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SYNOPSIS

Recognizing the widespread need to use partially-trained health
personnel that exists in the under-developed countries today, the
author discusses general principles for selecting the appropriate
categories of auxiliary health workers to meet individual needs,
together with ways of utilizing their services to the best advantage,
bearing in mind always the ultimate goal of comprehensive health
services, staffed by fully-trained professional workers.

The value to be derived from establishing some degree of com-
parability in nomenclature and classification of health workers is
self-evident. After analysing several types of such staff, the author
advocates a departure from the more usual method of classification
by function alone, in view of the fact that there is frequently a wide
disparity from one country to another in the work done by similarly
designated personnel. He suggests as a possible substitute, a method
of classification by functional categories, at the same time taking
account of general education and technical training. This method is
likely to be more helpful for assessing a country's needs and for
purposes of international comparison.

The many scientific and technological advances of this century have
caused society to rely, in many facets of daily living, on the highly-trained
professional worker. This dependence is willingly accepted both by the
people and the expert, and nowhere more conscientiously than in the field
of health. In the " well-developed " countries, communities have come to
expect that health services (both curative and preventive) will be rendered
by professional workers who have received the best education and training
that the modern world can make available. The development of such a
skilled technical and scientific corps has generally gone hand-in-hand with
economic progress, so that even superficial examination reveals a positive
correlation between the degree of a country's " development " and the
level of training of its professional workers.

* This article will also be published, in Spanish, in the Boletin de la Oficinma Sanitaria Panamericana.
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In many " under-developed" countries, partially-trained persons are
entrusted with tasks which have come to be considered as those which
fully-trained professional workers should do. This must not be regarded
as indicating or implying that incomplete or makeshift services are " good
enough" for the people of such countries, It means merely that they are
in course of developing, and that what we now observe represents today's
stage of this development.

Considerable attention has been paid to the problems of classification
and nomenclature of health personnel, and to the training which they
should have in order to be able to render the kind of services their particular
communities need. This paper attempts to present a classification which is
general enough to avoid interference with any country's existing system of
health services, and yet specific enough to permit of reasonable comparisons.

Nomenclature

In this discussion, the expression " auxiliary health worker" refers to
the partly-trained or partly-qualified person who performs tasks which are
generally entrusted to fully-qualified professional workers, but does not
include the persons who comprise professional categories of their own,
such as laboratory technicians, X-ray technicians, etc., better described as
the " ancillary professions ". Because these latter groups supplement the
work of physicians, public-health engineers, and other health workers, they
are often confused in terminology with the " auxiliaries".

These two categories of health workers should be clearly distinguished,
one from the other, in any analysis of health and medical services. The
adoption of these terms-auxiliary and ancillary-with the differentiation
described above (already well on its way towards acceptance) will go far
towards clarifying the whole position.

The Principle of Substitution

It is characteristic of the professional worker that his training tends to
be lengthy, especially when superimposed upon an adequate general edu-
cational background. Such training, simply because it is longer, is expensive,
but the necessity of providing special institutions and equipment for this
purpose makes the process even more costly. Furthermore, the financial
demands of a fully-trained professional worker may be more than an
" under-developed " community can pay. In other words, not every society
can afford to invest in the fully-trained professional worker for the per-
formance of all the functions in his particular field, but must resort to the
partially-trained worker.

In addition to the factor of economics, the degree to which a population
is ready to accept a highly-trained scientist into its society and to make
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full use of his services will help to determine the kind of worker best suited
to that society. If he is drawn from the community and is part of its social
structure, he is in an excellent position to understand his people's religion,
customs, way of living, and so on, all of which admittedly have a bearing
on conditions of health and disease. -An outsider may come to such a
population well equipped to render scientific services, but may find himself
under certain disadvantages until he identifies himself with the group
among which he lives and works. This question of socio-cultural integration
is perhaps the most complex and important consideration of all.

It is clear that highly-trained professional workers can be produced in
numbers adequate for the needs only where there is an educated population.
The base of the pyramid representing education must be broad enough to
permit sufficient numbers of persons to rise to the level where they can
enter the professional ranks. In other words, general education is closely
related to the whole consideration of health services and the personnel who
furnish them. Other factors, such as communications, housing, and
transportation enter into the picture as well.

Therefore, in many countries where the fully-trained professional health
worker cannot be utilized to perform the health services the population
needs, owing to cost of training, or to the time necessary to undergo training,
or for socio-cultural reasons, partially-trained workers have been developed
instead. It may be re-emphasized, at this point, that while ancillary health
workers complement and supplement, auxiliary personnel substitute.

The Principle of Temporal Values

As history has demonstrated, the status of a nation does not remain
static. What is an under-developed country today will be a well-developed
country tomorrow. Hand in hand with economic progress come advances
in education, health, social development, etc. The transformation of a
society into the complex community of the twentieth century (or perhaps
the twenty-first) will bring with it increased demands for highly-trained
workers in all fields, including health. When this phase comes, the partly-
trained health worker of today will prove to be inadequate, and higher
standards of preparation must be envisaged from the outset. One need only
recall the scientifically-primitive health worker of 50 years ago in what is
now a " developed " country to permit one's thoughts to project into the
future.

In other words, although today a country can afford only auxiliary
workers in place of professional health personnel, a time will come when
standards of education and training will improve. Through this step-by-step
progress will evolve the fully-fledged professional workers of tomorrow,
in a process not dissimilar from that which occurred in the present " deve-
loped" 'countries-a form of " accelerated history ". It is, therefore, impor-
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tant that certain definite stages of development be outlined, so that a
country can look forward to its own next step. Emphasis should be placed
on the values which dictate in each community the temporary (with finite
implications) need for auxiliary health personnel.

The Principle of Individual Applicability

The needs of each population group are different, and the means for
discovering and meeting these needs must necessarily vary from one place
to another. Not only the actual measure of health and disease conditions,
but also a country's economics, religion, education, cultural patterns, etc.,
will determine the manner in which it will attempt to meet its health prob-
lems. Included in any design for its proposed undertakings will be an
ingredient which describes the kinds and numbers of personnel necessary
for the task, as well as where, when, and in what manner such workers will
be utilized. Upon all of this " public-health intelligence " will be based an
outline for the training of categories of workers who can best do the work
in that community. Therefore, no universal recipe for adoption by all
countries can be evolved. The best that one may expect is a set of general
principles which each country can modify to fit its own conditions.

In this paper, therefore, it is hoped only that a discussion of principles
and an analysis of several types of personnel will help towards some clarifi-
cation. Perhaps we may find, for example, that the feldscher of one country,
the medecin indigene of another, and the commune doctor of yet a third are
practically the same and may be considered comparable in a kind of un-
official international vocabulary. There is no intention here of imposing
an arbitrary system nor of promoting a uniform terminology to supplant
those now in use.

The Principle of Supervision

It has often been repeated that auxiliary personnel should work only
under supervision, and theoretically no sound health expert would disagree.
The health authorities who are responsible for putting this principle into
practice should consider carefully: (a) the conditions under which such
persons will work; (b) the techniques with which they are armed; (c) the
question of professional ethics; and (d) the meaning of supervision. The
ensuing discussion is not to be taken as opposition to this viewpoint, only
*as an attempt to promote its adequate implementation.

The imposition of a system of supervision upon any corps of workers
means that they form part of an administrative set-up of some kind. In the
case of health workers, the implication is that they will operate within a
salaried health and/or medical-care organization rather than in private
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practice. In fact, it has often been advocated that auxiliary personnel should
be utilized only within a system of health services and should not be per-
mitted to engage in private practice. In this connexion, it should be borne
in mind that differences exist among the professional categories, that is,
some health workers have operated traditionally within a system of private
practice, whereas others have generally been employed by an agency
providing health services of some kind. The same conclusions and decisions
about conditions of work do not necessarily have to be made with respect
to auxiliary workers as would be applicable to the professions for whom
they substitute.

The partially-trained worker of today is equipped with an armament
such as was beyond the reach of the best professional worker in the world a
century ago. In the field of medicine, for example, if an attendant can
appreciate how plasma has supplanted venesection as a therapeutic measure,
if he has a concept of sepsis and is equipped to use antibiotics, and if
immunity-producing materials are available for him to practise preventive
work, then already the people under his care are blessed with benefits denied
even to monarchs and millionaires of a bygone era. It is, of course, the just
due of every individual in the world that he should enjoy the fruits of
today's scientific advances in as full a measure as can be made available to
him. Higher standards of training in all communities will give the health
worker a larger proportion of this scientific and technical knowledge, and
good supervision will help him to utilize it more accurately and with greater
diagnostic and therapeutic discrimination.

The attitudes within a society influence the health services which are
available to it. Ethical standards vary both in kind and in degree, and
attempts should be made to raise levels in this respect as well as in scientific
matters. It is true that supervision will tend to improve practice where
partly-trained workers are ministering to " under-developed " societies, but
the foundations for good standards should be laid during the training period.
An instructor motivated by the traditional service ideals of his profession
can, in his frequent contacts with the future auxiliary worker, begin the work
that the supervisor will continue with the field worker. In order to make
supervision easier and more effective, the training of the auxiliary worker
in social values should be carefully planned, and contacts between instructors
and supervisors should be facilitated.

Supervision invariably includes such closely interrelated elements as

(1) guidance in technical matters (teaching);
(2) understanding of personal relationships, especially of an employer-

employee type, and development of the kind of relations that will produce
the best working environment (practical psychology); and

(3) planning, directing, and co-ordinating the work of the unit or
group (administration).
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The competence of a supervisor of auxiliary personnel in technical
matters is, of course, a prerequisite for his appointment as such, but often
his ability to transmit knowledge is not analysed as carefully as are his
professional qualifications. As for his psychological aptitudes and ability
to create an atmosphere within which the auxiliary worker will work
competently, much depends upon the supervisor's own personality and his
attitude towards the " sub-professional worker ". Administrative concepts
and methods form part of the background of a supervisor of professional
and/or sub-professional activities in so far as he has been exposed to them
in his previous training and experience. In other words, to have adequate
supervision in a system of health services, a country must be able to train or
select as supervisors those individuals who have the qualities or poten-
tialities discussed above.

We may therefore conclude that the statement " auxiliary workers must
work only under supervision " should be accepted in the light of conditions
existing in a particular country. The inauguration of a system of this kind
requires careful planning and analysis of all the factors involved, only a
few hints of which have been given here. Before initiating such a scheme,
one must consider what may be its logical, though perhaps, at present,
theoretical, sequelae. If the auxiliary health worker is a temporary substitute
for the fully-qualified professional, criteria for determining when and how
and under what circumstances supervision shall be dispensed with or cut
down must some day be analysed.

Classification

There has been a perplexing lack of uniformity in the designation of
auxiliary health personnel, not because there are as many inherent differ-
ences as there are titles, but because no consistent system of analysis has
been utilized. Some workers are known by their job descriptions (such as
vaccinator, DDT-sprayer, health visitor, and anti-plague propagandist),
some have titles deriving from the major functional field (such as indigenous
doctor, assistant nurse, village hygienist, and health educator), while others
are called by terms which have only local meaning and application (such
as feldscher, djurupatek, dresser, and mantri). In one country, workers
previously known as " assistant doctors " were re-classified as " male
nurses" without any change in functions, thus introducing a further
confusing note.

Auxiliary personnel might be classified on the basis of their education
and training, in accordance with the qualitative and quantitative scales set
out in the attached key chart (see Annex 1). An auxiliary worker would
thus be established within a vocational (and, incidentally, social) level and,
if an opportunity arose, would be in a position to improve his status through
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his own efforts. If classified by job description, the status of a worker is
temporary and uncertain, being subject to alteration by assignment to
another type of work. Furthermore, from an international viewpoint, a
job description in one place may have no comparable meaning in another.
A vaccinator, for example, may refer in one community to a person trained
in cleansing the skin and inserting a stated amount of a certain substance in
a particular manner. In other places, the physician is the only health worker
considered qualified to perform this operation. In yet another country,
nurses may act as vaccinators. In all these instances, a description by educa-
tion and training, such as " medical technician assigned to vaccinating",
or " physician ", or " nurse ", would be more easily understood than the
term " vaccinator ".

The qualitative scale (horizontal in the key chart) represents some of
the standard functions which have been devised for meeting certain human
health needs. Although the columns here proposed are discrete, it is not
uncommon, at any level, to find some overlapping of functional lines. For
instance, a medical worker might perform an occasional nursing function
or even give advice on a problem concerning environmental sanitation,
whereas in certain societies midwifery work would occupy much of his time.
Similarly, a " nurse " may perform certain functions in other categories,
and, likewise, a "sanitation worker" or "midwife ". The categories set
out in the key chart emphasize the major, but not exclusive, element in
the training of the particular health worker.

An auxiliary worker may be trained for two or more functions, as
nurse-midwife or sanitarian-dresser, for example, depending upon condi-
tions. If a community can afford only one individual to devote himself
to health services as his vocational calling, it may be necessary to provide
a worker with training in several functional categories. The proportion of
time and extent of study devoted to each category would then depend upon
the relative needs of the country, as determined by an adequate health
survey. (Needless to say, the latter can be carried out only by a professional
expert in public health.) Accordingly, the lines between the functional
categories are intended to depict flexibility and possible overlapping.

The first column might also be presented as two categories: " medical
functions-curative "; and " medical functions-preventive "; and the same
applies to most of the others which go to make up a complete qualitative
classification. In view of present trends in this respect, however, the integra-
tion of both attitudes into the same worker should take place during the
training period for all levels. In the field of medicine, for instance, the
preparation of the highest level worker has been traditionally curative, but
latterly has included an ever-increasing component of preventive work.
At lower medical levels, as well as in the other categories, this factor will
operate in proportion to the health requirements of the population and
the attitudes of those responsible for training.
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In the quantitative scale, presented in a vertical direction, each unit
expresses the minimum length of time which a health worker should spend
in preparing for his job. The lines which separate the several levels are,
in contrast to those between categories, solid and enclosed in the sense that
there is no easy ebb and flow between them. Although an individual may
move from a lower level to a higher, there are limitations of function
(in some instances quite rigid) which pertain to each level in each category.
A medical aide, for example, may perform some surgical procedures, such
as suture of laceration, but the patient with appendicitis is outside the realm
of his competence either for diagnosis or for treatment, though it should
be his function to " suspect ".

It is true that this is an arbitrary scale, but not more so than any
numerical grouping. A population is often separated into age-groups for
study purposes, and one numerical progression is no more reasonable and
valid than any other. The levels used in the key chart are selected because
many training courses follow such patterns. A type of worker, for example,
who has had twelve years' general education plus one year's technical
training has passed the minimum of the level expressed by " six years plus
one "9, but has not yet attained the vocational level of the next higher step.
In other words, each line represents a minimum education and training
requirement for a grade of health worker, upper limits not being defined
for the professional groups, which are included here for the sake of com-
pleteness.
A table is a convenient graphic method of presentation, but the fact

that, in this one, workers in different columns appear at the same quanti-
tative level does not imply equivalence between them, any more than one
can expect a typewriter and a calculating machine of equal dimensions and
general appearance to perform the same functions. Each column should
have the quantitative scale applied to it without comparison with the others.

It is interesting to contemplate the essential similarity of function of,
say, the village medicine man and a fully-qualified practitioner. Each
performs functions of diagnosis and treatment in his own way, and the
differences between the two lie largely in certain imponderable philosophical
and psychological concepts plus, of course, a difference in degree. It is
the latter which our quantitative scale tends to measure in terms of educa-
tion and training.

Education and Training

In the key chart, both the expressions " general education " and " tech-
nical training " have a broad range of meaning, varying in content, in ratio
of theoretical to practical, and in attitudes and methods of learning. It is
indeed difficult for any person to attempt to outline, in terms which are
universally applicable, what instruction should be given, for instance, in
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six years' general education, or to describe what knowledge or skills a
graduate of such a course might be expected to possess. It is reasonable
to expect only that a certain number of years of general education will
prepare a person to comprehend and learn the technical subjects he studies
later to the extent that they will be presented to him. The implication here
is that a compromise may sometimes have to be made where the teaching
in a technical course for auxiliary health personnel is simplified in order to
allow for lower educational standards in the student body. This would,
of course, be accompanied by efforts to raise primary and secondary school
levels of preparation.

The " technical training " must necessarily be different for each func-
tional category, though it is important that the compartments should not
be watertight. The medical auxiliary worker must learn something about
nursing, sanitation, nutrition, and so on, and the same applies to students
in other fields. In addition, preventive as well as curative functions must be
included, and the universal ingredient of health education cannot be
omitted from the curriculum of any health worker.

The delineation of training in quantitative time expressions deserves
some further discussion. It is true that years do not measure equivalent
attainments for all individuals, even if the latter are exposed to the same
experiences. Individual differences of intellect and personality account
for this. The range of results is spread even further when it is remembered
that not even in the same teaching institution are two individuals subjected
to the same events and circumstances. Therefore, we must be content that
time spent in study is the best, though for the time being a crude, measure
of extent of education and training.

It is not within the scope of this paper to attempt a description of subject
matter pertaining to each grade of health worker. Such an extension may
evolve from experience gained in many countries, especially if comparability
should become easier. For instance, the data on training of auxiliary health
personnel may be collected for " medical aides " (using this suggested
nomenclature), and a study of the courses, hours of instruction, degree
of responsibility, practical skills developed, etc., in a dozen or more places
would result in a fairly clear notion of what this health worker is and what
he may be permitted to do. Such a study may be anticipated in the future; for
the time being, the development of a framework of nomenclature must suffice.

Practical Aspects

In some countries, training and utilization of auxiliary personnel have
been in operation for many years, and patterns are by now well established.
To the health authorities in these places, the nomenclature proposed in
this paper may represent a convenient vocabulary with which they can
better describe their experiences to colleagues in other countries and, in
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turn, compare others' experience with their own. Modifications should be
made in existing systems only if required by altered needs, as determined
by an evaluation of changing conditions, and not because there is a hope
of " uniformity " and " equivalence ".

Where a pattern of health services has not yet been established, the
considerations taken into account in the preparation of the key chart may
be utilized in planning the first steps. It is understood, of course, that
following a study of health conditions, educational status, social and
economic factors, etc., an attempt will be made to determine the health
needs of the population and to outline the first steps needed for meeting
them. The decision on whether to train personnel in one or more or
combined functional categories must be taken on the basis of the community
(national) evaluation, and the same is true of the training level.

One country, for example, may decide that it will train a certain number
of medical aides each year, because the medical attendant at this level would
best fit into its social, economic, geographical, educational, and adminis-
trative pattern. (It is felt better to err on the side of beginning with a lower
level and anticipate up-grading rather than to risk the involved complica-
tions which arise when over-ambitious goals prove to be unattainable.)
Assistance from without the country may be necessary to establish a
training institution and a curriculum for the required course. It might be
necessary, too, to seek outside aid in developing a health services structure,
staffed by supervisory personnel, into which the auxiliary worker may later
be integrated.

The medical services thus established could conceivably meet the most
urgent needs of the country for many years (full professional coverage
always being set as the ultimate goal). In each community where such
services were available, the person whom we call " medical aide " would
be, as far as the local population were concerned, their " doctor ". Granted
that he has definite professional limitations, it is nevertheless expected that
he would bring many benefits to his people. Provided he has adequate
communication, effective transport, and an opportunity for professional
consultation through his supervisor, the population he serves should have
a good chance of obtaining at least the rudiments of adequate care.

In a number of years, in some instances perhaps even in a generation
or more, the development of the country may warrant a raising of educa-
tional and training standards. It might then be decided to discontinue the
training of medical aides and to turn the educational institutions over to
the training of medical assistants. All newly-admitted students would be
required to have the stated educational prerequisites and would take the
two-year course. Qualified medical aides wishing to do so could be admitted
to " advanced standing" in such a course of training. Over a period of
time the proportion of medical assistants to medical aides on duty in the
country would gradually increase, as would the quality of medical services.
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This may be considered a " long-range " example of a pattern whereby
an " under-developed " country could provide its population with medical
services of a reasonable quality, and work for gradual improvement.
Needless to say, such an improvement should be vigorously promoted in
all quarters, and the attitude that " this stage is good enough so that we
do not need to go further" should be scotched at the outset. Similar
patterns may be prepared for nursing, sanitation, and midwifery services,
with the problem of integration and co-ordination of these functions on
local, provincial, and national levels always kept to the forefront in planning
by the country's health authorities. When the proper time comes, the
functional categories should be expanded to take in the other health and/or
affiliated professions, such as dentistry, bacteriology, nutrition, radio-
graphy, etc.

Conclusions

There is no universal panacea for meeting the health problems of nations,
any more than there is for those of individuals. The remedy which is
suitable for one country may be completely undesirable, even harmful,
for another. Only the professional health worker is qualified to make a
" diagnosis" of the health status of a community, and to prescribe the best
" treatment ". The " prescription" for a particular community outlines the
relative roles of various kinds of health workers and specifies their quali-
fications and training. In those instances where the " treatment " cannot
be put into effect immediately, plans should be made for partial and/or
gradual application.

Many circumstances may influence the extent to which professional
workers can be trained or utilized, and individual countries may have to
use partially-trained or " auxiliary" workers of certain categories and in
varying numbers. This substitution should be considered, from a long-
range point of view, perhaps over several generations, as subject to a gradual
trend towards replacement of partially-trained by fully-trained workers.
The rate of such a trend will be determined in each place by the speed with
which the country concerned proceeds towards " development" in the
fields described above.

Auxiliary personnel should work under supervision, and the imple-
mentation of this principle carries with it implications related to circum-
stances which require careful planning by a country's health authorities.

Auxiliary workers should be classified by functional categories and by
education and training, so that some comparability of terminology may
be attained in the future. Job descriptions or nomenclature by assignment
should be used secondarily, if at all, in the classification.

Whatever the training, functions, titles, or status of auxiliary health
personnel may be, the guiding principle must always be that they represent
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a framework whereby today's scientific and technical advances may be
brought to the people of those countries who do not, as yet, have access to
other more perfect channels.

RESUME

Dans les pays insuffisamment developpes, l'emploi de personnel sanitaire ne possedant
pas de formation professionnelle complete - designe par l'auteur comme personnel
a auxiliaire* - est une necessite qui ne disparaitra qu'avec le developpement general
des pays en cause.

L'auteur expose et discute les principes generaux qui doivent pr6sider au choix des
diverses cat6gories de personnel auxiliaire, dans les conditions variees ous celui-ci est
appel6 a travailler. I1 souligne que le but que les administrations gouvernementales doivent
se proposer est l'etablissement de services sanitaires desservis par un personnel pleine-
ment qualifie et professionnellement prepare.

La plupart des classifications du personnel auxiliaire proposees jusqu'a maintenant
sont fondees sur la designation de la fonction, qui recouvre, selon les pays, des attributions
souvent extremement differentes. De ce fait, aucune comparaison a l'6chelon interna-
tional n'est possible. L'auteur preconise une classification par categories fonctionnelles
(medecin, infirmiere, ingenieur sanitaire, sage-femme) divisees en echelons, correspon-
dant aux degr6s d'instruction fondamentale et de formation professionnelle. Ces vues
sont illustr6es dans un tableau, annexe a l'article, ou l'on peut suivre les diverses etapes
qui separent l'echelon inf6rieur ne comportant aucune formation precise de l'ehelon
superieur correspondant a des etudes secondaires completes et a 4-6 ans d'etudes supe-
rieures et de formation professionnelle.
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ANNEX 1. KEY CHART*

Secondary education plus
six years' higher educa-
tion and technical training

Secondary education plus
four years' higher educa-
tion and technical training

Twelve years' general
education plus three
years' technical training

Eight years' general
education plus two years'
technical training

Six years' general educa-
tion plus one year's tech-
nical training

"Literacy " plus six
months' technical training J

" Literacy " plus three
months' technical training X

" Literacy " plus two
months' technical training

No formal training

MEDICAL , PUBLIC-
MEDICAL NURSING HEALTH MIDWIFERY

_ ENGINEERING,

Physician

Public-health
engineer

Sanitarian-Licantiate Nurse health Midwife
doctor inpcn

Medical
assistant

Assistat :Sanitarian-Medical AssitantAssistantaide nurse astnt midwife

Sanitarian- Midwife
health aide aide

Nursing
aide

Medical " Home Sanitary
technician helper" technician

Tribal Indigenous
or village

medicine manm

* This chart was based on technical advice from Miss O. Bagallay (Nursing Section), Mr. R.
N. Clark (Division of Environmental Sanitation), and Dr. J. Orkney (Maternal and Child Health
Section), all of the World Health Organization.


