address: 

Madame Toastmaster Dr Aleta, Hon. Enrique Garcia, our Esteemed Guests 
and Participants from the World Health Organization, Ladies and Gentlemen: 

Today, the province of Leyte is once again privileged to be the site 
of a historic conference on health development. To us in the province, we 
consider this a very important gathering because this is one of the most 
appropriate and timely subjects anyone in the government or of the private 
sector must discuss. With our guests from the Pacific Region of the World 
Health Organization, as well as our representatives of the Philippine 
Government, we have indeed, today a gathering of experts from whom we can 
expect to share the responsibility of exploring new ideas, new ways to 
improve our health programs. 

And so, it certainly gladdens us, Leytenos, that significant mov~s are 
being taken to ensure the health and well-being of our people be it in 
academic research or in actual health practice. By and large, our peopl~ 
are our greatest assets, for it is only through a health citizenry that we 
can hope to achieve economic development. 

It is therefore in this context that we sincerely welcome you all in 
behalf of the provincial administration and of my fellow Leytenos. This 
afternoon I also bring you the greetings of Governor Benjamin Romualdez. 
To our friends from the different countries in particular, we welcome you 
from deep within our hearts. We hope that in your brief stay here you will 
experience the hospitality of our people. 

It is often told that Filipinos are fun-loving and hospitable and 
these traits are graciously displayed in Leyte. A Leyteno is essentially 
the Visayan - a term derived from the words "maalicaya" and "masaya", taken 
together these words connote sweet temper, affability and friendliness. In 
short, it is the warmth and charms that make up a Leyteno. 

And so, my friends, again I extend my warm welcome to all. I hope 
that when you leave the shores of Leyte you will bring back with you the 
fond memories of our beloved province. 
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SPEECH BY THE HONORABLE MINISTER OF HEALTH OF THE PHILIPPINES, 
DR ENRIQUE M. GARCIA AT THE INTERREGIONAL WORKSHOP ON THE 

DEVELOPMENT OF HEALTH TEAMS IN RURAL WORK, TACLOBAN CITY, LEYTE 
PHILIPPINES, 22 - 27 OCTOBER 1979 

Ladies and gentlemen, fellow health workers: 

In behalf of the Filipino people and their government, welcome to the 
Philippines. I know that in the next 4 or 5 days, you will devote 
yourselves to the serious business of examining various approaches to 
health care for rural, largely underserved areas. However, I hope that 
during this brief period, you will also find the time to enjoy the beauty 
of our country, of which we are all proud and of which the province of 
Leyte provides a glorious sample. 

The problem of health services in rural areas is common to all 
developing countries. It is experienced even in some developed countries . 
In the Philippines, it is estimated that only 30% of our health 
professionals service the needs of rural communities where 70% of our 
people live. In terms of facilities, resources and programs, this 
maldistribution is probably even more pronounced. While the complex 
socio-economic, political, cultural and geographic causes for this 
disparity have been studied extensively, they remain poorly understood. 
One thing is certain however: something must be done to ensure that the 
masses of our people who live in these rural, underserved areas can partake 
of all the benefits that health care can provide. Thus, in consonance with 
World Health Organization, in the field of health, the goal of our new 
society, under the leadership of President Ferdinand E. Marcos, is health 
for all Filipinos. 

How do we achieve this in the light of so many constraints? Quote 
obviously, old ways have failed, It is therefore, necessary to explore new 
approaches and to develop new techniques of health service delivery for 
rural areas. Here in Tacloban, you will be looking at Rome exciting new 
programs which are intended for just that purpose. It is hoped that your 
observations will provide us with new insights to improve these programs so 
as to better serve our people. If, in the course of this conference, some 
-Jf you are able to find in our programs, ideas which may be applicable in 
your own countries, we shall be doubly rewarded with the thought that the 
Philippines shall have made a contribution to international cooperative 
efforts towards the achievement of health for the underprivileged masses of 
the world. 

What you will see here are only examples of the many efforts in 
different parts of the country to find ways of enabling our people to live 
a healthy life. These are efforts being undertaken by government and the 
private sectors to incorporate health into an overall program of 
development and to bring our people into the mainstream of modern healthy 
societies. 
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To date, these disparate efforts have been individual attempts 
spea:rbeade:l by groups of concerned people, in and out of government. Here in 
this region, the local governments led by Governor Benjamin Romualdez 
together with the Ministry of Health under our "bionic" Director, 
Dr Amparo Banzon and the academie, represented by the U.P. Institute of 
Health Sciences, have joined in a formidable coalition to address the 
problem of health in rural areas. Similar coalitions are at work elsewhere 
in the country. Many ideas, many approaches, many techniques have been and 
are being tried. It is now time to consolidate all these and bring the 
concentrated strength of our entire nation to bear on health development 
for our rural poor. 

Very recently, President Ferdinand E. Marcos has reiterated the 
Ministry of Health's mandate to do this. On his specific instructions, our 
ministry will now engage in efforts to develop, in partnership with the 
people, especially in the underserved areas, a system of primary health 
care. This national policy of partnership in health development will 
ensure that all components of the health system are attuned to and 
responsive to health needs of our most peripheral areas. To this end, our 
hospital system, our various disease control programs, population control 
activities, nutrition and sanitation efforts will all be oriented to react 
to and supply the requirement of health at the level of our smallest 
political unit - the barangay. This means that, in the development of 
health service capabilities, the priority for the allocation of the 
ministry's resources will be our most peripheral units - the rural health 
units - as well as their most immediate support facilities the secondary 
hospitals. Thus strengthened, the health care system will be able to 
participate more meaningfully in the cooperative efforts of our people to 
achieve a better quality of life for all - the ultimate objective of our 
government's national development effort. 

The influence of ideas generated by programs such as those to be 
studied by this conference is at least partly responsible for this 
redirection of government policy. The people involved in these programs 
can be justly proud of their contribution to national health development. 
At this point, we should also make mention of the roles played by the World 
Health Organization and UNICEF in all these activities. Through those 
institutions, other nations, of which Denmark and Sweden are only two 
examples, have participated in some of these programs. It is hoped that 
such examples of international cooperation will continue to serve as 
inspiration for us to share whatever advances we can make with other 
peoples similarly situated as we are. 

In closing, I would like to reiterate the hope that this conference 
will successfully generate new ideas which will help all of us to serve our 
common mandate - the development of health for the people of underserved 
communities, especially the rural poor. 

Thank you. 
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TRAINING AND UTILIZATION OF AUXILIARY PERSONNEL 
FOR RURAL HEALTH TEAMS IN DEVELOPING COUNTRIES 

(,ms 633) 

Report of a WHO Expert Committee 

ANNEX 7 

The WHO Expert Committee on the Training and Utilization of Auxiliary 
Personnel for Rural Health Teams in Developing Countries met in Geneva from 
12 to 16 December 1977. Mr W.W. Furth, Assistant Director-General of the 
World Health Organization, opened the meeting on behalf of the 
Director-General. 

INTRODUCTION 

Recent increases in health expenditure and spectacular advances 1n 
medicine and other sciences have had a very limited impact on people 1n the 
developing countries. If this situation persists, the attainment of better 
health will remain as elusive as ever for the world's rural poor and the 
depressed peripheral urban populations. 

The vast majority of the rural poor in developing countries have 
hitherto been without an extensive organized system of health services, 
although attempts have been made to provide health auxiliary manpower. The 
development of this category of workers has undergone continual change over 
the years, reflecting the evolution of thought on how health care should be 
provided. 

With increasing interest in improving health services, training 
programmes for multipurpose workers were initiated. Dispensary auxiliaries 
(also called "attendants" or "dressers") were the first to appear, and in 
spite of minimum training, limited equipment and supplies, and little 
supervision, they performed their duties well, mostly in bush 
dispensaries. Later, corresponding to various medical professionals, 
intermediate-level personnel were developed in nursing, midwifery, and 
environmental health. In the beginning most trainees were illiterate, but, 
as schooling became more widespread, trainees with primary education were 
recruited. 

The years after the Second World War saw the development of the 
health-centre concept, based on teams of health personnel, and importance 
began to be attached to the relevance of the training of auxiliaries to the 
overall health needs of the rural population. The training of auxiliaries 
as multipurpose health workers for rural health services is an important 
factor in providing adequate health care. 



- 36 -

Annex 7 

An extensive application of the concept of primary health care (PHC), 
as accepted by the World Health Assembly in 1975 (1) and 1976 (2), could 
help to bring a substantial improvement in the health of rural people in 
developing countries. 

The training and uLilization of front-line and intermediate health 
personnel l required to meet the basic health needs of rural populations 
in developing countries are critical if the goal "Health for all by the 
year 2000" (3) is to be achieved. Improvement in health will be 
insufficient without improvement in the underlying social and economic 
conditions. Therefore a PRC worker's duties should not be confined to 
health work, but should relate as much as possible to the many aspects of 
social and community life that affect a person's well-being. A basic 
responsibility of the front-line worker should be to promote healthier 
living conditions. A nation's willingness to implement and develop PHC 1S 

essential. Once a country makes a formal commitment regarding the 
improvement of rural health services, the vast storehouse of experience, 
knowledge, and skill that has accumulated in the world can be used to help 
achieve improved health for all. 

The Committee hopes that the recommendations made throughout this 
report will be useful in helping national authorities to formulate plans of 
action to develop and improve their PHC services in rural areas through the 
training and utilization of front-line and intermediate workers for health 
teams. 

lIn the context of both horizontal and vertical activities of the 
health delivery system, the Committee considered only the front-line and 
intermediate-level rural health personnel. For the purpose of this report, 
front-line health personnel are those who make the first contact with the 
population at the peripheral delivery point; they are the first to see the 
sick and wounded, the first to bring care to pregnant women. They provide 
primary health care consisting of first aid, basic curative care (simple 
diagnosis and treatment, referral of complex cases to a higher level), 
preventive care and essential educational measures. Such workers are 
members of (and live in) the community they serve. Their task is to help 
the local people find their own solution to problems and organize 
themselves in such ways as to become the most active agents in their own 
development. 

• 
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1. RURAL HEALTH DEVELOPMENT 

The rural development process2 requires an integrated and balanced 
approach taking note of such factors as health conditions, population 
distribution, crop production, education, and economic capacity. 

Health development may be taken as an entry point to general 
development, in which rural health teams have a role to play. Planning for 
better health care must involve other aspects of socioeconomic life such as 
education, welfare, and agriculture, with maximum community participation 
~n the decision-making process. 

If the WHO target "health for all by the year 2000" is to be reached, 
the following elements must be included in the development process: 
adequate food and housing, with protection of houses against insects and 
rodents; water adequate to permit cleanliness and safe drinking; suitable 
waste disposal; services for the provision of ante-natal, natal and 
post-natal care, including family planning; infant and childhood care, 
including nutritional support; immunization against the major infectious 
diseases of childhood; prevention and control of locally endemic diseases; 
elementary care of all age groups for injury and diseases; and easy access 
to sound and useful information on prevailing health problems and the 
methods of preventing and controlling them (5). 

1.1 Primary health care and staffing patterns 

Health services must benefit the entire population (Fig. 1). Primary 
health care is defined as essential health care made universally accessible 
to all individuals in a community through full participation of its 
members, by means that are acceptable to them and at a cost the community 
and the country can afford. It forms an integral part both of the 
country's health system, of which it is a vital component, and of the 
overall social and economic development of the community. 

The formulation of policies for the planning and implementation of PHe 
requires intersectoral coordination at the national level because PHe 
should be integrated with all other sectors of the local community. 

PHe should reflect the sociocultural values, economic conditions, and 
health needs of the society in which it functions. Therefore each country 
must determine its own specific problems and priorities before launching a 
PHC programme. 

2"Rural development is a strategy designed to improve the economic 
and social life of a specific group of people - the rural poor. It 
involves extending the benefits of development to the poorest among those 
who seek a livelihood in the rural areas. The group includes small-scale 
farmers, tenants and the landless"(4). 
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Fig. 1 Coverage of health services 

PERIPIIERAL 
LEVEL 

The figure shows the organization and coverage of health 
care institutions in a country on the basis of the PRC 

concept. The dots in a section of the circle represent 
health care institutions in one region of the country. 

PRe should use technologies that are appropriate,3 effective, and 
acceptable to the community. It should preferably be staffed by people 
recruited from the local community, who, when adequately trained, can 
respond more effectively to the community's health expectations, needs, and 
priorities. 

There was general agreement in the Committee on the value of a 
three-tiered delivery system for rural health services. This system is 
illustrated by the classical pyramid of health services (Fig. 2). Once 
adapted to each country's specific circumstances, this system is a rational 
way of organizing PRC. 

3In this report, "appropriate" technology means technology that is 
not only scientifically sound but also acceptable to users, providers, 
and decision-makers alike. It is technology that is simple in design 
and execution, fits within local cultures, and can be adapted and further 
developed locally at low cost. Examples of appropriate technology for 
PHC are (1) the household treatment of diarrhoea by oral rehydration; 
(2) the use of a cheap and effective two-way communication system among 
health workers; (3) the use of bamboo for crutches; and (4) the use of 
coconut fibre for water filtration. 



e 
t> 
+' 
Ul » 
Ul 

- 39 -

Annex 7 

Fig. 2 Pyramid of health services 

Specialized 
no t1 onal 

institutes 
Specialized health care using increasingly 
sophisticated tehcnology. 

-------------------------------------
Rural (or local) hospitals 

and related services 
A limi ted number of communi ty-oriented 
professIonals who manage prJmary health 

__________ I~~~I~ervlce5 and form the fIrst referral 
_--========;-_-==-:..o~ _______ _ 

t
~---- Interrnediate health care using intermediate 

Hur_al (or local) health centres technology,delivered by a corps of 
intermediate-level health workers who 
complement and supervise field activities. 

Community dispensaries and village health posts 

Primary health care using primary 
technology, delivered by front-line 
workers at the community level, 
who constitute the bulk of 
heal th-service personnel. 

Primary health care begins at the local community or village level, at 
which health personnel initiate basic preventive, curative, and 
rehabilitative services. Staff at this delivery point may be primary 
health (or community) workers, intermediate health personnel (medical 
assistants, nurse practitioners, sanitarians), or physicians, depending on 
the availability of resources. 

The second, or intermediate, intervention point offers additional 
preventive, curative, and rehabilitative services. The health personnel at 
this level should have the responsibility of maintaining and improving 
health by using more specialized skills. They provide additional care to 
people referred to them by health workers at the village or community 
level. They should also provide the appropriate support to the primary 
health workers, including continuing education, supervision, assistance, 
and guidance. The level of personnel at this delivery point may vary from 
one country to another, i.e., they may be physicians, medical assistants, 
or nurse practitioners. 
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The third level of rural health is provided by professionals, both 
generalists and specialists (i.e., nurses, nurse-midwives, physicians, 
environmental engineers and pharmacists) who treat more complex diseases 
and solve health problems that cannot be solved at first and second tier 
levels. 

Each tier of the health delivery system should function in a working 
relationship with the others. Therefore health personnel should also be 
familiar with good management practices (see section 3.7). Although the 
three-tiered system is an accepted system in a number of countries, it 
should certainly not be considered the only model; other organizational 
arrangements may be suitable. 

Primary health care " ... 1S no second-rate substitute for something 
better, to be applied only in developing countries. Even highly 
industrialized and medically affluent societies have come to recognize the 
need to reinforce their primary health care services if they are to provide 
their total population with effective health care ... " (5). 

In some developing countries, the ordinary citizens, the doctors, and 
the politicians alike often give highest priority to the type of medical 
care given in sophisticated medical centres. Even when the concept of PRe 
is accepted, it is often considered only a temporary measure. These 
pressures frequently lead governments to follow the pattern existing in the 
industrialized countries. People in many developing countries have not yet 
been convinced of the importance of PRe. Public relations resources should 
therefore be employed to propagate the concept. The critical role of the 
country's health authorities in the development of rural health teams 
should also be highlighted. 

1.2 Government commitment 

The health authorities of a country must identify the priority health 
needs and prepare effective programmes to provide for them.. To achieve A 

firm national commitment to PHe objectives, the government should give 
preference in allocating national resources to the rural population, while 
not ignoring the urban and suburban poor. In practice this might mean 
drastic reforms in the existing health services and health manpower 
infrastructure. The balance of allocation of resources of both public and 
private sectors should be shifted towards the development of PRe. A more 
equitable ~ capita distribution of health expenditure is desirable 
between rural and urban areas and between referral care and primary care. 

Improved PRe could be made a persuasive political issue. The support 
of the community, its leaders, and its influential citizens - including 
schoolteachers, civic clubs, women's groups, and local government officials 
- should be sought. For example, the support of teachers could more easily 
be enlisted if a PHe programme were presented to them in terms of reduction 
1n school absenteeism and in the spread of infectious diseases, improvement 
in nutrition, and healthier and more alert pupils. 
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Once the government has formulated a policy regarding PRC, priority 
should be given to the training and utilization of personnel for rural 
health teams.4 

Recommendation No.1. The Committee, recognizing that political 
commitment at the national level is a prerequisite for a successful PRC 
policy, recommends that WHO continue to promote such a commitment in all 
Member States. This commitment should be expressed through a continuous 
allocation of adequate resources, priority being given to the training and 
utilization of front-line and intermediate-level personnel for rural health 
teams-in developing countries. 

1.3 Community involve~nt and participation 

Socioeconomic and health care development should start at the village 
level, and it is important that rural communities in developing countries 
participate closely in development programmes. With some guidance, 
communities utilizing their own resources can organize themselves to 
achieve objectives that they have set. During the past decade the success 
or failure of different "grass roots" schemes for PRC has shown that 
lasting results can be achieved only through active community participation. 

Forming a village health committee is one way of achieving community 
participation, enabling rural people to understand, through actual 
experience, the problems that can be solved with their own resources. A 
village health committee could be an important first step in the whole 
developmental process. By working together with health personnel, its 
members can identify and analyse problems, set priorities, and draw up 
plans of action and implement them. With the support of such a committee, 
the primary health workers and intermediate health personnel will have an 
opportunity to create, operate, and utilize the rural health care 
facilities in ways that are most acceptable to the community oS a whole, 
and which meet their health needs. 

A community's awareness of health matters should be continuously 
improved, and health personnel in rural health teams should therefore be 
educators, initiating and stimulating the participation of community 
members in individual and community health care. This will increase 
self-reliance at the local level. Catalytic support from outside the 
community may be necessary, but the community should not wait passively for 
help to be given. 

4In this report a health team is considered to be a group of persons 
with a common health goal, determined by community needs, to the achieve
ment of which each member of the team contributes according to his or her 
competence and skill and in coordination with the functions of the others. 
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There must be a continuing exchange of views between community 
representatives and the central health administration so that the 
community's needs and goals can be assessed realistically. People are 
capable of doing much more for themselves to improve the quality of life if 
they are aware of their own potential for bringing about a better future. 

Rural communities should have easy access to information concerning 
health technologies that will help them solve some of their health problems. 

If the local people at least partly control their health services, 
they will consider the health programmes as their own and will feel 
encouraged to make a greater contribution to its development and endeavour 
to overcome economic, cultural, and political obstacles. 

Recommendation No.2. The Committee, recognizing that the success of 
~ny PHC programme depends on the full involvement and participation of the 
community, recommends that Member governments encourage communities to take 
an active part in decisions on manpower needed to staff rural health teams, 
particularly at the village and intermediate levels. 

Recommendation No.3. The Committee recommends that WHO encourage 
research into local community needs for an information system that will 
enable the community to participate in the PHC programme from an informed 
base. 

2. HEALTH SERVICES AND MANPOWER DEVELOPMENT 

Health services and manpower development can be defined as the 
functional integration of various elements of the health services and the 
health manpower development systems into an integrated system. Health 
manpower development and the development of rural health services are 
mutually complementary activities that should be coordinated at the 
outset. Health manpower and health delivery systems must be relevant to 
health needs. The ultimate objective is to strengthen health services, 
thereby improving the health status and quality of life of the entire 
population. 

The Committee strongly supported the application of such a 
comprehensive and rational approach at the rural level. The integration of 
the planning, "production" and management of health manpower and health 
services improves the relevance of health services and manpower policies to 
the priority health needs of the people. The establishment of a process of 
decision-making would be manifested in an expression of common health 
policy, of common planning of health services, and common use of agencies, 
institutions, facilities, manpower, and other resources. The effectiveness 
and efficiency of the process of development of health services and 
manpower could be measured by assessing how far and with what results it 
has contributed to the development of health services and how it has 
subsequently improved the health status and living standards of the 
population. 
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The introduction of the health services and manpower development 
concept in rural PHC is an important area where more knowledge and 
expertise are required. 

3. DEVELOPMENT OF RURAL HEALTH TEAMS 

In considering how rural health care can be developed in the coming 
decades, the Committee noted the worldwide trend towards team-work. It is 
clear that a health worker will be able to carry out his numerous tasks and 
responsibilities more efficiently if he is a member of a carefully composed 
team of persons with various types and degrees of skill and knowledge. The 
team as a whole has an impact greater than the sum of the contributions of 
its members. The concept of team-work implies a coordinated delivery of 
health care in the form of preventive, promotive, curative, and 
rehabilitative services including nutrition programmes, environmental 
control, fertility programmes, and communicable disease control. 

3.1 Job titles and classification of front-line health personnel 

Front-line and intermediate-level health personnel who work at the 
peripheral delivery points of PHC obviously have a significant role to play 
in the delivery of·health services. It is unfortunate that the term 
"auxiliary" has been so often misunderstood and misused when referring to 
these workers.5 (Some members of the Expert Committee were not satisfied 
with the word, maintaining that it has a pejorative connotation; they felt 
that in the search for a new term the description of functions and not 
status should take precedence.) The Committee was aware of the difficulty 
of establishing a suitable and generally acceptable substitute. Various 
national terminologies might be explored for a solution. 

The Iranian experience could be taken as an example. In the Selseleh 
Integrated Development Project, the name mardom yar or "friend of the 
people" applies to development workers classified in the three categories 
of health, education, and agriculture. Those whose responsibilities lie in 
the health care sector are called behvarz or health practitioners. This 
terminology is now being used at the national level for all the front-line 
health workers trained by the Ministry of Health of Iran. 

An auxiliary worker has been defined as "a paid worker in a 
particular technical field, with less than full professional qualifications 
in that field, who assists and is supervised by a professional worker". -
United Nations Administrative Committee on Coordination. Report of the 
Ad Hoc Interagency Meeting on the Training of Auxiliary and Community 
Workers, 19th Session, September 1954. United Nations, document 
CooRDINATION/R.170/Rev. I, p. 2 of Annex. 



- 44 -

Annex 7 

Medical assistants are called officier de sant~ in France and feldsher 
in the USSR. More recently, medex has been employed in the USA and-adopted 
also in Guyana and Micronesia~e term perawat kesehatan (primary health 
nurse) is used in Indonesia, health extension officer in Papua New Guinea, 
and whetakorn in Thailand. 

Recommendation No.4. A new attempt should be made by WHO to revise 
existing definitions of the word "auxiliary". A definition should be based 
on the competence attained through educational programmes which are 
themselves based on activities that such personnel are intended to 
perform. The definition should mention team work, in which such personn~ 
play an important role. 

Many categories of health personnel have emerged in response to 
specific health needs. Front-line health personnel and both specialized 
and multipurpose workers differ in numbers and qualifications in different 
health-care programmes such as environmental health, maternal and child 
health, and family planning. Many variations exist in the recruitment 
qualifications, type and duration of training, job functions, and work 
conditions from one programme to another, even within a given country, 

Recommendation No.5. The Committee, recognizing that PMC workers are 
not always classified and accepted as essential members of the health team, 
recommends that WHO promote the development of approaches that may be 
"iidOj)ted by countries to reinforce the health worker's status (or "image") 
in society by ensuring: 

training relevant to the job functions to be performed; 
quality of service through effective management of personnel; 
job security with career possibilities; 
job satisfaction, including adequate financial remuneration; and 
working conditions that ensure continuity of service. 

3.2 Composition of rural health teams 

Health services require sufficient numbers of trained personnel. 
When recruiting health personnel, traditional health practitioners in the 
community should be considered as an additional potential manpower source. 
They should be suitably trained 6 for working in teams at the most 
peripheral level (see Fig. 1). 

6It should be noted that "suitably trained" is emphasized rather 
than "highly trained" because a worker with suitable training may be more 
useful in a given situation than one with more advanced and costly training. 
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In developing a rural health team, the first step is to define the 
scope of activities of the health services at each delivery point in a 
rural region. The next step is to define the overall functions and tasks 
to be performed by the front-line and intermediate-level health workers. 
These tasks should then be allocated among members of the health team so 
that job descriptions can be drawn up for each one. These job descriptions 
would: (1) facilitate understanding between the training and the service 
sectors and facilitate cooperation between various levels, thereby avoiding 
unnecessary conflicts, (2) help identify the role and position of each 
health worker and increase self-confidence and self-reliance of front-line 
and intermediate personnel, (3) determine the proper position of each 
member of the team in the delivery system, (4) give a basis for the 
evaluation of performance of each team member; and (5) facilitate training 
and student selection procedures. 

The Committee felt that a thorough analysis should be undertaken of 
what new tasks will need to be performed, how a community can participate 
in performing some of these tasks, and what the existing categories of 
health personnel are doing and how they might be retrained for new or 
additional duties. Accordingly, all tasks that could be performed with 
equal effectiveness by less intensively trained personnel should be 
allocated to them. 

The health team should preferably include people from various sectors 
of the community, such as agricultural workers, schoolteachers, and members 
of women's associations. Such health team members can discharge health 
tasks that are related to their day-to-day work. For example, prevention 
of occupational accidents in agriculture would be a task for agricultural 
workers, school hygiene and health would be a responsibility for 
schoolteachers, and health education in weaning or family health would be 
an activity undertaken by women's associations . 

Recommendation No.6. The Committee recommends that countries take 
into account various historical, psychological, sociological and scientific 
factors when develo in a rural health team in order to ensure that the 
composition of the health team particularly in so far as front~line and 
intermediate-level personnel are concerned) is appropriate to overall rural 
development objectives. 

3.3 Student selection 

Trainees for a health team should preferably be selected from their 
own community and in the area where they will be expected to work. This 
procedure not only helps to ensure the return of candidates after training 
to their place of origin but also ensures that the candidates selected are 
familiar with the local culture and are acceptable to the community. 
Criteria for selecting students in all categories of health personnel 
should be developed. A practical method of selecting students is the 
evaluation of their potential for training and service after a short 
probationary period. The whole problem of student selection should be 
further investigated, and special importance should be assigned to the 
testing of attitudes and motivation. 
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3.4 Educational programme development and teaching/learning methods 

Front-line rural health workers are not temporary substitutes for 
physicians and nurses, and they should be trained to meet the rural 
community's basic healtn needs at the primary level within a system of 
comprehensive health care. If these workers are mistakenly trained to 
become second-rate technicians and if their function in the health-care 
system is not planned as part of a total approach in health services, they 
will become unacceptable "mini-doctors" and subprofessionals whose 
activities would not ultimately fulfil health needs. 

There is no single model for a training programme for auxiliary health 
workers in the rural areas of developing countries. The approach to the 
problem should be patiently explored by each country and worked out in 
detail in accordance with local characteristics, needs, culture, history, 
and resources. 

The key word to educational programme development is relevance -
relevance to the health requirements of the community, as determined by 
epidemiological surveys of diseases and sociological studies of the 
knowledge, attitudes, expectations, and demands of the community with 
regard to health. The education of each category of health personnel 
should have as its fundamental purpose the preparation of the trainee for 
effective service within the constraints of available resources and 
facilities. 

Education programmes should lay stress on team functions that 
facilitate team-work. The purpose of such training is to enable health 
team members to learn how to work efficiently together and to understand: 
(1) the responsibility of the team as a group; (2) the role of each member 
in carrying out the team's responsibilities; (3) the extent to which roles 
of team members overlap; (4) the processes needed for working together; and 
(5) the part played by the team in the overall delivery system. Changes in 
the expectations and needs of the community should lead to parallel changes 
in the health delivery system itself and in the training of health team 
members. 

Competence based on formulation of job specifications and critical 
task analysis (analysis of those tasks essential for a health worker in a 
particular setting) should be the immediate objective of the education and 
training process. Once the competence required to accomplish a specific 
task has been identified, it is necessary to determine the precise 
knowledge and specific skills needed to achieve this competence. The 
essential logic of this systematic approach needs to be more universally 
adopted when preparing educational programmes for health personnel, 
including front-line and intermediate-level personnel (6,7). 
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Educational objectives7 should be stated in relation to expected job 
functions, and training should emphasize functional competence. The 
objectives should be geared to predetermined standards and be directed to 
problem-solving related to community needs. The quality and relevance of 
educational objectives could be efficiently assessed. by using the 
guidelines suggested by WHO (8) or other suitable guidelines. 

Greater coordination between educational planning, teaching, and 
health service delivery would result if planners and administrators vere 
acquainted with educational planning techniques and if teachersvere 
familiar with the basic principles of health planning and management. 

Teaching/learning methods should not only result in effective learning 
(i.e., the achievement of the objectives) but also be culturally 
acceptable. The selection of methods will depend on a variety of factors 
such as their suitability in given circumstances and their appropriateness 
with respect to trainees, teachers, and sociocultural conditions. In 
principle, teaching/learning methods should be as simple as possible so 
that front-line personnel can later on apply them in their own educational 
activities. 

Effective teaching methods are those that take into account the 
interest and ability of the learner and his future functions and that offer 
him an opportunity to participate in the learning process. Problem-solving 
exercises in both the classroom and the field have been found to be 
effective in improving skills and changing attitudes. Care should be 
exercised to use methods most appropriate to the situation and based on the 
previous learning experiences of the students. Programmed 
self-instructional manuals are particularly useful in continuing education 
and in teacher training programmes, especially those that place emphasis on 
self-reliance in learning and on prior knowledge and experience. 

Recent experience has shown that techniques such as flow charts,S 
and learning modules9 can enhance the competence of health personnel, and 
studies should be carried out on other new techniques of making health 
workers aware of the need to improve their judgement, initiative, and 
decision-making ability as well as their capacity to respond in a specific 
way to different situations. 

7An educational objective is "a statement describing the expected 
results of learning experiences as they manifest themselves in the 
performance or behaviour of the learner" (8, p. 6). 

8A flow chart is a diagrammatic representation of steps to be taken 
in the process of problem-solving, from the identification of the problem 
to its solution by the progressive elimination of alternatives. 

9A learning module is a planned set of activities that will help the 
student (primary health worker) develop a specified competence (9). 
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There is a need for more learning material for students and resource 
material for teachers. The learning material should be designed .to promote 
active student participation in the educational process. Whenever 
possible, both learning and resource materials should be prepared to meet 
local requirements. Prototype model material that can be adapted to a 
variety of situations would be of great value. The Committee commended the 
efforts made by institutions and organizations, including WHO, to prepare 
manuals and other resource material for the training of rural health 
personnel (9-12), 

Criteria for the preparation of learning and resource materials should 
take account of time, energy, financial and material resources, and 
maintenance. WHO should continue to devise, introduce, promote, and 
publicize such educational methods and materials, which would be in a form 
suitable for both general and local use. 

Recommendation No.7. The Committee recommends the development of 
educational programmes for front-line and intermediate-level health 
personnel that are relevant to the priority health need. of the community 
and adaptable to local conditions, resources, and facilities. The type of 
technology used in these training programmes of front-line and 
intermediate-level health ersonnel should aim at relevance com etence 
snd greater self-reliance i.e., it should be appropriate' technology 

3.5 Teacher-training 

The purpose of teacher-training is to prepare teachers who can 
facilitate the acquisition by primary health workers of the competence 
needed to perform the required tasks. 

The problems of teacher-training for front-line and intermediate 
health personnel have only recently been identified. Furthermore, the 
magnitude of the task will demand unorthodox and dynamic approaches. 

Training programmes for such personnel are handicapped by an 
inadequate supply of informed, knowledgeable, and trained teachers who are 
able to plan, implement, and evaluate teaching/learning processes. 
Although this situation may also be true for other categories of health 
personnel, Some special constraints exist with regard to teachers for 
front-line and intermediate personnel for rural health teams. 

The teaching of primary health care personnel has too long been 
underrated and neglected and the teachers themselves deprived of 
opportunities to increase their knowledge of PRe, appropriate technology, 
and educational principles and processes. Such teachers have suffered from 
inadequate recognition, a lack of career opportunities, and a serious lack 
of status professionally and in society at large. WHO should actively and 
energetically promote awareness of the value of these teachers. 
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When the students have limited general education, the teachers must be 
particularly well prepared and must have considerable skill in planning, 
organizing, implementing, and evaluating the teaching/learning process. 
Potential teachers should be selected with great care, consideration being 
given to their knowledge of health sciences, pedagogy, and social and 
behavioural sciences, as well as to their interest in teaching. Above all, 
they must have knowledge of the concept of PHC and experience in its 
implementation. 

Countries should make serious efforts - perhaps in collaboration with 
WHO and other interested agencies - to expand their supply of technically 
and educationally qualified and community-oriented teachers. Potential 
teachers may be sought from a variety of sources outside the health 
professions. Schoolteachers, for example, could become PHC teachers if 
given supplementary training in health care sciences. This would permit 
the trainins of front-line and other categories of health personnel to be 
effected as a special vocational programme in the general school system. 
Another way would be to develop educational approaches whereby PHC workers 
with broad experience and competence would be trained to become 
demonstrators, tutors and teachers. 

Recommendation No.8. Training courses should be organized for 
teachers of PHC personnel at national, regional, and international centres 
to increase their numbers and to improve their competence. National and 
WHO regional teacher-training centres could provide suitable bases for 
initiating such action. Selected universities might also have a great 
potential for developing courses for the training of teachers. 

3.6 Continuing education 

The main purpose of continuing education is to maintain motivation 
among health workers and to improve their competence in carrying out daily 
tasks. The arguments for continuing education apply to all categories of 
health workers, and plans for continuing education for front-line and 
intermediate workers should be incorporated into every educational and 
health service programme from the outset. 

In principle, the content of continuing education programmes should be 
based primarily on identified errors, shortcomings, and faults occurring in 
everyday practice and caused by a lack of knowledge or skill or by the 
wrong attitude. It should also be based on the results of current social 
surveys, epidemiological studies, operational research, and evaluation of 
the services rendered. Continuing education should have three aspects: 
(1) training personnel to undertake new or revised tasks; (2) training 
personnel to perform daily tasks more efficiently; and (3) reorienting 
personnel towards changing concepts, priorities, and techniques. 

3.7 Management of rural health teams 

For the purpose of this report, management is considered to be the 
administrative process of mobilizing, deploying, supervising, and 
evaluating human and other resources (e.g., financial and material 
resources) to achieve health programme objectives. 
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Managers should always aim at achieving high personal efficiency 
rather than at constructing a bureaucratic framework. 

The optimum effectiveness of health personnel depends on whether they 
are utilized specificallv for the tasks for which they were trained; 
whether they are ready and able to cope with these tasks; the level of job 
satisfaction; and their standard of living and working conditions. For 
these reasons, feedback from the health personnel is essential to manpower 
planning and training. 

The following five management components were identified as being 
necessary if the health care provided by rural health personnel is to be 
effective. 

(1) Receptive framework (working and social environment). Experience 
has demonstrated the need for political, legal, professional, 
institutional, and community support for health teams working at the 
village leve(. Such support should be provided at the national level (see 
section 1.2). Support for rural health personnel by the health professions 
is considered essential. The development of a favourable attitude towards 
these workers depends ultimately on their performance, which depends in 
turn on professional support and community appreciation of their efforts. 

(2) Organizational framework. Mention has already been made in 
section 1.1 of the advantages of a three-tiered organization in enabling 
rural health workers to achieve maximum effectiveness and efficiency and 
thereby extend more economical health coverage to the population. 
Management can improve efficiency; (a) by introducing appropriate 
technology; (b) by improving the competence of front-line health workers 
through continuing education and supervision; (c) by entrusting such 
workers with adequate responsibility; and (d) by using intermediate health 
personnel as technical supervisors, thus ensuring linkage with the next 
echelon of the health services. 

(3) Coordination of health manpower development and health services. 
Close coordination is essential between those responsible for operations 
management and manpower planning and those involved in training 
programmes. The relevance of training to community needs can be determined 
by the continuous feedback of information on the performance of health team 
members, manpower attrition, and the capabilities of staff to adapt rapidly 
to ever changing circumstances. 

(4) Supervision. Supervision should be viewed as an educational 
process in which the supervisor helps and guides the health worker to 
become more competent, to the ultimate benefit of patients and the 
community. Experience shows that a front-line health worker is not always 
capable of identifying his place in the health service structure and may 
feel abandoned if left without central support. Front-line workers should 
understand that supervision is intended as a supportive relationship aimed 
at facilitating the flow of work and improving human relations. Whenever 
possible, supervisors should participate in both the selection and the 
training of their health team members. Close working relationships between 
management and training staff are vital because supervision is a tool of 
both management and education and is thus a shared responsibility. 
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Management style should be characterized by liberal communication, 
both horizontally and vertically, among team members. The supervisors 
should take interest in the health worker's job satisfaction and personal 
and professional growth. It has been recognized that cultural factors have 
a major influence on management style, some of which may even become 
constraints in the sUFer~isory process. In some societies men may not 
examine women, and work schedules may have to be adapted to religious 
observances. Such factors should be taken into account by managers and 
supervisors. 

(5) Communication. An adequate communication system should be 
established between the first level of health care and the next referral 
echelon and it should be maintained throughout the development and 
operation of PRC programmes. The communication system is particularly 
important for rural front-line workers in isolated or remote areas. 
Therefore the use of appropriate means of communication (including two-way 
radio where feasible and necessary) should be encouraged to facilitate 
consultation, referral, supervision, management, and continuing education. 

In addition to these five management components, there are certain 
other management issues relevant to the training and utilization of rural 
health teams. Feedback techniques provide the information needed for 
adjusting the programme. The setting of performance objectives provides 
the basis for performance evaluation (including self-evaluation) and leads 
to a higher level of motivation, productivity, and satisfaction. The use 
of performance standards and indicators facilitates the task of intermediate 
and higher-level supervisors. 

Managers should show sensitivity to external political, social, 
economic, and physical influences. They should be capable of anticipating 
needs by making the required adjustments in a flexible programme design. 
Moreover, managers must be continually aware of the quality and 1uantity of 
available resources, particularly human, and attentive to waste control and 
work simplification. 

Front-line and intermediate personnel after training have too often 
found that their deployment has been inhibited by deficiencies in 
management support: shortage of drugs and material supplies; lack of 
equipment; unreliable communications and transport; unattractive working 
and living conditions in rural areas; and even (sometimes) failure to 
ensure regular and prompt payment of salaries. Funds are often available 
for sophisticated facilities and equipment but insufficient for essential 
supplies, maintenance, and repairs. An adequate continuous flow of 
resources to support rural health programmes is a fundamental requirement 
in PRC. 

There should also be an adequate allocation of resources to support 
training in management skills. This includes initial and continuing 
training of supervisory-level personnel in operational management, as well 
as training for managers who need to develop the skills and knowledge 
necessary to operate the health delivery system. 
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Recommendation No.9. Recognizing that management is a key factor in 
the optimum utilization of available resources, the Committee recommends 
that, in order to make the manaSement of rural health_teams more effective, 
intermediate-level personnel be used by the health service system to 
facilitate communication, as well as for educational and supervisory 
purposes. 

3.8 Evaluation 

Evaluation is a continuous process aimed mainly at correcting and 
improving actions and thereby increasing the relevance of health and 
training programmes to the social and health needs of a country's 
population. It is a systematic way of learning from experience and should 
not be regarded merely as a stereotyped procedure. Evaluation includes the 
assessment of a programme's relevance, progress, efficiency, effectiveness, 
and impact. 

Since the aim of PRe is to ensure for the community an improvement In 
the quality of life, it is difficult to determine useful indicators by 
which to make the necessary judgements. Yet it is important that these be 
developed and that evaluation be carried out. 

Evaluation is an essential element in the planning, implementation, 
and management of services and in education. In planning a training 
programme for front-line health personnel, provision should always be made 
for the evaluation of all components of the programme. This will be 
facilitated if the assigned responsibilities are clearly defined. If 
performance objectives are set and understood, and if standard performance 
indicators are used whenever possible. Information should be available on 
inputs (resources), outputs (services rendered), and impact (changes in the 
health status of a community). This ensures that those responsible for 
planning the performance will receive a feedback of data on the extent to 
which the desired objectives are being attained. 

One particular component of the programme that needs constant 
monitoring to ensure optimum effectiveness is the teaching/learning 
process, and indicators should be developed relevant to the efficiency, 
effectiveness, and impact of the process. Such indicators might, for 
example, include measures of competence acquired, population served, 
quality of services rendered, and improvement in access to care. The 
evaluation of educational programmes is part of a broader process to 
improve health care, and it applies also to continuing education for 
front-line personnel. 

Evaluation requires sound judgement based on relevant and reliable 
information. Both indicators and criteria are used to facilitate 
judgement. When indicators are used, change may be measured directly or 
indirectly. If the objective of a programme is to train a certain number 
of health workers annually, the number actually trained would be a direct 
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indicator for evaluation. However, it may be necessary to use several 
indicators when measuring qualitative changes. Indicators must be selected 
carefully to make sure that they are responsive to development trends and 
that they can be used for the analysis of current activities. Criteria are 
standards against which changes can be measured. Criteria may be social 
(e.g. availability of safe drinking water) or technical (e.g., a certain 
standard for the purity of water) or administrative (e.g., a guarantee of 
continuous water supply to a community by an organization). 

3.9 National reference centres for primary health care and rural health 
personnel 

To monitor the effectiveness of PHC, as well as of PHC personnel, 
national reference centres should be established, using existing facilities 
wherever feasible. Such centres should possess the required expertise and 
facilities to carry out a range of functions, the four main ones being: 

(1) operational research studies in PHC and in training and 
utilization of PHC workers; 

(2) participation in the planning, implementation and evaluation of 
training programmes for both PHC personnel and their teachers; 

(3) the pooling and dissemination of information and reference 
material relating to PHC and to the training and utilization of 
PHC workers; and 

(4) continuous monitoring and evaluation of the impact of PHC 
services on the health status of a community. 

A national reference centre could participate in the impleruentation 
and continuous monitoring of PHC programmes and rural health teams. At the 
same time, all those concerned with PHC and the development of rural health 
teams could refer to such centres for guidance and the exchange of 
information and reference material. Some of these centres could be 
considered as WHO collaborating centres and entrusted with such tasks as 
promoting operational research on rural health teams, studying the 
composition and training of these teams, studying educational methods, and 
devising programmes for teacher training. 

A reference centre should be a place where PHC, one of the vital 
aspects of rural development within a country's overall socioeconomic 
development, could be studied as a multidisciplinary problem. The 
organization and functioning of such a centre need to be explored in 
selected countries by the national authorities, perhaps in cooperation with 
WHO and other international bodies. 
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These centres could also organize workshops, seminars, and other 
meetings for the further rational development of rural health programmes. 
In this way a pool of experie~ personnel might emerge that would include 
members of the health professions and professional people from other 
sectors such as agriculture, education, and welfare, in addition to 
representatives of the community. The experience gathered through these 
activities is an essential prerequisite for convening similar meetings on 
the reorientation and implementation of PHC programmes. 

Recommendation No. 10. Countries should be encouraged to undertake a 
historical review of their experiences in all aspects of primary health 
care and to assess the current situation in order that evaluation and 
research may be directed specifically to solving problems and providing 
guidance for forward planning. The Committee therefore recommends that 
countries establish national reference centres to undertake research, 
planning, training, implementation and evaluation, and the collection and 
dissemination of information relevant to PHC and rural health personnel. 

4. NATIONAL STRATEGY FOR DEVELOPING RURAL HEALTH TEAMS 

National strategy in this respect should be considered with reference 
to the target "health for all by the year 2000" and within the framework of 
the health services and manpower development concept (see section 2). 
Countries should determine their objectives in their own way, taking into 
account the priorities in rural development defined in country health 
programming. lO 

Activities involved in this strategy are described below. While some 
of these steps will logically precede others, some will develop 
concurrently with others. 

(1) Health development for the rural population to be accepted as one 
of the possible entry points for overall rural development within a 
country's socioeconomic development plans. 

lOFor the purpose of this report, country health programming is a set 
of methods for planning national health development so that it can be 
integrated into the plans for total socioeconomic development. The 
procedure for the development of a country health programme comprises: the 
systematic identification of priorities and health-related problems in a 
country; the specification of objectives for the reduction of these 
problems, including the establishment of specific targets; the 
identification of strategies that will lead to the attainment of the 
objectives; and the translation of the strategies into health development 
programmes. 
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(2) The government to make a firm commitment to the development of 
PHC and rural health teams. 

(3) The training ana utilization of rural health teams to be made a 
priority objective within the health services at both peripheral and 
intermediate delivery points. 

(4) Priority to be accorded to resource allocation for the 
development of rural health teams in order to encourage self-sufficiency 
and self-reliance at the community level. 

(5) All available channels of information and communication to be 
used to create awareness of and support for PRe at community and national 
levels. 

(6) Provi$ion to be made for the planning, creation, and management 
of rural health teams, within the country's health prograllDoing and in 
accordance with the planning activities of the health services. 

(7) Encouragement to be given to integrated rural development 
programmes that aim at being as fully self-financing as possible. 

(8) National reference centres for PRe and rural health personnel to 
be established with the aim of undertaking research, participating in the 
development of training programmes, pooling and disseminating information, 
and carrying out monitoring. 

(9) Meetings to be organized with intersectoral participation of 
representatives of various professions, rural community leaders, and 
politicians, for the purpose of identifying and solving important problems 
concerning PRe and rural health team development. 

After the preceding preparatory steps have been taken, a detailed work 
schedule should be outlined. 

There has to be a balance between the delegation of powers to the 
community to encourage local interest and participation and the reservation 
of powers within the government to ensure the centralized formulation of 
national policy and its consistent application. The interaction between 
the community and the health services is the mechanism through which a 
successful PRe programme can be achieved. 

Implementation of the plan may be facilitated by the use of management 
tools such as the Programme Evaluation and Review Technique (PERT), which 
is a graphical form of work scheduling. It is, in fact, useful to prepare 
a diagram that will: (1) give a visual presentation of all the activities 
planned for developing a programme from beginning to end, (2) show the 
succession of activities with specific time periods, and (3) allow for 
their monitoring and control so that they can be implemented in a logical 
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sequence. Responsibility for implementation must be vested In a single 
individual who has at his disposal all the necessary means, In both funds 
and manpower. 
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A CASE STUDY ON COMMUNITY HEALTH DEVELOPMENT 
THROUGH STRENGTHENING OF THE HEALTH CARE DELIVERY SYSTEM 

AND RESEARCH AND DEVELOPMENT 

by 

Isabel Rojas-Aleta, Ph.D 
WHO Consultant 

1. ORIGIN AND DEVELOPMENT OF PROJECT 

Seventy percent of Filipinos live in the rural areas. Because of the 
mal-distribution of physicians, 73% of the population do not benefit from 
the national physician population with an average ratio of about 1:3222. 
Only 3% of the 15 000 physicians in the country are in public health. The 
problem of inadequate medical manpower to undertake the delivery of basic 
health services in rural areas has long been recognized. 

The high cost of health care is another area which is critically 
related to the manpower challenge. With the increasing population and the 
concomitant decrease in per capita expenditure for health, the need for 
each family and community to become ultimately responsible for its health 
care becomes imperative. This implies the need for a health service that 
is supported not only by the government and private sectors but especially 
by the community through a partnership approach. However, one of the 
administrative problems identified in a 1978 health report is inadequate 
community participation in programme implementation. 1 

Cognizant of the vital role of health in development and in keeping 
with the efforts to attend more and more to the welfare of those who 
constitute the bulk of the population, i.e. the rural population, the 
Government has recently emphasized health care delivery to rural areas. It 
has in consequence embarked on the restructured health care delivery 
programme. 

lAnnual report, Ministry of Health, Region VIII.1978. 
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In response to the need to develop proper health manpower to provide 
health care to underserved communities and ultimately upgrade the quality 
of life of rural population, the Institute of Health Sciences (IHS) was 
established in Tacloban, Leyte, in 1976 by the Ministry of Health (MOH) in 
collaboration with the University of the Philippines System (UPS) and the 
Ministry of Local Government and Community Development (HLGCD). IHS is 
essentially a medical school but its curriculum development is closely 
related to rural communities. This is closely linked to a Research and 
Development (R & D) programme. The main thrust of R&D is the development 
of an information monitoring system to generate data on which changes in 
the IHS programme can be based. 

R&D has internal and external components. The internal system deals 
with methods, techniques and structures within the Institute itself. The 
external system collects data regarding perspectives, expectations, 
programmes and structures in underserved communities of the region. 
Community health development projects are the means by which the external 
component of the R&D develops the community information system and 
collects data to assist in the evolution of the programme. These are joint 
ventures of IHS with the Ministry of Health at the field level. 

2. R&D GOAL AND STRATEGIES2 

R&D is a scientific method of participatory research. It is 
concerned with the development of self-reliance among people from 
underserved rural communities by active participation in their own 
development. The content of R&D comes from the target beneficiaries 
themselves, whose involvement facilitates more accurate and realistic 
analysis of social reality. The people participate in the problem solving, 
planning, implementation and evaluation of community programmes that 
respond to their identified problems and needs and are in accordance with 
their available resources. 

The dynamic nature of the community dictates that the academic 
programme of IHS be highly flexible and relevant to rural communities. 
This requires an information system which continuously monitors the static 
data and processes at community level. To this end R&D feeds information 
from the community into the IHS programme. Such data are crucially 
relevant to the process of rationalizing policies and programme related to 
community health development in underserved areas and, more specifically, 
to the formulation of an appropriate curriculum for the health manpower 
development programme. 2 

2Development of health manpower for the rural areas: 
the Philippine experiment. Proceedings of the Scientific 
World Medical Assembly. Manila, Philippines. 1978. 

"A report on 
Session. XXXllnd 
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In the development of health programmes at the barangay level, R&D 
utilizes the following guiding principles: 

(1) Communities are involved in planning and decision-making. 

(2) Communities and health systems (including IHS) view each other as 
partners rather than as recipients and providers of health care, 
respectively. 

Strategies for generating community participation and providing inputs 
to the planning and implementation of a community health development 
programme are being developed in this experiment. The attempt to involve 
the community in its own health development programme is consistent with 
the Government's own philosophy of self-reliance and national commitment to 
human dignity. This is also embodied in the National Health Plan of MOH 
which is directed towards the strengthening of rural health services, 
upgrading of health facilities and developing health manpower. 

One of the three areas selected for this external component of R&D 
is the Carigara catchment area in Leyte, of Region VIII. To carry out 
operations in this area, the following strategies are being implemented. 

(a) use of local hospital and/or rural health units (RHUs) as bases 
for operations; 

(b) establishment of links from base of operations to individual 
barangays (the smallest political unit of the country); 

(c) utilization of local volunteers and community organizers (COs) at 
the barangay level. 

3. THE CARIGARA EXPERIMENT 

A. Description of the Carigara catchment area 

The Carigara catchment area is composed of approximately 130 000 
people scattered in the municipalities of Barugo, Capoocan, Carigara, Jaro, 
San Miguel and Tunga. The area is typical of rural Leyte with an economy 
based mainly on agriculture (rice and coconut) and fishing. It is 
classified as socioeconomically depressed as is evidenced by a low income 
level. Infectious diseases, pulmonary tuberculosis, gastroenteritis and 
schistosomiasis are the leading causes of morbidity and mortality. 
Compounding these problems are poor environmental sanitation and 
malnutrition. The leading health facility in the catchment area is 
Carigara Emergency Hospital (CEH), a 25-bed government hospital. The 
Government also maintains a rural health unit (RHU) in each of the towns, 
headed by a municipal health officer (MHO), who is a physician. Other 
members of the staff are: a public health nurse, a midwife and a sanitary 
inspector. On the average, an RHU serves 10 000 to 15 000 people. The RHU 
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15 charged with the delivery of basic health services in its area of 
coverage. It constitutes the major portion of the health infrastructure 1n 
each town. Complicated cases which cannot be treated at the RHU and need 
hospitalization are usually referred to CEH. 

The CEH was chosen as the base of operation for the project for the 
following considerations: 

(1) Facilities are available in the hospital to support community 
health development programmes. 

(2) It is situated in the municipality of Carigara, a depressed area 
within easy reach from Tacloban. 

(3) There is easy supervision from IHS and the MOH regional office. 

B. R&D activities in the Carigara catchment area 

PRELIMINARY STAGE - STARTING FEBRUARY, 1977 

This stage of the study was initially envisioned to last for 6 to 
12 months. It has three phases: preparation of the health system, social 
preparation of the barangay and strengthening/development of the community 
structure. 

1. First phase - Preparation of the existing health system 

This phase dealt with the social and technical preparation of the 
existing health system in the area. Towards this end the IHS subcommittee 
in charge of R & D*, the Chief of the Carigara Emergency Hospital (CCEH) 
and the MHO of Carigara held initial discussions from February tv 
March 1977 to explore the possibility of developing community health 
programmes. The need to extend the exploration beyond CEH and Carigara 
soon became evident since the existing RHUs in the area are effectively 
outreach structures also of the health system. To define the boundaries of 
the area, the CEH records were reviewed and the municipalities serviced by 
the hospital were considered as part of the Carigara catchment area. 
Hence, the MHOs of the municipalities of Barugo, Capoocan, Jaro, and 
San Miguel were invited to participate in the research. Thus the Carigara 
R&D group, consisting of the CCEH and the five MHOs, was organized in 
April 1977 for the following purposes: 

(a) to evolve a methodology for initiating and participating in the 
development of a community health programme; and 

*This consisted initially of a part-time medical officer, consultants 
from WHO and some professors from the U.P. College of Medicine in Manila. 
Later on, the IRS subcommittee phased out and turned over the management of 
R&D to staff based in Tacloban. The Regional Director of MOR also became 
the head of IRS. 
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(b) to prepare and strengthen the health infrastructure as a support 
system for community health programmes. 

A memorandum order from the MOR regional office officially sanctioned 
participation of the gr0up members in the study. 

On its first meeting, the Carigara R&D group decided that a major 
public health problem would be selected, which would be the focus of a 
community health programme. Utilizing RRU and hospital records, each 
member identified the major public health problem and pilot barangay which 
was selected on the basis of: (1) accessibility; (2) receptivity of the 
people; (3) population size; and (4) the highest number of cases of the 
major public health problem. Table 1 shows the pilot barangays selected by 
the group, the leading disease and population size of the barangay. 

Table 1. Pilot barangays, leading disease and population size 

Number of Population 
barangays Major public Pilot Sl.ze (indiv.) 

Municipality in municipality health disease barangay in barangay 

Barugo Schistosomiasis Sta Rosa 

Capoocan 21 Pulmonary tuber- Balud 2691 
culosis 

Carigara (CER) Gastroenteritis Barugohay 829 
Norte 

Carigara (RRU) 48 Pulmonary tuber- Jugaban 1473 
culosis 

Jaro 42 Pulmonary tuber- Riagsam 1004 
culosis 

San Miguel 21 Pulmonary tuber- Canap 473 
culosis 

To begin the process of a R&D programme, the MHOs were asked to 
examine their own planning procedures by means of a questionnaire. 
Analysis of this activity revealed that up to that point, the health 
officers were involved mainly in the implementation of programmes that had 
been planned for them by their superiors. It was agreed by the group that 
the R&D development would be planned individually but coordinated by the 
IRS R&D staff. Since the thrust of the R&D is the process, i.e. the 
documentation, of the how and why of activities, each member agreed to keep 
a diary-like record of his planning process for the duration of the 
programme. 
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Reorientation of the MHOs and the CCEH towards the new health care 
approach was done through: (1) discussion sessions with the R&D staff of 
the concepts and strategies to be used in introducing these concepts to the 
community, and (2) dialogues with their respective communities. 

Since April 1977, the health officers have been holding regular 
monthly meetings wherein they shared barangay activities. These centered 
mainly on analysis of the extent of people's involvement in the 
decision-making process and responses to health care programmes. In 
addition, informal consultations are held among the individual members of 
the Carigara R&D group with the R&D staff. 

2. Second phase - Social preparation of the barangay 

This phase dealt with the social preparation of the individual 
barangays. Social preparation is the process by which the community 1S 

made aware of its situation, motivated to form and/or strengthen 
organizational structure, which will serve as a mechanism to enable them to 
actively participate in the planning and implementation of activities that 
will meet their expressed problems and needs, in accordance with their 
potentials and resources, for the achievement of common goals and 
objectives. Early entry by the MHOs into the pilot barangays was 
accomplished by conducting a quick survey of each community to gather 
baseline data. The health personnel in all of the barangays collected the 
data, except for Balud where the barangay councilors assisted. A survey 
form prepared by the Carigara R&D group was administered in a 
house-to-house visit. Information gathered included health and other 
aspects of community life, particularly socioeconomic and cultural data. 
The meetings of the MHOs from April to September 1977 were devoted to 
analyzing data and determining how to use these in planning the health 
programmes. 

Analysis of data revealed to the MHOs that perceptions of the 
communities constituted an indispensable input in the planning process. 
However it was not clear to them how to generate, validate and incorporate 
these community inputs into a viable community heal.th plan. They then 
decided to initiate a continuing dialogue between each MHO and their 
respective pilot barangays. This process was later incorporated into their 
individual and group plans of action, which they developed initially late 
in September 1977, in a workshop. The latter was directed at identifying 
approaches to anticipated problems common to individual plans of action. 
These plans featured the following points: 

(a) evolution of mechanisms for sharing technical personnel, 
facilities and expertise among the RHUs and hospital involved; 

(b) establishment of a common programme for the continuous 
development and improvement of existing resources of the RHUs and 
hospi tal; 

(c) common approach to involving external agencies (both government 
and private) in each individual barangay programme. 
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To prepare the community, the MHOs and the CCEH approached the 
barangay captain and barangay councils of their respective pilot barangays 
to inform them about the rationale and objectives of the R&D and 
identified priority health problems. At the barangay assemblies which 
followed, information gathered through records review and results of the 
quick survey were presented as a community profile to convince the people 
that the health problem identified by each MHO was indeed their priority 
problem. To their surprise, the people did not consider this as their 
priority problem. In the process, the MHOs elicited from the people their 
priority felt needs and problems. These turned out to be mostly 
economic-related, with health ranking the least of the problems mentioned. 
The MHOs then encouraged the people to identify their solutions to the 
expressed priority problems. 

3. Third phase - Developing community structure 

This phase involved the strengthening of the existing structure and/or 
development of a new community structure. With the assistance of the 
community organizer* (CO) and barangay captain (BC) each of the three MHOs 
and the CCEH identified the existing barangay structure which appeared to 
be either functional and effective in their respective barangays or which 
could be strengthened. Through the structure known as barangay network 
(BN), the group planned to introduce the idea of evolving development 
programme in each community. The network would then serve as a mechanism 
for two-way communication between the health system and the community as 
well as the structure or mechanism that would permit maximum participation 
by the community in development programmes. 

Each of the MHOs utilized a different approach in the organization of 
the barangay network and in the selection of leaders who would comprise it: 

(a) In Jugaban, the MHO together with the barangay captain scheduled 
a barangay assembly to introduce R&D and to select the 
composition of the network. After explaining the function of the 
network, the community divided the barangay into three puroks and 
elected a leader for each. The purok leaders grouped 10 to 14 
families per unit. A unit leader (UL) was elected by the 
families using criteria they evolved such as: trustworthiness, 
literacy, approachability, good public relations, active and 
cooperative. The barangay captain, as network head, coordinates 
activities of the three zones while zone leaders coordinate unit 
activities . 

*The community organizers were three young female graduates of U.P. 
Tacloban (major in community development), who were assigned two pilot 
barangays each, primarily to assist in the social preparation of the 
communities. 
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The functions of the unit leaders as evolved by them and the 
captain are: (1) to facilitate unit activities; (2) motivate 
people to attend meetings and " pintakasi" (voluntary group 
activity); and (3) refer patients to the RHU. The MHO added a 
fourth function, which is case finding of pulmonary tuberculosis 
suspects. 

(b) In Balud, the MHO made use of the existing barangay nutrition 
network. The purok leaders comprising the barangay network were 
all appointed by the captain on the basis of criteria he evolved; 
literacy and being an ex-officer of the barangay. Each purok 
leader was responsible for about 20 families. The captain 
facilitates all activities in their respective puroks. All 
leaders as perceived by the MHO were to help him in pulmonary 
tuberculosis case-finding. 

(c) In Canap, the MHO, during a barangay assembly, presented his plan 
and the purpose of establishing a network. This consists of 
puroks with 10 families each. The criteria for the selection of 
purok leaders were decided by the assembly. The community 
organizer met one purok at a time for the election of leaders. 
The barangay captain coordinates activities and presides meetings 
of the network. Purok leaders disseminate information to 
members, initiate activities and refer members who are pulmonary 
tuberculosis suspects to the MHO. 

Cd) In Barugohay Norte, the CCEH, together with the barangay captain 
held a barangay assembly right after a Sunday mass activity, in 
order to introduce the R&D programme. Puro~ leaders were 
elected by the people. The purok leaders in turn appointed unit 
leaders according to the criterion of trustworthiness. The purok 
leaders are expected to coordinate the activities of unlt leaders 
while the latter disseminate information to their members, 
motivate them to attend meetings and activities. 

All of the networks are headed by the barangay captain as 
coordinator. The leaders generally serve as liaison between the RHU and 
the community. They facilitate and mobilize families for health activities 
such as immunizations, sanitation campaigns, weighing of preschool 
children, etc. With the establishment of the core of the leaders for the 
network, the MHOs and the CCEH considered their entry into their respective 
barangays as completed. 

IMPLEMENTATION STAGE 

During this stage, activ1t1es were planned and implemented in response 
to community problems, including the major public health problem, serving 
as entry point and as part of R&D. Later on, these activities were 
integrated into a community health programme. 
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At the end of 1977, an evaluation workshop was conducted in which the 
MHOs, some R&D staff and community organizers participated to re,:,i~w p~st 
activities and plan the future. The MHOs felt that community partIcIpatIon 
by the network leaders and the people was only in terms of implementation 
but not in planning and evaluation of community projects. They felt that 
to expect full participation was not a realistic goal for a community which 
had a history of silence, feelings of exploitation and had been neglected 
and conditioned to fulfilling the role of recipients of programmes planned 
for them. The new role of the MHOs as leaders, trainers and 
facilitators/catalyzers was also a new learning experience for them. As a 
result of the evaluation, the group decided to implement and follow up 
activities, firm up community participation, swing the movement in the 
bottom-up direction through the facilitation of community organizers, tap 
existing resources and link up with other government agencies for possible 
support and exchange of services. 

The years 1978 and 1979 saw the implementation of various community 
activities to solve priority problems and needs expressed by the people. 
These activities provided opportunities for the people to organize and 
participate in the implementation of community activities which at the 
beginning were mostly initiated by the MHOs. These activities may be 
grouped into health activities, other community activities 
(health-related), economic activities and the community information 
system. They include the following: 

1. Health activities: 

(a) Community-wide weight survey (Operation Timbang or OPT) to 
determine the nutritional status of preschool children. This led 
to deworming of children, distribution of milk and establishment 
of feeding centres for second and third degree malnourished 
children in all of the pilot barangays. The food distribution 
and feeding was however not sustained owing to lack of food 
materials. 

(b) Tuberculosis case-finding and follow-up treatment, immunization 
with BCG have become regular activities in Ba1ud, Canap and 
Jugaban. 

(c) The auxiliary health workers' programme in Jugaban and Canap 
oriented nine BN leaders to assist the RHU staff in dispensing 
simple first aid type of medicines. 

(d) Botika sa barangay was established in Balud to solve the problem 
of inaccessibility of drug stores and as an income-generating 
activity. 

(e) Deworming, immunization and health education were conducted In 
Balud. 
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2. Other community activities 

(a) Water pipes were installed in Jugaban in response to the wat~r 
problem expressed by residents of one purok at a community 
assembly. Su?sequently resources were tapped and each family 
agreed to contribute annually for its maintenance expenses. 

(b) Construction of drainage, waste disposal and water-sealed toilets 
was undertaken in Canap, initiated by a barangay group (barangay 
brigade) with involvement of another community group, the Rural 
Improvement Club. 

(c) Beautification to implement a Presidential Decree (PD13) and as 
an initial community activity was undertaken in all the pilot 
barangays. This included fencing of individual lots, 
construction of flower boxes and control of stray animals. 

Cd) Funds were raised through benefit dances, tapping of resources 
etc. to finance the construction of multi-purpose halls. The 
site in Jugaban is ready, but owing to lack of finances, 
construction has been pending. The multi-purpose building in 
Canap has been completed both within the people and barangay network 
leaders participating in its planning and implementation. 

3. Food production and other economic projects 

(a) Home gardening was undertaken in Canap. 

(b) A piggery project is being undertaken to augment the income of 20 
families in Jugaban using a P5 000 loan from the R&D project. 
The families have been organized into an association. They hold 
monthly meetings on their own and have lectures on swine raising 
delivered by the technician of the Bureau of Animal Industry. A 
similar proposal for a piggery project involving 20 families has 
been submitted by the Balud MHO to the R&D Project Committee. 
In both cases, the release of the loan took some time owing to 
inadequate data being presented in the project feasibility 
studies. 

(c) Skills training in mat weaving was planned by residents of Canap 
and conducted/funded by National Cottage Industry Development 
Authority (NACIDA) and National Manpower Youth Council (NMYC). 
Out of 40 trainees, the 2S who completed the training elected 
their officers in July 1979. The group expressed interest in 
pursuing this into an income-generating activity (IGA) and 
forming a cooperative. They have been promised further 
assistance by NACIDA. 
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4. Community information system 

To enable the people to continuously assess their own problems and 
resources and serve as bases for decision-making, a system for collecting 
information and monitoring the community situation was designed early in 
1979 by the Carigara R&D group and the R&D staff. This would generate 
information that would be used to adjust the community health development 
programme in response to the dynamic situation in the community. Two types 
of information sheet, the family sheet (FS) and health sheet (HS) were 
developed for the purpose of obtaining specific data from each family in 
the pilot barangays with the assistance of the barangay network. Each 
sheet was purposely kept simple with the minimum of vital information 
needed to be able to periodically assess the family and community health 
situation and level of development. The family sheet would be used to 
record benchmark information on the socioeconomic status of the family and 
changes that may occur. The health sheet would serve as an annual record 
of the illnesses, treatment and results for each family. Both sheets would 
provide primary data which would be collated at the higher levels from the 
barangay level to the municipal (RHU) , provincial and regional health 
offices. The aggregate data, together with information on the geographical 
environment, which affect the lifestyle and resources available in the 
community, would be valuable in monitoring the development of the people, 
in anticipating community problems and for decision-making. 

Through their unit leader, each family is given a set of sheets after 
they have been trained on their use/completion. Towards the middle of 1979 
an orientation on the value and use of the sheets was conducted by each MHO 
for the RHU staff and network leaders. The latter discussed these in turn 
with the families in their respective units. The health officers felt that 
the people were enthusiastic about the use of the sheets as is shown by 
their entries on these sheets. 

By the end of 1978, the R&D staff, MHOs and Community organizers 
felt that participation of the people in community activities was still 
mostly at the level of implementation only. By mid-1979, programme 
evaluation showed some trend towards participation by the network leaders 
and to a certain extent by the people, not only in the implementation but 
also in the planning of activities. One activity where the community has 
least participated, so far, is in the evaluation of the programme. 
What the network at various levels and the people feel, their perception of 
the changes brought about by, and suggestions for the improvement of, the 
programme, have been sought in a very limited way only. Although this was 
identified as a constraint during the last programme mid-year evaluation 
(July 1979), no suggestion was made on how to improve this situation. 

In January 1979, the MHOs for the first time discussed and prepared a 
plan of action to develop a community health development programme. 
Towards mid-1979, all of the community organizers resigned owing to lack of 
understanding of their role in the programme, both from their point of view 
and in relation to the rest of the RHU staff. This concluded the part of 
the R&D study to determine whether community organizers should be hired 
as members of the RHU team to do purely community work, as a permanent 
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replacement for the organizers of other agencies, since there had been no 
such previous position in the MHO. It was concluded that, r~ther than 
hiring community organizers to do field work, their functions should be 
integrated with those of the health staff, in particular the barangay 
health worker, who would be trained in community organization skills by an 
experienced and qualified community organizer. At present, the MHOs and 
the rest of the RHU staff have taken over the additional tasks left by the 
community organizers. 

While the above activities were being undertaken, efforts were also 
continuing to strengthen the capabilities of the RHUs involved. Towards 
this end, the following activities have been undertaken: 

(1) Technical training of staff in sputum microscopy since 
tuberculosis has been selected as the target health problem in 
three barangays. 

(2) Continuing education programmes for the MHOs in cooperation with 
the Postgraduate School of UP College of Medicine. 

(3) A three-day workshop on diarrhoeal disease control was held in 
June 1979 to update the health officers from regional, provincial 
and municipal levels on the latest development in the treatment 
and control of diarrhoea. This was followed up by another 
three-day workshop on the development of a plan of action for 
emergency diarrhoeal disease control and environmental 
sanitation. 

(4) A management seminar was held in September 1977 by a WHO visiting 
consultant to assist the MHOs in the development of their 
respective plans of action. The Ministry of Health regional 
director agreed to have this followed up by series of management 
training courses involving various levels of health personnel 
from the region. The purpose of the training is to assist the 
Regional Health Staff in strengthening the Regional Health Office 
to implement community health development activities throughout 
Region VIII. The first of this series of training courses, which 
is projected to last for one year, will be held in January 1980. 
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(5) Establishment of a firm linkage with the regional hospital. A 
line of communication, particularly a formalized referral system, 
has been initiated with a "linkage seminar" between IRS and the 
regional hospital. It is planned that the strengthening of this 
linkage will be continued to include involvement of the regional 
hospital in the technical training of the field personnel. 

(6) Another "linkage seminar" was held between IRS and MLGCD, 
resulting in a Memorandum of Agreement wherein MLGCD agreed to 
assist IHS particularly in facilitating the cooperation of other 
government agencies at municipal level, in the areas of R&D. 

In addition to these seminars and workshops, the MHOs, with the R&D 
staff and community organizers, conducted monthly meetings and mid-year 
evaluations to discuss procedures regarding the bottom-up approach in 
community participation in the planning and implementation of the 
programme. MHOs also consulted with each other in order to improve the 
plans of action they had designed with their community organizers and staff. 

DEVELOPMENT STAGE 

This last stage deals with prospective studies to investigate the 
impact of alternative programmes and the expansion of operations to include 
areas outside the pilot barangays and possibly outside of Region VIII, with 
the necessary modification of approaches. The following table shows 
projections of the number of barangays to be involved in the Carigara area 
over the next five years: 

Table 3. Annual increment of barangays with community 
health development programmes projected 

Year Number of barangays Cumulative total 

1 6 6 

2 12 18 

3 24 42 

4 48 90 

5 96 186 

The initial expansion of programme activities outside the pilot 
barangay is behind schedule. After two and a half years, the programme has 
been established so far in six pilot barangays. Conscious of the delay and 
the projections, each of the MHOs has taken initial steps towards expansion 
such as orienting the captains of neighboring barangays about R&D and 
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inviting them to observe barangay meetings and V1S1t community projects. 
At the end of July 1979, during the mid-year evaluation, the MHOs agreed on 
the flow of activities or strategies that would be followed in their 
expansion efforts. This was based on their experiences and insights gained 
from the pilot barangays. The flow of activities in the social preparation 
of the barangay is shown in Illustration 3. Illustration 4 depicts the 
activities to be undertaken in the preparation of staff and selection of 
areas for expansion of the R&D. 

4. ANALYSIS 

A. Comparative summary 

A summary comparing development of community health before and after 
R&D was initiated in the pilot barangays follows: 

COMMUNITY HEALTH DEVELOPMENT THROUGH STH~:NGTH'mJ NG 
OF THE HEALTH CARE DELIVERY SYSTEM AND R&D 

BEFORE R&D 

A. RHU/Doctor's role 

1. People relied first on self
medication before going to indigenous 
healers; consulted rural health unit 
(RHU) for advance cases. 

2. RHU provided primarily curative 
services, without neglecting preventive 
aspects of health care. 

3. This fostered dependency on 
hospital service and medical care 
for the solution of health problems. 

PRESENT SITUATION 

1. Barangay network through unit 
leaders (UL) able to do 
surveillance of cases needing 
referral to RHU or for attention 
of municipal health office (MHO). 
Using simple indicators, each 
is kept informed of the health 
status of each member and when to 
consult UL or RHU. 

2. Emphasis on health development 
for healthy life through initial 
meeting of basic needs without 
neglecting curative aspects. 

3. Emphasis on meeting basic needs 
and community efforts to live a 
healthy life and not only to 
prevent diseases. 
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4. Dependence on RHU for external 
services, including disp£nsing of 
drugs. 

5. All cases came to municipal 
health officer (MHO) for help, thus 
overburdening the doctor's service. 

6. Consequently role of MHO limited 
to that of clinician. 

7. People dropped out from treat
ment regimen (e.g. pulmonary tuber
culosis, schistosomiasis) owing to 
lack of follow-up and unfamiliar 
climate in the RHU. 

Annex 8 

PRESENT SITUATION 

4. Strengthening capability of 
community to take care of their own 
problems including simple medical 
care. 

5. Development of referral system 
from community level and up through 
barangay network. Only serious 
cases needing MHOs attention are 
consulted, thus giving him more 
time for quality services. 

6. Role of MHO has broadened to 
those of leader, facilitator, 
trainer, community developer, 
ensuring community participation 
through development of the BN. 

7. Use of BN to reach every 
family, explain importance of 
early diagnosis and continuous 
treatment, perform immediate 
referral for the necessary health 
service and follow-up. 

B. Community organization and information system 

1. Generally no feedback mechanism. 

2. Lack of systematic collection of 
health data but depended primarily 
on reports of accessible patients 
who consult RHU or health centres. 

3. Compilation of abundant data but 
irrelevant to community needs. 

1. Established BN with ULs respon
sible for a number of families for 
adequate monitoring and communica
tion. 

2. Feedbacks are gathered system
atically through BN using the 
family sheets. 

3. More accurate data obtained 
through the family sheet. 
Consequently, awareness of health 
problems and of capability to solve 
these problems, making people 
responsible for their own health. 
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BEFORE R [, D 

c. Community participa'~ion 

1. Concept of health depended on 
perception of providers or agency. 

2. Planning was centralized from 
top to bottom. 

3. RHU set priority health problems; 
planned programmes and expected 
people to participate without 
adequate social preparation. 

4. Formal community leaders were 
mostly the ones involved in terms of 
orientation on the planned programme. 

5. People's role was primarily to 
receive the health service. 

6. Since programmes were imposed by 
providers, they usually resulted in 
unintegrated, sectoral programme, 
thus confusing the people. 

D. Approaches to health development 

1. Diseases were regarded as mono
causal treatment of which was the 
domain of health personnel. 

PRESENT SITUATION 

1. Concept of health/disease is 
taken from clients' viewpoint and 
synthesized; few simple indicators 
agreed upon and understood by the 
community. 

2. Families confer with ULs, who 
in turn meet with other BN leaders. 
Thus planning is not only top to 
bottom but also bottom to top. 

3. RHU dialogues with the 
community to identify their 
problems and needs and solutions; 
people are motivated to sustain 
programmes they evolved. 

4. Existing leadership pattern is 
tapped before actually reaching out 
to individual families; through the 
BN, the whole community is 
informed. 

5. People part1c1pate in the 
process of problem identification, 
planning, implementation and 
evaluation. 

6. Community knows its problems; 
When an agency comes in they are in 
they are in the best position to 
coordinate or fit in the programme 
and tap the agency as resource for 
their problems. Since problems 
are varied and complex, their 
solution has to be intersectoral, 
thus leading to an interdiscipli
nary health team. 

1. Acceptance of concept that 
a disease is not monocausal (e.g. 
diarrhoea), therefore need for 
intersectoral approach to solve it. 
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2, Monosectoral appcoach to solution 
of health problem. This led to 
single-role conventional type of 
professional manpower development, 
i.e. doctor, nurse, midwife. 

B. Phases of the experiment 

Annex 8 

PRESENT SITUATION 

2. Information system leads to the 
identification of complexity of 
health problems. This leads to the 
development of a worker with inter
sectoral orientation, who is able 
to work with community and other 
sectors, e.g. barangay and 
community health workers (BHW, CHW) 
trained by IHS. 

The Carigara R&D attempts to develop approaches for community health 
development. It involves the structuring of community involvement in the 
planning, implementation and evaluation of community health programmes 
primarily by changing the role perception of those involved from being 
either providers (health personnel) or recipients (community residents) of 
health services to one of active partnership. This approach calls for a 
sharing of responsibilities for health development by the government sector 
with the people by promoting their self-reliance and active participation 
in the identification and solution of community problems. To bring about 
the gradual transformation of the barangay members, two strategies used in 
this experiment are the establishment and use of a barangay network and a 
community information system. This transformation is being carried out in 
several phases: social preparation, implementation of community projects 
and expansion of operations. 

The social preparation phase includes these activities: 

(1) Orientation and motivation of the staff involved 1n the project. 

(2) Establishment of rapport with the community, initially through 
the barangay officials. 

(3) Collection of baseline data on various aspects of community life. 

(4) Presentation of results to the community and further eliciting of 
community needs and problems and priorities. 
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(5) Establishment of a community structure that serves as mechanism 
for a two-way communication network between the community and 
health personnel. This structure should preferably be an 
existing organization which appears to be functioning and 
effective. Through this structure, the community is organized 
for the purpose of introducing the concept of evolving, and 
participating in, developmental programmes within the community. 

The second phase consists of the planning and implementation of 
various activities that meet the expressed priority community problems and 
needs and serve as entry points for the people's participation. This phase 
calls for the integration of social and economic development activities 
that will contribute towards the attainment of a healthy life. Since 
health problems are not included among the community priorities, the 
barangay is motivated to consider these also. With the decision to develop 
a health programme as a component of a total development programme, the 
community is assisted in determining health needs and priorities and is 
establishing an information system for monitoring the progress of the 
community. The community is also motivated to develop and support 
indigenous health workers to serve as links to the health care system. 

In the expansion ~~e, the approaches developed in the pilot 
barangays will be implemented with or without modifications, to other 
areas, including possibly those outside of Region VIII. 

C. Social preparation 

The partnership approach to the solution of health problems 
presupposes the motivation and orientation for a change in roles and role 
perception not only by the community but also among the different levels of 
the health system. The latter traditionally plans the role of providers 
and the community the recipient. In this study, the social preparation 
phase has so far focused on the sensitization, strengthening and/or 
organization of both the existing health structure at the municipal level 
(MHO) and the individual barangays. Social preparation was not done at the 
higher levels and among the diff~rent sectors involved with the programme 
to assure common orientation and understanding of the concepts and 
approaches used in the R&D. Consequently, the MHOs, who on several 
occasions expressed problems and needs in programme implementation, could 
not always get the necessary moral and technical support from the Regional 
Office. 

D. Change 1n roles and functions of municipal health officers 

Previous to the study, the MHOs had been used to receiving their 
information and plans from "above". For the first time they were given the 
opportunity to plan a programme with their respective communities. Thus, 
the MHOs assumed additional roles aside from the usual follower/plan 
implementer. They are now also planners, facilitators, trainers, technical 
advisers, resource persons or consultants. 
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This change in roles necessitates their preparation to ensure that 
they have the necessary skills and have accepted their new roles to be able 
to perform these effectively and efficiently. Foremost among these skills 
are organizational, lead~rship and management skills in which they have not 
previously received training as technical persons. The need for these 
skills has been expressed by them and recognized by the R&D coordinator. 
Their training, however, has been focused mostly on the technical aspects 
of health problems while training on management has been repeatedly 
postponed. This perhaps reflects also the importance attached by the 
higher levels in the health system/organization to the need for 
organizational, leadership and management skills since these have not 
traditionally been part of their own training. Consequently the effects of 
inadequacies in these skills at various levels are manifested in the 
management of the barangay community health development programme. 

E. People's problems and needs as a priority 

There has also been a marked change in the perceptions of MHOs in 
relation to their roles in community health development. Having seen, in 
presenting the results of the quick survey to the barangay, that the health 
of the population is but on~ of the needs and choices of a community and is 
not regarded as priority, they were confronted with the problem of how to 
transform and create the demand for health services into a community need. 
They saw this as a precondition to ensuring that people agree to devote 
part of their resources to health. Moreover, they realized that the 
community's expressed priority needs and problems have to be initially met, 
but this should be done with their participation in the planning and 
implementation. Thus, the priority economic problems of high prices and 
inadequate income had to be met initially, and for this project such as 
swine raising and food production were undertaken through the facilitation 
of the MHOs in Jugaban and Balud. In another case (Jugaban), where water 
was considered as the main problem, the MHO had to intercede with 
government officials for the connexion of pipes and establishment of a new 
billing system for the barangay. Although the solving of such problems was 
not traditionally the concern of health personnel, gains obtained from 
their solution would actually contribute to the attainment of a healthy 
life by the people. 

F. Need for the integrated community health development programme 

Consequently, the MHOs were forced to expand their perspective and 
adjust their traditional roles from attending to strictly health problems 
to other related activities which affect the socioeconomic development of 
the community. Thus, by the end of June 1978, the Carigara R&D group had 
established a common frame of reference as a result of their experiences in 
the community, which prior to these sessions had not been made explicit: 

(1) Community involvement rests on the premise that people are 
responsible for their own health. 
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(2) Health LS related to multiple factors found in the environment. 

(3) Health development programmes spring from the felt needs of the 
people. 

(4) The partnership approach to this holistic VLew of health 
encompasses not only the relationships of health workers with the 
community, among themselves, but also with other agencies. This 
then necessitates a change in perspective from provider-recipient 
to a partnership framework in the health care system. 

Thus the MHOs and CCEH did not just play the role of a physician but 
they acted as community development workers, despi te thei r lack of training 
in this field. Consultations with their respective barangays convinced 
them that a community health programme would be viable only if it were 
viewed as a part of an integrated development programme. Instead of 
implementing individual health-oriented programmes separately, the MHOs 
in tegra ted the heal th programmes with other socioeconomic and cultural 
development programmes on appropriate occasions. 

G. Team approach 

Because of their lack of expertise in these new areas of involvement, 
the MHOs felt they needed time and training to integrate their involvement 
in community development in relation to health work as part of the 
intersectoral approach. They were also collaborating with agencies other 
than MLGCD. Other government agencies such as the Ministry of Education 
and Culture (MEC) and Ministry of Agriculture, were therefore involved at 
the local level. 

The MHOs and CCEH also relied a great deal on their community 
organizers, who served as link between the MHOs and the barangays. They 
played an important role in the social preparation of the community, 
including the compilation of the community profile. Working with the 
community organizers as a new member of the RHO team involved in the 
community health programme brought its share of problems. As late as 
June 1978, the community organizers believed that the programme was not 
community-based. Up to that time, the MHOs and organizers were not clear 
as to each other's roles. The organizers eventually resigned and were 
never replaced. Subsequently, the MHOs assumed the tasks of the community 
organizers although they were not trained for it. Participation of the 
rest of the RHU staff, on the other hand, has yet to be maximized. 
Engrossed with their involvement in R&D, the MHOs failed to develop the 
other members of the RHU team and effectively utilize their services. 
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H. Training and other inputs to community 

Up to this point, formal training given to the MHOs and CCEH was more 
ori:nted towards the development of their medical capabilities. Although 
the1r new roles and responsibilities called for more community work, for 
which they did not have previous academic training, they were only given 
orientation without organized training to develop organizational and 
management skills. As a result, weaknesses in the programme which they 
identified during the 1979 mid-year evaluation reflected mostly 
inadequacies in these skills. 

The limited organizational, management and training skills of the MHOs 
affected their inputs to the community (both network leaders and people). 
Community participation in the programme has been limited so far to the 
implementation of community activities. Although active community 
participation was also desired in the planning and evaluation of community 
projects, the MHOs had very limited knowledge and skills in order to 
maximize this. 

I. Strengthening/developing the community structure 

In order to relate to the barangay organizations, the MHOs tried to 
use the existing structure within each pilot barangay, whenever possible. 
Hence, the barangay network was either based on an existing network (as in 
barangay Balud) or a revised one as in the case of Canap. After 
establishing this structure, the most difficult problem expressed by the 
MHOs was how to get the barangay members to attend meetings, something they 
were not used to since they had previously simply accepted the decisions 
made by their barangay captain and/or counselors. 

Realizing that people had to become aware of their potential role and 
responsibilities as community members, the community organizers conducted a 
house-to-house campaign. In addition, the health officers adopted 
ingenious techniques, such as lotteries, to motivate the people to attend 
meetings. These techniques proved to be effective for a while and 
succeeded to the extent of getting people together and facilitating the 
expression of their problems and needs. Once they were gathered and given 
a good facilitator, the people could already be involved in the 
identification of solutions for their problems and decide on a course of 
action to take. The opportunity to do this, leading to the initiation of 
activities and projects on their own, has been provided in a very limited 
way as in the case of the mat-weaving skills training project in Canap. 
This activity has still a long way to go in terms of being developed into a 
viable economic project. Nevertheless, it proves that people's potentials 
can be tapped and developed but that there is a need for qualified and 
committed change agents to create an awareness of their situation and 
motivate people to act on their problems. This process however will not be 
complete until people are trained to acquire organizational and management 
skills and given opportunities to apply those skills. 
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The MHOs have been the primary focus of the Carigara experiment. 
Since expansion to other barangays is being planned, the need to involve 
more of the RHU staff becomes imperative owing to limitations in time and 
the large area of coverape of MHOs. Some efforts have been made by MHOs to 
inform their staff (nurse, midwife and sanitary inspector) of developments 
in the pilot barangays. To a certain extent some have been involved in the 
implementation of the quick survey, spot mapping, etc. However, some of 
them were unclear about the rationale of the programme, the strategies used 
and their roles, resulting in poor motivation for accepting the partnership 
approach to health development. To bridge this gap, a one-week seminar was 
conducted for the RHU and CEH staff. This is however insufficient unless 
continuing efforts can be made to increase their motivation and skills for 
working with the community. 

The MHOs involved attribute their enthusi:lsm for th ... study to tlwir 
participation in the planning process and independence in the development 
of the programme. The approach is viewed as a challeTl@l! as it "evokes the 
process from the recipients rather than feeds them the process". As 
research progresses and as experiences and insights are gained, the MHOs 
will feel even freer to tryout innovations. 

The progress of each pilot barangay has been variable. This may be 
attributed to the differences in approaches by the various MHOs and CCEH as 
well as to the differences among the communities themselves with respect to 
size, level of development, awareness of problems, geographical 
environment, etc. Community acceptance has been generally gauged as good 
and the projects have generated interest in all areas. 

As the barangay captain of Canap puts it, R&D is simple. He 
explains R&D to his community and to other barangay captains as the need 
to re-search for people's problems and needs and develop activities to meet 
these needs. 

5. CONCLUSIONS 

Health development may be used as an entry point to the general 
development of the community. Improvement in the health service alone will 
not be sufficient in view of the socioeconomic factors that affect the 
health development of the people. The scope of the work of the health team 
therefore cannot be limited to health matters alone but should necessarily 
be intersectoral. This accordingly calls for the development of a health 
team with various types and degrees of skills and knowledge, who come from 
various sectors of the community such as education, social services, 
agriculture, local government, etc. 
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To ensure sustained participation by the community in the community 
health development programme, adequate social preparation is needed, 
including the formation of a community organization such as the barangay 
network that will serve as a mechanism to ensure a partnership between the 
community and the government and private sectors in the planning and 
implementation of the programme. 

The change in role and functions of the MHOs necessitates an analysis 
of the tasks they perform, the skills and training needed to enable them to 
perform effectively and efficiently. Some of these skills are in the areas 
of organization, leadership, management, training and facilitation. 

Social preparation and management training 1S needed not only by the 
rural health team but also by the higher levels to ensure common 
orientation and maximum support to the community health development 
programme and to the rural health team. 
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THE PHILIPPINE HEALTH SERVICES SYSTEM 

Introduction 

We believe in the concept that health is a basic human right. Based 
on this concept, the government has provided and maintained an integrated 
and comprehensive health care to as many of the population as possible 
rather than to a privileged few. 

Our present health care services system emphasize preventive health 
care in rural health units and puericulture centres, and out-patient 
consul tation and ambulatory treatment as well as home delivery and home 
care to minimize hospital confinement or hospital bed demands. To provide 
adequate medical care to the greatest number of cases needing curative care 
services through a system of facilities (government and private) which are 
providing primary, secondary, and tertiary care services an effective 
two-way referral system shall be observed. 

The health facilities available to our people are distributed in the 
urban and rural areas and the type of adequacy vary according to which area 
they are located. The urban areas referred to are the cities, provincial 
capitals, large and developed municipalities, and the rural areas are the 
less developed towns and the barangays. In the urban areas, the type of 
health facilities found are health clinics, hospitals ,puericulture 
centres, rural health units, barangay health centres, medical centres, and 
diagnostic centres, both of the government and non-government sectors. 
Except for the medical centres and diagnostic centres, most of the health 
facilities mentioned above are also found in the rural areas. 

Health facilities under the Ministry of Health 

The general description of each health facility will enable you to 
identify their service, diagnostic, and treatment capabilities. 

(1) Barangay Health Stations (BHS) - This are the satellite health 
stations of the rural health units manned by a re-trained rural Health 
Midwifed. It is established at a strategic barangay to serve an 
average population of 5000 (usually the "catchment area" is composed 
of three or more barangays). 

The BHS delivers the basic health services, i.e., 
MCH-FP-Nutrition Health Education, Environmental Sanitation, control 
of communicable diseases, school health, dental health, simple and 
ambulatory medical care, normal deliveries, and first aid. The 
diagnostic services in the BHS consists of simple urine examination 
and collection of specimens - urine, stool, blood smear for malaria, 
and sputum smears which are forwarded to the RHU-Main Health Center 
for laboratory examinations. 
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(2) Rural Health Unit-Main Health Center (RHU-MHC) - The RHU-MHC is 
located at the poblacion of the municipality which is manned by a 
health team composed of the Rural Health Physician (RHP), Public 
Health Nurse (PHN), Sanitary Inspector (S1), and a Rural Health 
Midwife (RHM). The number of the RHU team depends upon the population 
of the municipality. 

The RHU-MHC delivers also the basic health services mentioned in 
relation to BHS. The treatment services are only on the outpatient 
and ambulatory type. The diagnostic services available in this type 
of health facilities are examinations of urine, stool (for intestinal 
parasites), sputum microscopy (for tubercle bacilli), blood 
(hemoglobin, CBS and parasite). 

In some municipalities, any of the following may be found 
available. 

(3) Community Hospital and Health Center (CHHC) - This is a health 
facility initiated by the Philippine Medical Care Commission which are 
established in remote municipalities. Its staff are appointed by the 
Medicare Commission, where they are situated in areas without RHUs" 
In areas where there is an existing RHU, the CHHC is staffed by the 
RHU personnel. 

The CHHC has bed capacity ranging from 10-15. Its serVice 
capability is the same as that of the RHU (basic health services), 
however, it does not only serve out-patient but also in-patient 
general care. The diagnostic service capability is also the same as 
that of the RHU, except for blood typing and x-matching. 

(4) Puericulture Center (PC) - This health facility, although 
administered by a Puericulture Center Board, which is composed mainly 
of members of civic and religious groups, is under the technical 
supervision of the MOH. It is staffed by a physician, nurse, and 
midwives appointed by the P.C. board, where a physician is not 
available, the RHP also serves as its physician. 

The P.C. has a bed capacity of ten or more, mostly for maternity 
cases. Its service, diagnostic, and treatment capabilities, however, 
are the same as that of the CHHC. 

(5) Emergency Hospital (EH) - This is a rural hospital with 25-50 bed 
capacity. It has a complete staff - Chief, Emergency Hospital, 
Resident Physicians, Nurses, Pharmacist, Dentist, Med. Tech., X-Ray 
Tech., etc. 

The basic health service!' rendered by this hospital are: MCH-FP
nutrition, health education, dental health, medical care (out-patient 
and in-patient), normal deliveries, and first aid. 
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The diagnostic services are more or less complete, i.e., urine, 
stool, sputum, blood microscopy and chemistry (NPN, BUN, urea, urine, 
and creative sugar and cholesterol), pathology (anatomic, microscopy 
of smears from urethra, throat, rectum, etc.) diagnostic radiology 
(chest, fracture, KUB, and IUP). 

General surgery and obstetrics and gynecology are also being done 
1n this hospital. 

(6) In the provincial capitals, you will find the Provincial 
Hospitals. The provincial hospitals usually have 100 beds which are 
fully departmentalized medical department, surgical department, 
pathology and bacteriology, radiology, out-patient department, etc. 
It has a complete staff relative to a hospital staffing pattern. 

The basic health services being rendered are the same as that of 
the emergency hospital. In comparison to the basic health services 
rendered in the RHUs, the hospitals do not deliver environmental 
sanitation, control of communicable diseases, and school health. 
Their diagnostic services capability is more adequate than that of the 
Emergency Hospitals, such as bacteriological examinations-culture and 
antibiotic sensitivity; other diagnostic examinations available are 
EOG and BMR. The treatment capabilities, particularly the in-patient 
medical care, includes general and specialized care in medical and 
surgical cases and physical medicine. 

(7) The next higher health facility than the Provincial Hospital are 
the Regional Hospitals usually located in the cities. It is a 300-bed 
capacity hospital with complete staffing. The basic health services 
capability is almost the same as that of the Provincial Hospitals, 
however, the diagnostic and patient treatment services capability are 
better than those found in the provincial hospitals. 

(8) On top of these various level of health facilities mentioned 
above are the medical centres found in the national level Metro Manila 
area. These are the specialty hospitals and centres with at least 450 
beds. It uses sophisticated medical technology requiring highly 
skilled staff and expensive equipment. Diagnostic services and 
treatment facilities are complete. They receive patients referred by 
the lower level facilities in the rural areas who need specialized 
diagnostic and treatment facilities which are not available in either 
provincial or regional hospitals. 
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ANNEX 10 

SAB-A BASIN PROJECT: AN INTEGRATED RURAL DEVELOPMENT MODEL 
FOR LEYTE AND SAMAR 

1. INTRODUCTION 

The Sab-a Basin Integrated Rural Development Project is concerned with 
the total development of man and his environment. It is based on the 
premise that people in rural communities who comprise at least 70% of our 
population, can be assisted to achieve some levels of self-sustenance. It 
attempts to demonstrate that government and private agencies in partnership 
with the people can integrate their efforts for the cultural, social and 
economic development of the rural population so that they may enjoy the 
benefits of science and technology. Towards this end, the Leyte Sab-a 
Basin Development Authority (LSBDA) was created by Presidential Decree 625 
on 26 December 1974 with the following objectives: 

(1) To integrate government and private sector efforts and resources 
for a planned development and balanced growth of the Sab-a Basin 
through the combined and harmonized pursuit of entrepreneurial 
and social objectives on a self-sustaining basis. 

(2) To reclaim swamps, waste land and water-logged areas and to 
m1n1m1ze the scourge of schistosomiasis and fascioliasis which 
are both endemic in the area. 

(3) To develop a food basket within the province of Leyte and 
Region VIII by increasing agricultural productivity; and 

(4) To provide a model for the development of agricultural estates. 

2. AREA JURISDICTION AND BASELINE SITUATION* 

The territorial jurisdiction of Sab-a Basin consists of seven 
municipalities of Palo, Sta. Fe, Alang-alang, Barugo, Jaro, San Miguel and 
Babstngon and the city of Taclobsn. 

*Source: Planning and Project Development Office, A Socio-Economic 
Benchmark Stud} (Manila, Ministry of Public Works, Transportation and 
Communications , 1975. 
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Sab-a Basin forms the northern periphery of the province of Leyte in 
Region VIII. With a land area of 88 600 hectares and population of 223 716 
and population density of 2.6 persons per hectare, the Basin constitutes 
14.1% of the total land area of Leyte and 4.13% of that of the region. 

About 84% of the Basin is level and partly water-logged while the rest 
are public forests. The productive portion of the Basin's agricultural 
area is only 62.4%. The plains are devoted to rice, diversified crops and 
coconuts. The average rice yield per hectare is only 49 cavans. The 
average coconut yield is one metric ton of copra per hectare per year or 28 
nuts per tree against the national average of 33 nuts. Tenancy farming 
contributes to low agricultural productivity and income. Eighty four 
percent of farms are small in size with 4 hectares and below. Rice and 
coconut farming practices are still primitive. Single cropping is common 
in many areas. Livestock industry is relatively undeveloped, lagging 
considerably behind its local demand. 

The socio-economic problem that have been identified 1n the Basin are: 

(1) Low income level with a median household income of P2456 per 
annum ($327.50). The labor force is estimated to be 55% of the total 
population with 63.2% reportedly employed; 68% being self-employed and 
12.8% paid workers. Low income in Sab-a Basin is caused by low 
agricultural productivity, inadequate irrigation facilities which 
service only 40% of the total irrigable rice lands; poor road 
network/transport system resulting in impaired flow of commodities and 
movement of people; low technology level as in the use of traditional 
cultural practices in farming; scarce employment and job opportunities; 

(2) No industries of economic consequence could be encouraged to be 
set up due to lack of water, power and road; 

(3) Labor force out-migration for economic reasons which accounts for 
the low density and population growth rate in the Basin; 

(4) Inadequate social services characterized by: 

a. Inadequate institutionalized manpower skills development 
training system suited to countryside youths, farm hands and 
other producers. 

b. Lack of youth and sports development services and 
recreational facilities especially in the countryside. 

c. Lack of housing services for the countryside dwellers and 
rural populace. While barrio houses are often scattered, the 
city of Tacloban is congested with the proliferation of 
squatters. 

d. Inadequate health service delivery system. There is a high 
incidence of upper respiratory tract infection. 
gastrointestinal diseases and complications caused by 
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malnutrition and unsanitary conditions in the Basin. 
Pneumonia ranks first and gastroenteritis with colitis as 
second for morbidity rates. Schistosomiasis is endemic in 
the entire basin. 

The Health Service Delivery System in the Basin consists 
primarily of a Rural Health Unit (RHU) in each municipality, 
manned with a medical team which serves an average of 28 221 
patients per year. Health facilities include the four 
hospitals with a total bed capacity of 525 in Tacloban and 
the Palo Schistosomiasis Control and Research Pilot Project. 

There is also an imbalanced distribution of medical 
staff. Professional health manpower are concentrated in the 
city while majority of the towns in the Basin still lack 
private medical and dental practitioners. A number of towns 
however, have drugstores with medicine for common illnesses 
purchased from Tacloban City. The bulk of their sales are on 
analgesics, antipyretics and treatment for wounds. 
Consequently, there is an inadequate supply of drugs for the 
leading illnesses such as influenza, Whooping cough, 
bronchitis, pulmonary TB and pneumonia. A greater proportion 
of "death without medical assistance" than "death with 
medical assistance" also exists. 

3. THE LSB DA CORPORATE PLAN 

To carry out its objectives, the LSBDA has three main functions: 

1. Governmental or Service Functions 
2. Corporate or Proprietary Functions 
3. Special Functions 

A. Governmental or service functions: 

The governmental or service function has three programmes: the social 
services, the barangay development and the administrative support services 
programme. 

The social services programme has four areas of concern namely: public 
education, public health, youth and sports development and housing. 

1. The public education project has two components: formal and informal 
training. 

2. The public health project consists of the training of Barangay Health 
Workers (BHWs) by the Ministry of Health and the University of the 
Philippines Institute of Health Sciences as well as the establishment of 
barangay health stations to serve the health needs in the various barangays 
of Sab-a Basin. 
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3. The youth and sports development project will hold sports competitions 
among the barangays of the Basin; establish parks and playgrounds and 
organize the youth for leadership development. 

4. The housing project will provide decent homes in structured 
communities to targeted clientele of the Authority namely: 

a. "kaingeros" or slash and burn farmers 
b. displaced tenants or landowners 
c. marginally producing fisherman 
d. urban squatters 

Th~ Barangay Development Program has three project areas, namely: 
resettlement, agriculture and agri-business. 

1. The Resettlement Project envisions three representative models, 
namely: new barangay, old but socio-economically depressed barangay and old 
but fairly improved barangay. The main objective is the development of the 
countryside barangays through the utilization of a separate strategy for 
each of the models. The lessons and experiences thus developed will be 
applied in the development of the 150 or so countryside barangays in Sab-a 
Basin. 

2. The Agriculture Projects envision the setting-up of Barangay 
Agriculture projects for the production of rice, rootcrops, fruits, inland 
fish and vegetables both as laboratory for manpower skills development and 
instrument for the creation of job opportunities for gainful employment in 
the barangay. The Ministry of Agriculture Agencies and existing programmes 
will provide technical assistance to these projects as lead cooperating 
agencies. 

3. The Agribusiness Projects aim at the setting up of barangay 
agribusiness projects for the production of poultry, piggery and 
livestock. As in the case of agriculture, agribusiness projects serve as 
laboratory for skills and entrepreneurial training as well as an instrument 
for the generation of job opportunities and greater income. Similarly, 
agencies of the Government provide backstop extension and technical 
supervision over these projects to ensure better performance. 

A more detailed description of the Barangay Development Programme 
appears in Section 5 hereof. 

The administrative support services programme of LSBDA is intended to 
backstop its social service through the provision of administrative and 
finance services. 
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B. Corporate or proprietary functions 

The corporate or proprietary function involves three industries 
development programmes namely: 

1. Cottage and small scale industries for the development of meat and 
meat products; agro-forestry; fish and fish products; vegetable rootcrops 
and fruits basin-wide. 

2. Light and medium industries development programmes envision the 
establishment and operation of industrial estates for feed grains farm, 
meat and meat products, feed mill project and agri-based processing 
indus tries. 

3. Large industries development programmes including wood processing, 
copper smelting and integrated deep sea fishing on industry-wide scale. 

The planning and implementation of these programmes are being 
undertaken by the Philippine Rural Development and Service Corporation, a 
wholly-owned subsidiary of LSBDA, either as the lead agency or with other 
LSBDA subsidiary companies organized to manage the projects in joint venture 
with relevant private sector groups. 

C. SEecia1 function 

There are three programmes planned for this function: 

1. Government projects coordination which envision the effective 
coordination of government activities in Sab-a Basin to attain planned 
development goals. 

2. Research and development that will continuously provide the 
implementors with the necessary and updated data that will assist them in 
planning and in the implementation of development programmes in the Basin. 
This function will be implemented primarily with the specific public and 
private agencies concerned as lead agency. 

3. Private sector projects coordination which envisions an orchestrated 
implementation of industry development projects to attain programmed goals 
of economic development. 

4. FUNDING 

To carry out its functions, the LSBDA has two types of capital funds: 

1. Capital funds for operations which shall be devoted primarily to the 
pursuit of profit-making or self-liquidating or at least "break-even 
projects". 
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2. Capital fund for social services which consists of grants, endowments 
and bequests from government and private sectors and administered as a 
trust fund for investment, the income from which shall be devoted to the 
financing of social benefits and/or public services to the population of 
the area. 

S. BARANGAY DEVELOPMENT PROGRAMME 

In consonance with national government policy, LSBDA opted for 
barangay development as its opening thrust since project operations started 
in 1976. As the smallest unit in our political system, the problems of the 
barangay influence the development of the entire country. Its people are 
veritable barometers, standards and indices of growth. Developing the 
barangays and improving the quality of life of its people means progress of 
the country-side and the nation. Hence the bulk of the LSBDA project is 
focused on the development of the rural barangays. 

The Barangay Development Programme (BDP) seeks to plan and implement 
at the barangay level, a multi-sectoral programme that encompasses the 
aforementioned functions of LSBDA, cognizant of the needs and aspirations 
of the barangay people. It encompasses agriculture, natural resources, 
industry, trade and tourism, social services and infrastructure and 
utilities. The programme involves the development of the local residents 
by mobilizing the community to participate in the implementation of all 
barangay projects. 

The BDP encompasses all the barangays within the Basin in three stages 
of operation: 

1. Phase I pilot projects are to be set up in four barangays within the 
Basin during the first year (1977) and will be operated for a period of 
three years. 

2. Phase II - evaluation period of six months to determine the 
applicability of the lessons learned from the pilot projects for possible 
replication in other barangays within the Basin. 

3. Phase III - replication stage undertaken immediately following the 
evaluation period. This will run for a similar period of three years 
followed by another evaluation. 

The LSBDA enters into a memorandum of agreement with other agencies 
who wish to manage a barangay settlement but with agreed upon established 
and operating policies, systems and procedures. 
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6. THE HEALTH SERVICES PLAN OF LSBDA 

The Health Services Plan is a major component of the Social Services 
Programme of the LSBDA. The plan operates within the framework of the 
Restructured Health ~are Delivery System (RHCDS) of the Ministry of 
Health. Basically, the RHCDS provides for health services through a system 
of facilities as follows: 

1. Primary care·: wherein basic health services are dispensed by Rural 
Health Units (RHU). Each municipality has an RHU manned by a team 
consisting of a physician, nurse, sanitary inspector and midwives. 

2. Secondary care: essentially medical services provided by the District 
hospitals. 

3. Tertiary care: medical services provided by the Provincial and 
Regional hospitals. 

In addition to the above, the Health Services Plan includes a 
Schistosomiasis Research Control Project (SCRP). 

For the initial phase of this 10-year Health Services Plan, 
development activities center on the Primary Health Care which involves two 
main strategies: 

1. The recruitment, training and utilization of Barangay Health Workers 
in communities which are inaccessible to existing health personnel and 

2. The establishment of Barangay Health Stations. 

The focus of such activities at present are the geographically 
isolated communities at the periphery of the forested and water-logged 
swamps of Alang-alang and Tacloban City. 

A. The Barangay Health Workers' services project 

The BHW services project is envisioned to provide medical and refp.rral 
services, assist in providing basic health education and improve sanitation 
and hygiene in the rural communities of Sab-a Basin. In addition, the BEW 
acts as community development worker. 

For a period of 10 years (1979-1988), a corps of BEWs will be trained 
and fielded in 150 barangays of their origin. 

The concept of Barangay Health Worker as evolved in Sab-a Basin 
characterizes the BHW as follows: 

1. A grassroot based community worker: a bonafide resident favorably 
recommended and endorsed by the barangay he is serving. 
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2. A non-professional health worker developed to fill the health manpower 
gap 1n the underserved/unserved rural barangays, hence: 

he 1S trained to extend the services of existing RHU personnel; 
he 1S technically supervised by the government health personnel. 

3. A member of a 4-man team of a BHW, a sociologist, an agriculturist and 
an engineer. The team represents the pool of catalyst/facilitators for 
community development. 

4. A multi-purpose-worker who generates people's participation 1n their 
own health and other community development projects as well. 

Since mid-l977, 5 BHWs who underwent a 6-months training at the 
Regional Health Training Center have continually dispensed health services 
in their barangays of origin, under the supervision of a nurse from the RHU 
or City Health Department. A BHW usually conducts 5-days, 8-hours clinic 
with an average of 5 to 6 consultations per day. He remains on call for 
emergency cases even in the evenings and weekends. 

Cases usually attended by the BHW are diarrhoeas, respiratory 
infections, parasi.tism, skin infections, malnutrition, snake and dog 
bites. He could also handle normal deliveries. In cases that fall beyond 
his competence, e.g., pulmonary tuberculosis, schistosomiasis, tetanus, 
pneumonia, dysenteries, abnormal pregnancies and deliveries and heart 
diseases, the BHW refers said cases to the barangay clinic. In emergency 
cases, he may directly refer such cases either to the RHU, Schistosomiasis 
Control Project, TB Pavilion or to the Provincial Hospital. 

Aside from curative work, the BHW provides promotive/preventive health 
services such as pre-natal and post-natal care, environmental sanitation, 
health education, mental feeding classes for preschool children, maternal 
and child health care, motivational campaigns in family planning and 
setting up of nutritional and herbal medicine gardens. Recording and 
reporting activities include birth and death registration. For laboratory 
examination, he takes charge of specimen collection such as sputum, urine 
and stools. 

As a community development adviser in his assigned barangay, the BHW 
assists the Barangay Brigades or organizes youths for sports and cultural 
development, settles political disputes. 

Initially, LSBDA provides the stipends for these BHW. A gradual shift 
in the source of support is envisioned as communities develop their own 
financial capabilities with the end in view of full support generated by 
the people themselves. 
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B. The Barangay Health Station 

The barangay health station (BHS) project seeks to establish 30 
infrastructures in strategically located barangays in the Basin within a 
10-year period starting in 1979. Each barangay health station will serve 
the health requirements ot at least 7 adjoining barangays within the Basin 
and attend to consultations, pre-natal services, delivery and other minor 
cases. 

This illustrates service complementation wherein the MOB under the 
RHCDS provides for one midwife to serve an aggregate population of 5 000. 
What the MOH lacks in infrastructure the LSBDA complements through the 
construction of barangay healtn stations as bases for these midwives. 

As envisioned in the plan, medical cases or situations beyond the 
competence of the BHW assigned at barangay level will have to be endorsed 
or referred to the nearest BHS with a resident midwife for appropriate 
actions. In the same vein those cases beyond the competence of the BHS 
will be referred to the Main Health Center of the RHU having jurisdiction 
or directly to any appropriate hospital or clinic, like the TB Pavilion, 
District or Provincial hospitals. 

The barangay health station is viewed as: 

1. an extension dispensary of an RHU and 

2. a community-based extension of the Population Commission and the local 
civil registrar, being a clinic of record of births and deaths in the 
locality. 

At present the BHS are housed in temporary structures providing mainly 
dispensary service. First to be transferred to its new site will be the 
BHS of Barangay San Paglaum. Services will be extended to cover: 

(a) 5 bed lying-in unit for emergency cases and as a rehydration unit. 
(b) nutrition and family planning clinic. 

The BHS will also function as a coordination center for the Barangay 
Health Workers and other community workers for the area. It is expected to 
operate by the end of this year. 

C. Schistosomiasis Research Control Project (SCRP) 

The SCRP has a fully equipped center and laboratory at Palo, Leyte. 
It conducts studies along case finding, treatment, health education and 
snail control. 

Suspected cases of schistosomiasis are referred by the BHW to the RHU 
which in turn refers these to the SCRP for work up. The RHU provides 
follow-up treatment and health education. For the control of snail, seRP 
starts with a survey and provides control measures which may include 
irrigation and drainage scheme. 
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At the barangay level these projects are being undertaken: 

1. The National Irrigation Administration has constructed two gravity 
river irrigation projects with a total service area of 5500 hectares of 
land to facilitate drainage and provide irrigation. 

2. Construction of water sealed toilets and foot bridges. 

D. Expectations from the Sab-a Basin Health Plan 

The full implementation of the Sab-a Basin health care delivery 
programme is expected to attain the following desirable health situations 
1n the next decade: 

1.. Primary Health Care 

(a) Existing BHWs will be trainers of other BHWs recruited in the 
area (Target 150 BHWs). 

(b) BHW in turn will train every family to actively participate in 
the maintenance of its health. 

(c) Corps of BHWs created will serve as a pool of prospective 
students for the UP Institute of Health Sciences. 

Hence the apparent gap between the professional health workers 
and the community, described as not merely geographic but 
socio-economic and cultural as well shall have been linked by a strong 
peripheral network of BHWs. The latter provide a dynamic link and 
serve as pivotal figures for the effective mobilization of people to 
participate in their own health care and development. 

2. Organized environmental sanitation scheme characterized by: 

(a) every home is provided with a water-sealed toilet and all 
communities with proper drainage system, in order to check the 
upsurge of intestinal, schistosomiasis and other diseases; 

(b) communities with "green belts" to promote the quality of air; 

(c) bio-gas digesters to recycle wastes for gas and fertilizer. 

3. Parallel network of infrastructures to complement the deployed 
midwives under the RHCDS. One BHS for every 5 barangays (target: 30 
barangay health stations); manned by a full time midwife with periodic 
medical visit by a doctor and staff. The BHS will attend to deliveries and 
other minor cases; maintain an easy system for recording births and deaths 
for immediate reference. 
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4. Reliable health data and information bank developed through research 
and development with the following areas of concern: 

(a) baseline health information through continuous data gathering to 
establish the rationale on how best to approach existing health 
problems in the Basin; 

(b) growth or economic capability of Basin families, particularly 
income levels and distribution and the sourcing thereof; 

(c) expenditure patterns to identify and record shifts and variations 
in the expense chart per family as regards food, clothing, 
shelter and other basic ~xpenditures, and 

(d) cultural, social and technical advancements. 

5. Increased health manpower capability consisting of: 

(a) one BHW in each barangay (target: 150 BHWs); 
(b) one midwife per BHS (target: 30 midwives). 

7. DEVELOPMENT PROCESS OF ONE PILOT BARANGAY 

For the first settlement and pilot barangay, Paglaum, the following 
development process was undertaken by LSBDA: 

1. A socio-economic survey was conducted to determine who will be the 
target beneficiaries as well as obtain baseline data for planning. 

2. LSBDA purchased the area and programmed the construction of 
infrastructure and provided water. 

3. Meetings were held with the identified target beneficiaries of 
"kaingeros" in the mountain where they lived, to convince them to come down 
and participate in the barangay development. 

4. The kaingeros who came down were given training by different 
government agencies on cooperative, vegetables and rice production, 
root crops and inland fishing. They were sent to various training 
programmes in the province and observed backyard cattle dispersal, use of 
ipil-ipil in cattle fattening. After the training in lowland agriculture, 
the kaingeros were organized into production teams to enable them to apply 
acquired competencies with an agricultural extension worker providing 
consultation. 

5. An elementary school and a rural development high school were 
established. Now in their third year of operation, 5 barangays are sending 
their children to these schools. 
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6. A BHW, Mr Magalona, was trained, together with five others assigned to 
other barangays for six months. The BHW is paid P350.00 per month and is 
provided with P50 worth of first aid type of medicine per month for 
dispersal. 

7. LSBDA planted bananas and citrus along the road. They assisted the 
people to organize a consumer store which would sell their primary 
requirements at prices comparable with Tac10ban market. The people were 
trained in cooperatives principles and management. They now own and manage 
the store and share in its profits. 

There are now 36 families in Paglaum in a land area of 132 hectares 
that can actually support 54 families. The average family size is 5.8 with 
an educational level of grade 6. the kaingeros were grouped into 4 
collective farm groups and have been planting for the past 3 cropping 
seasons. Their yield has gone up from 82 cavans to l03/ha. According to 
Mr Coritana, farmer leader in Paglaum, his per capital income per da7 
prior to going down to Paglaum from the mountain was 27 centavos. After 
Joining the farmers' group, this has gone up to ~1.34, being one of 
7 families cultivating 10 hectares. His barangay holds monthly meetings 
to discuss community problems and projects. Each of the 4 community 
groups has selected its leaders. Evaluation of group projects is done 
by the barangay leaders. Their objectives is to have sufficient food, 
have people happy and improve their conditions and interpersonal relations. 
In addition to collective farming, their barangay has undertaken the 
following community projects. 

1. Construction of barangay health center with materials coming from the 
Barangay Development Fund with people providing labor, sand and gravel; 

2. Construction of a 70-meter feet bridge by the community, at the 
initiation of the BHW, to prevent people from wading in the schistosomiasis
infested creek, with only the nails provided by LSBDA; 

3. Construction of water-sealed toilets; 

4. Mother's group put up a feeding programme for 2nd and 3rd degrees 
malnourished preschool children; 

5. Assisted the BHW in control of astray animals; 

6. Barangay beautification, cleanliness campaign; 

7. Fund raiSing for construction of center, chapel, purchase of medicine 
for the Batika sa Barangay; 

8. Patronizing and managing of barangay consumer store. 
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In addition to these projects, other changes that have been noted 
among the people in the pilot barangays are: 

1. Prior to BHW's training, 50 to 75% of the people consulted traditional 
healers; with the pres~nce of the BHW, 80% of all catchment population and 
100% of sick within the barangay proper consult the BHW. 

2. It is easier to gather people for meetings or seminar or other 
community activities. The regular barangay assembly also serves as venue 
for such activities. 

The programme has also its share of problems. Those encountered and 
expressed by the BHWs are: 

1. Inadequate supervision by the RHU or City Health Department; 

2. Lack of transportation leading to difficulty in referral of cases to 
RHU or hospital; 

3. Lack of health equipment/tools such as weighing scales, S/P apparatus, 
syringes and needles, scissors, etc. 

4< Inadequate knowledge and skills to meet other community needs. 

5. Not all parents are participating in community activities. 
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SUMMARY OF GROUP DISCUSSIONS ON THE RECOMMENDATIONS OF 
THE WHO EXPERT COMMITTEE ON THE TRAINING AND UTILIZATION OF 

AUXILIARY PERSONNEL FOR RURAL HEALTH TEAMS IN DEVELOPING COUNTRIES* 

Indicators or criteria by which the success or extent of 
implementation of such recommendations might be evidenced {drawn from 
discussions of both field visits and other country experiences} 

Recommendation No.1 --- -----
The Committee, recognizing that political commitment at the national 

level is a prerequisite for a successful PHC policy, recommends that WHO 
continue to promote such a commitment in all Member States. This 
commitment should be expressed through a continuous allocation of adequate 
resources, priority being given to the training and utilization of 
front-line and intermediate-level personnel for rural health teams in 
developing countries. 

Indicators/criteria 

1. Announcement of government e.g. policy on primary health care. 

2. Primary health care programme is included in the national development 
plan. 

3. Receives support of other ministries (for scarce national resources). 

4. Resource allocation is commensurate with need, e.g. money, manpower 
and the distribution of these. 

Compare with: 

(1) other sectors 

(2) within the health sector - e.g. urban curative high technology 
vs. rural primary health care. 

5. Project (limited area, population, time span) versus country wide. 
Programme (universal, integral part of system). 

6. Establishment of a managerial system or institution (may be new or 
existing) with clear responsibility for coordinating and implementing PRC. 

7. All ministries involved are coordinated at community level - i.e. 
intersectoral 

*WHO Technical Report Series No. 633. 1979. 
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8. Part of overall human development following the "basic needs" strategy. 

9. Problem identification and programme formulation is done by the 
community. 

10. Open-ended approach to implementation, Le. not rigidly "health" nor 
rigidly within health or any other sectoral activity. 

11. Involvement of non-government (private) sector. 

12. Existence of PRC workers, trained and fielded in appropriate numbers. 

Recommendation No.2 

The Committee, recognizing that the success of any PRC programme 
depends on the full involvement and participation of the community, 
recommends that Member governments encourage communities to take an active 
part in decisions on manpower needed to staff rural health teams, 
particularly at the village and intermediate levels. 

(Note: This discussion took a wider view of "community participation" than 
just the selection of personnel) 

Criteria 

1. There ~s an organization in the community actively responsible for PRC. 

2. Use of existing organization of community and its chosen leadership 
structure (Le. not a "new" organization imposed from outside). 

3. Clearly involves the poor (and other neglected groups) in 
decision-making. 

4. The community establishes the integration of activities of var~ous 
sectors. 

5. Members are actively involved in the primary health care activities. 

6. Community chooses persons for training and can also "recall" trainee 
(i.e. hire-fire). This includes choice of "outsider" where no community 
member is available/eligible. 

7. Community provides funds for PRC worker (even if limited). 

8. Expressed feeling of belonging by community members towards PRC 
activities. 

9. Continued involvement/commicment of community as evidenced by 
community action. 
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The Committee recommends that WHO encourage research into local 
community needs for an information system that will enable the community to 
participate in the PHC programme from an informed base. 

Indicators/criteria 

1. A sound information system should be a continuous process .and should 
have an organization (at the village level and higher levels) to support it 
in order to ensure its continuity. This system should however be viewed as 
part of a larger system. 

2. The purpose and importance of the information system should be 
understood by the community in order to get reliable feedback. 

3. With proper guidance from health professionals, the community should 
be encouraged to formulate questionnaires and be involved in the collection 
and analysis of data; arrive at a correct community diagnosis so that they 
become aware of their own problems and set their own priorities. 

4. For needs identified but not yet felt by the community, health 
education should be employed by health professionals to bring to the 
attention of the community the identified needs. 

5. Entry into the community requires communication and community 
organization skills. 

6. Health professionals need to re-educate themselves by learning from 
the community. 

7. Information systems should be able to stimulate action as well as 
self-assessment and to sustain motivation. 

Recommendation No.4 

A new attempt should be made by WHO to revise existing definitions of 
the word "auxiliary". A definition should be based on the competence 
attained through educational programmes which are themselves based on 
activities that such personnel are intended to perform. The definition 
should mention team work, in which such personnel play an important role. 

The Group did not see the need to discuss this point further as a 
universal formula cannot be developed. Governments could use their own 
definitions as long as they convey some sense of function. 
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Recommendation No.5 

The Committee, recognizing that PHC workers are not always classified 
and accepted as essential members of the health team, recommends that WHO 
promote the development of approaches that may be adopted by countries to 
reinforce the health wcrk~r's status (or "image") in society by ensuring: 

training relevant to the job functions to be performed; 
quality of service through effective management of personnel; 
job security with career possibilities; 
job satisfaction, including adequate financial remuneration; and 
working conditions that ensure continuity of service. 

Indicators/criteria 

1. Criteria laid out for the recruitment of health workers should take 
into consideration minimum educational qualifications, entry attitudes, and 
acceptability in the community. 

2. Indicators that the health worker is accepted include: their 
designation is appropriate to job functions; health workers are recognized 
as front-line workers. 

3. Job functions of health workers should be defined before training 
programmes are formulated so that training that is competency-based is 
based on job functions. 

4. Training curricula should be based on job functions to be performed by 
health workers to meet the health needs of the community. Enough 
flexibility should be provided so that additional training which 
appropriately meets the dynamic needs of a changing community health status 
can be given. 

5. Training programme should provide an opportunity to health worker to 
improve/ungrade his skills. Lateral entry model into further skills 
training, such as that of the Institute of Health Sciences, University of 
the Philippines System, is an example of this prov~s~on of opportunity. 
Modifications according to local requirements should be considered. 

6. Health worker is provided with minimum living and working conditions 
as follows so that he may effectively discharge his duties: home within his 
area of responsibility; simple basic kits he may use; remuneration 
commensurate with responsibilities. 

7. Opportunities for position promotion are built in with the work 
conditions. 
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Recommendation No.6 

The Committee recommends that countries take into account various 
historical, psychological, sociological and scientific factors when 
developing a rural health team in order to ensure that the composition of 
the health team (particularly in so far as front-line and 
intermediate-level personnel are concerned) is appropriate to overall rural 
development objectives. 

Indicators/cr~teria 

1. Health worker is considered a member of overall rural development team 
with strong linkages and coordination ties with other rural development 
workers evident. 

2. There is evidence of complementation of efforts between health worker 
and other rural development workers. 

3. Rural development plans include plans to meet community health needs. 

Recommendation No.7 

The Committee recommends the development of educational programmes for 
front-line and intermediate-level health personnel that are relevant to the 
priority health needs of the community. 

Indicators/criteria 

1. The health worker is recruited from his village. 

2. Appropriate techniques for teaching are evident: geared to develop 
desired functions or competencies; practical strategies include extensive 
field work; take into account local practices, customs, beliefs, 
traditions, techniques, strategies utilized and affordable by each country. 

Recommendation No.8 

Training courses should be organized for teachers of PHC personnel at 
national, regional, and international centres to increase their numbers and 
to improve their competence. National and WHO regional teacher-training 
centres could provide suitable bases for initiating such action. Selected 
universities might also have a great potential for developing courses for 
the training of teachers. 

Indicators/criteria 

1. Social preparation of health and health-related personnel in addition 
to teachers of PHC is essential. 

2. Different innovative training approaches (e.g. group dynamics, regular 
staff meetings, continuous interaction, exposure to other health-related 
problems) should be utilized in the training. 
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3. Training contents should enable trainers to meet various community 
needs, e.g. community organization skills, economic skills suitable in the 
area, management skills. 

4. The team of trainers should be interdisciplinary. 

5. International sharing of experiences for key personnel who can adapt 
learning to local situations. 

6. Experience sharing at national level for intermediate level staff. 

Recommendation No.9 

Recognizing that management is a key factor in the optimum utilization 
of available resources, the Committee recommends that, in order to make the 
management of rural health teams more effective, intermediate-level personnel 
be used by the health service system to facilitate communication, as well 
as for educational and supervisory purposes. 

Indicators/criteria 

1. Use of the government rural midwife in the management of the most 
peripheral level of health care delivery. 

2. Role of the government rural midwife includes communication between 
barangay network and rural health unit (RHU) , and education of the barangay 
health worker (BHW) and community, but she has to acquire supervisory 
skills first before doing supervisory work. 

3. Physicians should not be utilized in the superv1s1on of barangay 
network in order to be cost-effective. They are not sufficiently available 
because of limited numbers and heavy workload. 
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GROUP REPORT ON THE ROLE OF RURAL HEALTH TEAMS AT COMMUNITY LEVEL 

The Group, in its discussion of this subject was guided in its 
deliberations by the following criteria: 

1. Definition of problems 

The health team has to: 

(a) identify the health status of the community; 

(b) collect, analyse and process community information relevant to 
health development; 

(c) identify cultural and socioeconomic factors which affect 
community health status; 

(d) identify the resources available 1n the community for health 
development; 

(e) act as catalyst in helping the community identify its own 
problems and felt needs. 

(f) define community strengths and weaknesses in developing 
self-reliance. 

2. Formulating programmes 

In accordance with the field visits and country experiences, the Group 
agreed that the following should be the role of health team as far as 
programme formulation is concerned: 

(a) Prepare/present alternative health or health-related programmes 
to the community - the idea is not to impose a programme on the 
community without giving an alternative choice. 

(b) This will enable the community to arrive at an appropriate health 
programme within the available community resources. 

(c) The community should then be engaged in formulating their health 
programme with guidance from the health team. 

(d) Engage other sectors as required in formulating health 
development programmes within the community. 

(e) Facilitate/guide the community (from the planning, implementation 
and evalution stages) in deciding on and developing its health 
programme. 
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3. Supervision 

The very use of this term provoked a great deal of discussion within 
the Group. 

However, the final consensus was that it should be educational and 
corrective rather than a superior to inferior, ordering process. The 
supervisor (the health team) -

(a) should be the trainer of the community. 

(b) should help 1n solving problems. 

(c) should help the community in its communication with higher levels 
in the health system. 

(d) should establish linkages with other sectors. 

(e) supervision includes technical superv1s10n - (i.e. monitor use of 
appropriate health technologies). 

4. Logistics, health team/community 

(a) Mobilization of community resources is one important function of 
the health team. 

(b) Since some materials may not be available within the community, 
the health team should facilitate procurement of logistic support 
from outside the community. 

(c) In this connexion, the health team should obtain and provide 
appropriate health technology and resources for the community 
based on felt needs. 

(d) Health team should ensure efficient and effective development and 
utilization of scarce community resources (institution of 
auditing of stores, etc., to be built-in safety valve) to meet 
community needs. 

5. Health development technology 

(a) LOW-cost appropriate health technology should be introduced to 
the community to encourage the utilization of local materials 
which can do the same job and avoid waste of scarce resources. 

(b) The point raised in item (a) above leads to the development of 
appropriate local technology, e.g. use of herbal medicine, use of 
ox carts for transportation, tools, methods and procedures which 
facilitate health development. 
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6. Coordination 

(a) The Group felt that coordination at the intermediate level should 
be intersectoral and multidisciplinary in order to facilitate 
technological resource support for community health development. 

(b) In the same way coordination within the community health team is 
also considered important if every member is not to do his own 
thing. 

Cc) There is a need to establish and strengthen coordination with the 
intermediate level of the health system and develop cooluin~ted 
mechanisms where necessary. 

Cd) The idea is to minimize fragmentation of sectoral support for the 
community, e.g. in one group member's country, the health 
departmen t 's target group was children of 0-5 years of age for 
immunization; the community development service day-care centre 
caters to children of 5-8 years old, the Education Department 
aims at children belonging to the 8-12 years age group. 

(e) In order to avoid such fragmentative approach, the health team 
needs to maintain a constant dialogue with the community and 
other agencies. 

Cf) The health team helps maintain community health development 
priorities based on community coordinated policies. 

6. Health development team community level 

6.1 Referrals 

Ca) The definition of this term alao provoked some discussion. 
However, the Group finally agreed to give it a wider context than 
mere transfer of patients from health centre to hospital, etc., 
but rather a referral of intersectoral problems and issues to 
other agencies/higher levels. 

(b) Establish linkage with other sectors. 

(c) Maintain intersectoral linkage. 

Cd) Provide feedback to community on results of referrals. 

Ce) Discussion of the screening of issues/problems for referral 
generated some interesting country experiences where checks and 
balances are instituted to avoid over/under referral. 

CO Ensure that referrals are effectively transferred to receiving 
agent/organization. 
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7. Role of intermediate level in support of rural health team 

(a) Ensure that health team has clear criteria for referrals. 

(b) Maintain monitoring and referral systems by the health team. 

(c) Maintain continuous training of the health team to ensure 
continued efficiency and effectiveness and community competence. 

8. Approaches for preparation of health teams for implementation of PHC 

(a) Initiation of experience-based training process in a specified 
area. 

(b) Develop communication and community organization skills. 

(c) Provide relevant materials and opportunities for self-education. 

(d) Support sharing of learning and experiences. 

(e) Use "trained" health development team worker to develop workers 
in the community. 

(f) Provide health team members with cultural orientation related to 
his/her area of responsibility. 

(g) Ensure that provision is made for relevant technical training. 

• 
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CLOSING REMARKS BY DR H. NAKAJIMA, REGIONAL DIRECTOR, 
WORLD HEALTH ORGANIZATION, REGIONAL OFFICE FOR THE WESTERN PACIFIC, 

AT THE INTERREGIONAL WORKSHOP ON THE DEVELOPMENT OF HEALTH TEAMS 
IN RURAL WORK, TACLOBAN CITY, LEYTE, PHILIPPINES 

22-27 OCTOBER 1979 

The last half of 1978 and the first half of 1979 was a very 
significant period for the whole world, because it was during this time 
that three important documents were published which obtained worldwide 
approval. These documents reflect the concern of man for his fellowman, 
the concern of countries for the welfare of other countries, both developed 
and developing, and the concern of international agencies for all 
humanity. I refer to the recommendations and declaration approved during 
the International Conference on Primary Health Care, held at Alma-Ata in 
September 1978, the Buenos Aires Plan of Action for Promoting and 
Implementing TCDC, adopted during the United Nations Conference on 
Technical Cooperation among Developing Countries, held also in September 
1978, and the document entitled "Formulating strategies for health for all 
by the year 2000", which was adopted by the Thirty-second World Health 
Assembly in Hay 1979. 

Now, however admirable these documents may be, they will be to all 
intents and purposes valueless, at most nice additions to our proliferating 
archives, unless governments go beyond the stage of paying lip service, 
however enthusiastic, on the occasion of various international meetings, 
and, instead, give them their full meaning and significance by taking the 
necessary steps to implement their recommendations; unless that is to say, 
governments are willing to take risks by trying meritorious innovations 
instead of adhering to the well known acceptable but ineffectual 
traditional approaches. 

Among the principal requirements in our national and global efforts to 
achieve health for all is the provision of the necessary health manpower to 
meet current and future challenges of the time. An important first step 
towards the materialization of this requirement was completed in 
December 1977 when experts from various countries and organizations 
representing different disciplines came out with the Technical Report 
Series publication No. 633 entitled Training and utilization of auxiliary 
personnel for rural health teams in developing countries. I am aware that 
this document is the principal guideline used in this Workshop. As you all 
know by now, the report made 9 recommendations, 4 of which were directed to 
WHO, 1 to Member States,and4toboth Member States and WHO. These dwelt on 
governmental commitments to the training and utilization of front-line and 
intermediate-level staff, community participation, research, terminology, 
enhancement of health workers' status, factors to consider in developing 
teams, education and training programmes, and management. 
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As one reads this document, one cannot help feeling that it is 
constantly exhorting countries to be realistic, to utilize the appropriate 
approaches and technologies in contending with these problems, and to be 
self-reliant. 

In this Workshop, one of our principal expectations is that, after 
participating in the discussions, exchanging views and experiences, and 
making careful observations, participants will form their own judgement as 
to how they can best assist their country in promoting, formulating, 
implementing and evaluating a programme for the development of health teams 
in rural work. As a case study, we have used the "Tacloban experience", 
but this should not be interpreted as a general prescription for all 
countries. It was only shown as an illustrative example, for you to learn 
as much as you can from it and to relate such lessons to your ongoing or 
planned activities within the context of your own countries. And as we are 
now in the concluding stage of this Workshop, I wish to remind you that 
WHO's collaboration in this particularly important field does not end 
here. On the contrary, we hope that this Workshop will generate more 
enthusiasm and provide the opportunity for further collaboration. 

In closing, I would like to reiterate the gratitude of WHO to the 
Government of the Philippines for acting as host to this Workshop, and its 
appreciation of its admirable preparation and hospitality. Particular 
mention must be made of the Director, Regional Health Office of Region VIII 
and her staff, the Institute of Health Sciences and the R&D staff, the 
Sab-a Basin authorities, the people and provincial government of Leyte, and 
the City Government of Tacloban and Municipality of Palo. WHO would also 
like to thank the governments of the participating countries for the 
opportunity given to it to contribute in a small way, through this 
Workshop, to their efforts to improve the health status of their people. 

This Regional Office would also like to thank Headquarters and the 
other WHO regions for selecting it as a partner in this worthwhile 
endeavour. Last but not least, our thanks go to DANIDA, not only for 
supporting this Workshop, but for supporting the Tacloban project and other 
such projects in different parts of the world. May they continue their 
excellent work of promoting the welfare of mankind. 
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