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This article describes the selection, training, activities, and supervision of village 
health workers (VHWs) in a rural area of Haiti. The aim is to provide an overview 
of work that may serve as a useful example to others engaged or wishing to engage 
in VHW programs. The account describes selection and training of the VHWs, 
relationships established between themselves and with other health team members, 
operation of the VHW program, and development of community pharmacies by the 
VHWs in their homes. 

BACKGROUND 

T he public health program of Clinique 
St. Paul is centered in Montrouis, a 

western coastal town of over 4,000 inhab- 
itants 75 km north of Haiti’s capital, Port- 
au-Prince, on the highway between Port- 
au-Prince and Cap-Haitien, the country’s 
second-largest city. (Port-au-Prince and 
Cap-Htitien are on Haiti’s west and north 
coasts, respectively.) The program ex- 
tends its services east and south of Mon- 
trouis to cover a population of over 15,000 
people (Figure 1). This program, which 
began operating in 1983, resulted from a 
joint effort by Haiti’s Ministry of Public 
Health and Population3 and private health 
care organizations in Haiti as a response to 

‘The program reported here received support from 
the Episcopal Dioceses of Delaware and Haiti and 
from L’Association des Oeuvres Priv6es de Sante 
of Haiti. This article will also be oublished in Soan- 

I 

ish in the Boletin de la Oficina Sakaria Panamericana, 
vol. 110, no. 4, 1991. 

V’ast Coordinator, Public Health Program, Clinique 
St. Paul, Montrouis, Haiti. Address: Department 
of Epidemiology and Biostatistics, McGill Univer- 
sity, 1020 Pine Avenue West, Montreal, Canada 
H3A lA2. 

3Formerly the Department of Public Health and 
Population. 

the commitment to “Health for All” made 
at Alma-Ata in 1978. 

Fifteen village health workers (VHWs), 
one for each group of approximately 1,000 
people covered, were initially chosen by 
leaders in the area including Roman Cath- 
olic and Episcopal (Anglican) priests, Prot- 
estant pastors, the local sheriff, and voo- 
doo priests. The choices were made 
independently by each leader in an infor- 
mal manner, without any guidelines. It 
was felt that these leaders would know 
best who was capable and would encour- 
age acceptance of the VHWs by the 
community.4 

As the program evolved, some VHWs 
withdrew due to lack of interest or insuffi- 
cient financial remuneration, while others 
were asked to leave for reasons of physical 
inability or complete illiteracy. 

Subsequently, a different selection pro- 
cess and guidelines for finding well-suited 
VHW trainees were established. The 
guidelines indicated that an ideal candi- 
date would be a literate female 15-45 years 
of age with extended family ties (a reason 

4The “community, ” as that term is used here, refers 
to the roughly 15,000 people within the area served 
by the public health program. 
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Lahatte - 1 hr walk 
Rousseau - 1 hr walk 
Freta - 2 hr walk 
Charles - 3 hr walk (steep) 
lvolre - 3 hr horseback 
Goberi - 5 hr horseback 
Gulberi - 5 hr horseback 
Kay LOUIS - 6 hr horseback 
Changement - 6 hr horseback 

Figure 1. A map of the Montrouis area where the VHWs worked. As of the mid-1980s, all the indi- 
vidual areas listed had populations on the order of l,OOO-1,350 inhabitants except Kay Louis and 
Changement, which together had about 1,000. 

for remaining in the community) and a 
good record of community activity. Using 
this new procedure, community councils 
(political bodies set up during the Du- 
valier period) chose three candidates for 
each vacant position. Each of these three 
then met with the assistant coordinator of 
the public health program (who was him- 
self a member of the community and a 
VHW) to discuss the work, remuneration, 
and the role of a VHW. At this time each 
candidate was asked to write down cer- 
tain information-name, age, education, 
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work experience, community activities, 
and reasons for wanting to do this particu- 
lar type of work-in order to determine 
the candidates’ degree of literacy as well 
as to find out more about them. The final 
selection was made by the assistant 
coordinator. 

It was expected that this selection pro- 
cess would eliminate those interested 
solely in political or economic gain and 
would encourage women to be active in 
improving their own health and that of 
their children, Literacy was a reasonable 



expectation for much of the area covered 
by the health program. The established 
guidelines, however, were only guide- 
lines, and a few of the best VHWs were 
those initially chosen by community 
leaders, primarily because of their dedica- 
tion. The final number of VHWs involved 
was 10, with each covering a sector of at 
least 1,000 inhabitants and a few being re- 
sponsible for more than one sector. 

INITIAL TRAINING 

The initial month-long training ses- 
sion, conducted by a nurse-physician 
training team, dealt with the subjects of 
anatomy and physiology, physical as- 
sessment, diarrhea, malaria, tuberculo- 
sis, first aid, family planning, maternal 
and child health, nutrition, community 
organization, environmental hygiene, 
and use of surveys for community diag- 
nosis (1). In addition to the main nurse- 
physician team, other visiting educators 
included tuberculosis specialists, a ma- 
laria specialist, a laboratory technician, 
and other nurses and physicians. 

All classes were held at the clinic com- 
pound from 8:00 a.m. until 3:30 p.m. 
daily with a two-hour break. The trainees 
had weekends off. Although not cen- 
trally located, the clinic was the easiest 
available meeting place to get to, and 
meals and lodging could be provided 
conveniently. 

The subjects taught were arranged 
over the four-week period to include time 
for practical experience, review of the 
previous week’s activities, and examina- 
tions. Late afternoons and weekends 
were used by the nurse-physician team 
for visiting outlying sectors to stimulate 
community interest in health issues and 
explain what a public health program 
could offer. One hundred and fifty Hait- 
ian gourdes (US$30) were given to the 
VHW trainees to help compensate for the 
time spent away from their farms. 

The teaching methods used included 
lectures, discussions, role-playing, stu- 
dent presentations, and “hands-on” 
practical experience. For example, a no- 
cook weaning porridge was developed in 
class from foods available at the local 
market. This consisted of roasted millet 
combined with ground peanuts, milk, 
oil, sugar, and banana (developed by A. 
Steiner, 1983). This porridge was easy to 
prepare, and community members could 
easily and willingly learn to make it. 

In considering any subject, the group 
began by evaluating existing practices. 
For example, existing methods for the 
prevention and treatment of malaria 
were discussed. This discussion showed 
that some of the preventive activities be- 
ing employed were as follows: removing 
mosquitos from the walls of each room 
with a cloth before closing all windows 
and doors to retire; burning green leaves 
or peanut shells, the smoke from which 
would annoy mosquitos; and covering 
up completely with a sheet during sleep. 
Several types of leaves were mentioned 
that were used to make tea for the treat- 
ment of fever, among them “assorossi” 
and “mombin-bata.” None of these prac- 
tices were judged harmful, and so the 
“cosmopolitan” practices being taught to 
the VHWs became another option for 
treatment but not necessarily a replace- 
ment for these other measures. 

Teaching materials included local 
newspapers and radio programs (to in- 
still an awareness of the country’s politi- 
cal-economic situation and that situa- 
tion’s effects on health); games and 
puzzles (to show cause and effect rela- 
tionships between a variety of factors af- 
fecting health); anatomical models, felt 
boards, and homemade dolls (to illus- 
trate specific matters); and supplies used 
in the provision of preventive health care 
(see Table 1). 

It being impossible to touch adequately 
on all the subjects covered in one month, 
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Table 1. List of supplies used by three-member teams of VHWs to provide preventive health care. 

Borrowed materials? Supplies kept in the communityb Supplies kept at the clinicc 

Benches Education materials: Vaccination Supplies: 1 

Basin of water Picture book (durable, covering various Small thermos (for transport) 

Soap health topics) Ice packs (four per thermos) 

Towel Oral rehydration salts Refrigerator thermometers (one 

Four chairs Flyers explaining oral rehydration solution per thermos) 

Two small tables Model uterus Refrigerator 

Straw mat DPT (diphtheria, pertussis, 

Room (made available in a 

home) 
Latrine (made available) 

Measuring instruments: 
Hanging scale (for child) 
Adult scale 
Blood-pressure cuff 
Stethoscope 

Vaccination supplies: 
Syringes (sterilizable by the VHW at his/ 

her home) 
Needles (sterilizable by the VHW at his/ 

her home) 
Cotton 
Alcohol 
Droppers 
Small ampoule cutter 

Adrenalin (syringe, needle, and alcohol 
pad taped to the side) 

Vitamin A capsules 
Vaccination cards 
Register for follow-up of children O-5 ’ 

years 

Family planning supplies: 
Condoms 
21 day packets of oral contraceptives 

28day packets of oral contraceptives 
Contraceptive cream 
Applicators 
Register for follow-up of women 15-45 

years old 

tetanus) vaccine 
Tetanus vaccine 
Polio vaccine 
Measles vaccine 
Measles diluent 

BCG vaccine 
BCC diluent 
Small plastic boxes (to prevent 

vaccines from freezing) 

Prenatal supplies: 
Folic acid and iron tablets 
Individual prenatal health forms 
Prenatal cards 
Register for follow-up of women 15-45 

years old 

Accessories: 
Valise 
Pens and pencils 

Scissors and stapler 
Rain poncho 

-%arrowed from communiry members for the day. 
%tored by each three-member team. 
cFor lack of refrigeration at outlying posts. 
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follow-up reinforcement classes were 
planned. In July 1984 each VHW was 
given the title “Collaborateur Volorztaire” 
by the Clinique St. Paul in recognition of 
the training received up to that time. 

CONTINUING EDUCATION 

Following the initial month of training, 
three to four hour reinforcement classes 
were provided monthly over the ensuing 
20 months. These encouraged strong de- 
velopment of preventive health care ac- 
tivities, a good working relationship be- 
tween the VHWs, and development by 
the VHWs of problem-solving abilities in 
health and community activities. 

In order to develop curative care skills, 
weekly classes were begun when the pre- 
ventive care reinforcement classes were 
completed, and they continued for nine 
months. This portion of the training pro- 
gram was a continuation of the previous 
training described; the same VHWs at- 
tended this portion of the training as had 
attended the other portions, and many of 
the same teaching materials were used. 
Each VW was given US$3 per day as 
remuneration for leaving the fields and a 
large noon meal or $2 to purchase such a 
meal nearby. Ministry of Public Health 
and Population guides (Z-4) continued to 
be used and were supplemented with 
other literature as well (5-20). The VHWs 
were divided into groups of three and be- 
came responsible for learning from and 
helping those within their group. During 
the last two months, each team spent one 
day per week rotating through the clinic: 
One VHW visited the pharmacy to learn 
more about the medicines of use in the 
community, one went to the laboratory to 
learn how to collect and mount sputum 
and blood specimens, and one helped to 
monitor vital signs and assisted with 
physical examinations. During this train- 
ing the VHWs were supervised by the 

coordinators, the clinic physician, and 
the laboratory and pharmacy personnel. 

The VHWs also acted as teachers them- 
selves-through example, and to some 
extent discussion-for a visiting class of 
nursing students from the University of 
Connecticut. The visiting group in turn 
provided the VHWs with a class (B. Geb- 
rian, unpublished notes, 1987). In addi- 
tion, visits from the district office of the 
Ministry of Health and Population pro- 
vided the VHWs with health expertise in 
various areas. 

At the completion of this clinical prac- 
ticum, each VHW was considered ready 
to begin practice in the community. For 
this purpose each was given an initial 
stock of medicines, supplies, and activity 
registers to take back to his or her respec- 
tive sector, together with his or her own 
copy of Gid Travay2 Sante’ (5) to use as a 
reference. In three more months, all but 
one of the VHWs were successfully pro- 
viding preventive and curative care inde- 
pendently, and each of the nine was 
ready to receive government recognition 
as an “Agent de Sante’.” 

WORK PROFILE 

The tasks of the VHWs changed as 
their skills improved. The initial tasks 
consisted of health education, collecting 
and updating demographic data (on 
births, deaths, and migration), making 
clinic referrals, conducting follow-up 
work, generating community interest 
about the public health program, and lo- 
cating a home to be designated as a meet- 
ing place for health care activities. It had 
at first been hoped that the VHWs’ work 
would include regular home visits to the 
entire sector served. However, this 
would have meant visiting 10 households 
per day every day of the month, some at 
great distances. Given that the VHWs 
were working completely voluntarily, 
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whole-sector visits were seen as an un- Table 2. Stock of pharmaceutical supplies 

reasonable demand and so were maintained at the home of each VHW. 

eliminated. Medications: 

Later, following their designation as 
“collaborateur volontaire,” the VHWs were 
expected to continue their initial tasks 
and, in addition, to be able to take pa- 
tients’ weight, blood pressure, and tem- 
perature, and to provide them with vita- 
min A and immunizations. The ability to 
carry out these tasks enabled them to 
provide a range of preventive care-in- 
cluding growth monitoring of children, 
family planning services, and prenatal 
care. (Basic supplies needed to provide 
these types of care are listed in Table 1.) 
This preventive care was provided by a 
three-member team of VHWs (deter- 
mined by proximity), which visited each 
health post in all three of their areas once 
a month, covering an overall population 
of more than 3,000 people. Each team 
was provided with a horse for trans- 
portation. 

Finally, as the VI-MS training was 
completed and each was recognized as 
an “Agent de Sad,” they were permitted 
to provide curative care for a wide range 
of ailments-including bites, burns, con- 
junctivitis, constipation, cuts, fevers, 
fractures, headaches, loss of conscious- 

Antiallergy injectable 

Antimalarial (tablets and liquid) 
Antiscabies lotion (example: Calex) 

Antiworm (tablets and liquid) 
Aspirin (adult and child) 
Folic acid 

Iron 
Mineral oil 
Penicillin (injectable and diluent) 
Penicillin (ophthalmic) 
Oral rehydration salts 

Vitamin A capsules 

Wound care: 
Band-aids 
Gauze bandages 
Hydrogen peroxide 
Permanganate 
Petroleum jelly (burn care) 

Laboratory: 
Marking pencils 
Matches 
Slide case (hard plastic) 
Slides 

Other: 
Alcohol 
Ammonia 

Cotton 
Register of activities for sick clients 

Thermometer 
Weighing scale (adult) 

ness, pain, poisoning, diarrhea,5 impe- 
tigo, intestinal worms, malaria,6 respira- 
tory illness, scabies, and follow-up for basis from their homes using the supplies 
tuberculosis.7 The VHWs were encour- shown in Tables 1 and 2. 
aged to continue their usual work activ- 
ities, most often farming, but were avail- COLLABORM-ION WITHIN THE 
able to provide curative care on a daily HEALTH TEAM 

Traditional birth attendants (TBAs) 
This treatment is not “curative” in the sense that it were known by the VI-IWs and used by 
consists only of rehydration and prevention of de- 
hydration using oral rehydration solution. 

them and the families they served for de- 

6Blood samples are taken, a slide is made by the 
liveries. The former were men and 

VHW, and the slide is sent to the clinic’s laboratory women, usually over 60 years old, rarely 
for verification of the diagnosis. 

?3putum samples are collected from each suspected 
less than 45, who could barely read or 

case of tuberculosis, a slide is made by the VHW, 
were illiterate. They had a broad knowl- 

and the slide is sent to the clinic’s laboratory to edge of medicinal herbs. The TBAs were 
establish a diagnosis. responsible for the birth event itself and 
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for postnatal care given during the three 
subsequent days. 

The VHWs contacted the TBAs to dis- 
cuss the public health program and ar- 
range meetings between them and the 
health program coordinators. TBA 
classes were set up, and both the TBA 
and the VHW who lived in the area 
where the TBA worked would attend 
class together. The VHWs were some- 
times called for birth events by TBAs and 
occasionally provided supplies to the lat- 
ter. In this way a foundation was laid for 
a team of health care providers within a 
given sector to collaborate and eventually 
work together more formally as a com- 
munity committee responsible for health, 
with the VHW serving as coordinator of 
the effort. 

The VHWs came to know the clinic 
staff well. (The public health program of- 
fice was in the clinic, and training mate- 
rials and supplies were obtained there.) It 
was thus important that the clinic staff 
(physician, auxiliary nurse, lab assistant, 
pharmacy assistant, and records clerk) 
treat the VHWs as equals; yet it was hard 
for the staff to believe that they were 
equals-among other things because 
most of the VHWs were from the more 
rural areas (which were looked down 
upon) and because they received no pay. 

To help overcome this problem, infor- 
mation was provided to clinic staff mem- 
bers about their role in relation to the 
VHWs, and about the VHWs’ vital work. 
Over time, some staff members came to 
accept and respect them. In general, 
however, physicians and nurses were re- 
luctant to establish close ties with the 
VHWs. Physicians, in particular, had 
grave doubts about the ability of VHWs 
to carry out their tasks. It was thought 
that they were vulnerable to becoming 
charlatans, giving poor treatment, charg- 
ing exorbitant fees, or attempting to do 
more than they were trained for. 

Initially, the relationship between the 

Ministry of Health and the VHWs was 
distant, with the ministry exhibiting only 
superficial interest in the program. How- 
ever, beginning when the VHWs’ train- 
ing neared completion, the ministry’s 
Crois-des-Bouquets Health District (un- 
der the direction of Dr. Julio Desor- 
meaux) made great efforts to evaluate 
and assist the work being done by the 
VHWs. “Agent de Sante” certificates ac- 
cording Government recognition were 
given to the VHWs by the health district. 
This recognition meant a great deal to the 
VHWs and spurred their ongoing efforts 
to provide community-based services. 

A close relationship between the VHW 
and the community was sought through 
community council selection of VHWs, 
newsletters to community members, 
meetings with community leaders, and 
informal discussions within the commu- 
nities. Even so, little actual community 
support was provided. Each VHW 
served a subarea (sector) of the public 
health program area. These subareas did 
not correspond to preexisting groups of 
people who shared a sense of belonging 
together. Rather, they had been set up for 
the program’s convenience and tended 
to cover rather large geographic areas, so 
that some individuals in a sector could 
conceivably not know their VHW. 

It is extremely unlikely that any arbi- 
trarily identified group of 1,000 such as 
the population of one of these subareas 
would be able or willing to make a joint 
decision about their VHW or any other 
matter. Also, because the VHWs were 
paid during their initial training, the sec- 
tor residents tended to feel that it was the 
VWs’ job, not theirs, to be responsible 
for all health-related matters in their area. 
And partly because the idea of develop- 
ing a health program did not originate 
within the community being served, the 
community may have felt that it had no 
say in the program’s development or op- 
eration. While all of these factors seem 
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One of the VHWs (Merius St. 
Elmy) in his home-based commu- 
nity pharmacy. Medicines and 
other supplies are in various con- 
tainers, and health education 
posters are displayed. Mr. St. 
Elmy’s certificate of government 
recognition as “Agent de Sante?’ 
can be seen on the back wall. A 
basin of water (right front) is avail- 
able for handwashing. 

likely to have contributed, the reasons for 
a somewhat distant relationship between 
the VHWs and the community are not 
yet fully understood. 

In contrast, the relationship among the 
VHWs themselves was highly suppor- 
tive. They offered each other moral back- 
ing, their physical presence, suggestions 
for improving care, and explanations of 
concepts that had been misunderstood. 
Discussion and resolution of community 
problems, as well as decision-making for 
the entire public health program, was 
done jointly. 
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COMMUNITY PHARMACIES 

Pharmacies, like the one shown in the 
photograph, were developed to ensure 
access to needed medicines by sector res- 
idents. These pharmacies were set up by 
each VHW in his or her respective home. 
The medicines were kept in labeled metal 
or hard plastic containers and stocked on 
shelves in wooden cabinets. The basic 
decision regarding which medicines to 
stock was based on booklets provided by 
the ministry (2). Additional medicines re- 
quested by the VHWs were approved by 



the ministry’s district office. The com- 
plete list of pharmacy medications and 
supplies is shown in Table 2. 

Information about each medication 
that was kept by the VHW included indi- 
cations for its use as well as data on its 
preparation, the dosage to administer, 
and precautions or contraindications. 
This information was updated by the as- 
sistant coordinator as needed. The 
VHWs were expected to know this infor- 
mation and to use their information cards 
or sheets when in doubt. 

In order for the pharmacies to become 
as self-sufficient as possible and avoid 
development of dependent behavior, a 
fee-for-medication system was devel- 
oped. The price list was determined by 
the VHWs in conjunction with the assis- 
tant coordinator. This price list was based 
on the wholesale cost of the medicine ob- 
tained by the clinic, to which was added 
a transportation fee and a small amount 
for services rendered. Some items, such 
as penicillin injections, included the cost 
of alcohol, epinephrine,s and cotton. The 
charge to the client was the cost of the 
full dose calculated as being necessary to 
complete treatment or carry the patient 
through to the next appointment; the 
medication was not sold in smaller 
amounts. For example, folic acid was 
sold to the clinic at US$6 for 1,000 tablets, 
to the VW at $3.08 for 500 tablets, and 
to the client at $0.12 for 15 tablets. The 
price list was written in Haitian Creole 
and posted in a prominent place near the 
pharmacy entrance. 

A reserve supply of these medications 
and supplies was kept at the public 
health program office. Here the VHWs 
could restock their supplies if their rec- 
ords showed proper use of the medica- 
tion and if they had the money needed to 
purchase the requested items. Medica- 

Q-8 case of an allergic response. 

tions that were about to expire were re- 
turned to the clinic for uie, since the 
turnover there was much greater. These 
medicines were replaced with clinic stock 
at no charge, since nothing was wasted. 

SUPERVISION 

VHWs were supervised by the coor- 
dinators of the public health program 
through: (1) discussion of work activities 
during monthly VHW meetings, (2) site 
visits to each VHW once or twice a 
month, depending on his or her needs, 
and (3) close scrutiny of the VHWs’ writ- 
ten records contained in their activity 
registers. 

These activity registers were devel- 
oped by the coordinators. One, shown in 
Figure 2, was for sick clients, a second 
was for healthy women 15-45 years old, 
and a third was for children O-5 years 
old. The first two forms were set up to 
help the VHWs organize their work into 
the four phases of (1) history-taking, (2) 
physical examination, (3) diagnosis, and 
(4) treatment. The pediatric form was 
adapted from an existing pediatric activ- 
ity sheets to better meet the needs of this 
program. It was used to record (1) vac- 
cinations, (2) administration of vitamin 
A, and (3) monthly changes in growth 
patterns. This form was used during the 
aforementioned day of preventive activ- 
ities carried out by the three-member 
teams. 

The writing required to complete these 
forms was minimal, a series of checks or 
answers consisting of two or three words 
being expected in each empty box. How- 
ever, the coordinators could use the reg- 
isters to determine whether a client’s 
signs and symptoms corresponded with 
the diagnosis and treatment, whether the 

9Association des Oeuvres Privkes de Sante, Port- 
au-Prince, 1983. 
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V.H W.: 

Clinique St. Paul Montrouis 

REGISTER OF ACTIVITIES OF THE HEALTH WORKER LOCALE 

9YMCTrtM I SlGN I IXAGNOSIS TREATMENT 

Figure 2. Activity sheet used by VHWs when providing sick care. The original, in Haitian Creole, was developed by the author and Jean-Robert 
Dorsainvil in 1986. Assignment of a house and individual number (at left on form) to each client was designed to permit identification of the particular 
client treated from the original registration record. Actual sheet size of the original is 43 x 28 cm. 



diagnosis was based upon adequate eval- ministered to an average of 20 clients per 
uation of the client, whether the treat- month per VHW, the three most common 
ment provided was appropriate for the problems seen being fevers, common 
diagnosis, whether the dosage of medica- colds, and parasites. And essential drugs 
tion given was correct, and whether re- were provided through the community 
ferrals should have been made. pharmacies. 

Verification of the VHWs’ ability to use 
the registers was made during site visits 
to the VHWs in their homes. The coor- 
dinators allotted three days a week to 
such visits, but the time devoted to dif- 
ferent VHWs varied, the weakest VHW 
being given the greatest amount of time. 

The VHWs had a strong incentive to 
complete their registers. In providing 
fresh supfilies, the amount of supplies re- 
quested by the VHW was compared to 
the amount used-as indicated on these 
forms. Once a form was returned for sup- 
ply replacement, it was copied at the 
public health program office and the sta- 
tistical data it contained were tabulated. 

Another point worth noting: One of 
the main concerns that must be ad- 
dressed in health sector development 
programs of this type is sustainability. In 
the present case, the program has been in 
operation for over seven years with lim- 
ited staff and limited funding. While no 
one ingredient has been responsible for 
this development, it seems likely that the 
most important factor is that the VHWs’ 
capabilities were acknowledged by giv- 
ing them decision-making power from 
the outset of the project. At each group 
meeting the VHWs presented problems 
encountered in their work and offered 
options for solutions. After that, how 
best to resolve the problems was dis- 
cussed and decided upon jointly. Sim- 
ilarly, when unexpected funds became 
available, their use was discussed and 
decided upon jointly. As a result, the 
VHWs felt a sense of “ownership” of the 
program and consequently felt that they 
had some stake in its continuation. 

DISCUSSION AND CONCLUSIONS 

The 1978 Declaration of Alma-Ata rec- 
ommended that primary health care in- 
clude at least the following: “education 
concerning prevailing health problems 
and the methods of preventing and con- 
trolling them; promotion of food supply 
and proper nutrition; an adequate supply 
of safe water and basic sanitation; mater- 
nal and child health care, including fam- 
ily planning; immunization against the 
major infectious diseases; prevention 
and control of locally endemic diseases; 
appropriate treatment of common dis- 
eases and injuries; and provision of es- 
sential drugs” (11). 

At least five of the above eight items 
were provided by VHWs in this program. 
Education was given individually and to 
groups of community members. Mater- 
nal and child health care and immuniza- 
tions were provided at least monthly in 
each sector. Appropriate treatment of 
common diseases and injuries was ad- 

Also, a supportive advisory relation- 
ship existed between the VHWs and the 
assistant coordinator. This permitted the 
VHWs to openly express their needs and 
receive feedback. Additional encourage- 
ment from some villagers, the clinic staff, 
the Ministry of Health, and especially 
each other, helped to develop and main- 
tain a strong framework in which to func- 
tion. Another reason for program contin- 
uance has been the ongoing opportunity 
for learning provided through visits to 
VHW homes by the assistant coordinator, 
VHW meetings, the availability of books, 
and meetings with health care providers 
from other programs. 

Overall, the VHWs have shown the 
ability to establish an effective working 
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group among themselves and to commit 
themselves to using the knowledge they 
have gained for the benefit of their com- 
munity. In this way they have come to 
exemplify agents of positive change and 
are in a good position to lay a sound 
foundation for improvement of the com- 
munity’s health status. 
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I Health Management maining 

Management Sciences for Health, a nonprofit institution based in Boston, 
Massachusetts, U.S.A., is sponsoring a number of courses during 1991. 
Topics for this summer’s courses are “Financial Management for Health 
Programs” (22 July to 16 August) and “Environment and Health: 
Strengthening Policies and Programs” (26 August to 13 September). For 
more information, please contact: Management Sciences for Health, Man- 
agement Training, 165 Allandale Road, Boston, MA 02130, USA; tele- 
phone (617) 527-9202; fax (617) 965-2208; telex 4990154 MSH UI; cable 
MANSHEALTH. 
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