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INTRODUCTION

Health for all by the year 2000 has become the goal of the World Health
Organization (WHO) and most countries around the earth.

Such a world-wide goal is very worthy. But in some ways it is dangerous. For
there is a risk of trying to reach that goal in ways that become so standardized, so
impersonal, so controlled by those in power, that many of the human gqualities
essential to health—and to health care— are lost.

There is already evidence of this happening. [n the last 10 or 15 years, a great
many attempts have been made to bring basic health care to poor communities.
Billions have been spent on large national or regional programs planned by highly
trained experts. But the resulis have often been disappointing. In most countries,
the number of persons suffering from preventable or easily curable iliness
continues to grow.

On the other hand, certain community health programs have been more or less
successful in helping the poor meet their health-related needs. Studies by
independent observers* have shown that programs generally recognized as
successful, whether large or small, often have the following things in common:

1. Small, local beginnings and slow, decentralized growth. Even the more
successful large programs usually have begun as small projects that gradually
developed and evolved in response to the needs of particular communities.
As these programs have grown, they have remained decentralized. This means
that important planning and decision making still take place at the village or
neighborhood level.

2. Involvement of local people—especially the poor—in each phase of the
program. Effective pragrams recognize and try to deal with the conflicts of
interest that often exist between the strong and the weak, even in a small
community. Not just local leaders, but the most disadvantaged members of
society, play a leading role in selecting their own health workers and
determining program priorities. A conscious aim of such programs is to help
strengthen the position and bargaining power of the poor.

3. An approach that views planning as a ‘learning process’. The planning of
program content and health worker training does not follow a predetermined
‘blueprint’. Instead, planning goes on continually as a part of a learning
process. Participants at every level (instructors, student health workers, and
members of the community) are invited to help shape, change, and criticize
the plans. This allows the program to constantly evolve and adapt, so as to
better meet people's changing needs. Planning is both local and flexible.

*See, for example, David Korten’s analysis of successful programs in Asia, “Community Organization and
Rural Development: A Learning Process Approach,” Public Administration Review, September/QOctober,
1980, p 480-510.
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4. Leaders whose first responsibility is to the poor. Programs recognized as
elfective usually have leaders who are strongly committed to a just society.
Often they have had intense personal experience working with the poor in
community efforts to help solve critical needs. Even as their programs have
grown and expanded, these program leaders have kept up their close relations
with the poor working people in individual communities.

5. A recognition that good health can only be attained through helping the
poor improve the entire situation in which they live. Successful programs link
health activities with other aspects of social development. Health is seen as a
state of wholeness and well-being in which persons are able to work together
to meet their needs in a self-reliant, responsible way. This means that to become
fully heallhy, each person needs a clear understanding of himself or herself in
relation to others and to the factors that influence all people’s well-being.

In many of the most effective health programs, activities that help people to
develop a more critical awareness have become a key part of training and
community work.

In view of these features common to success, the failure of many national and
regional ‘community health’ programs is not surprising. Most are carried out in
quite the opposite way. Although their top planners speak proudly of “decision
making by the community,” seldom do the people have much say about what
their health workers are taught and told to do. "Community participation’ too
often has come to mean “'getting those people to do what we decide.”” Rather
than helping the poor become more self-reliant, many national health and
development programs end up increasing poor people’s dependency on outside
services, aid, and authority.

One of the hbiggest cbstacles to ‘health by the people’ has been the unwillingness
ol experts, professionals, and health authorities to let go of their control. As a
result, community health workers are made to feel that their first responsibility
Is to the health system rather than to the poor. Usually they are taught only a
very limited range of skills. They become the servants or ‘auxiliaries’ to visiting
doctors and nurses, rather than spirited leaders for change. They learn to follow
orders and fill out forms, instead of to take initiative or to help people solve
their problems on their own terms. Such health workers win little respect and
have almost no infiuence on overall community health. Many of them get
discouraged, grow careless, become corrupt, or quit. Results have been so
disappointing that some experts, even within WHO, have begun to feel that the
goal of "heallh for all through community involvement’ is like the pot of gold at
the end of the rainbow—a dream that has been tried, but failed.
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In spite of the failure of most large, centrally controlled programs to achieve
effective community participation, in many countries there are cutstanding
examples of enthusiastic community involvement in health. This is especially
true in small, non-government programs that take what we call a people-centered
or community-strengthening approach to health care.

Within these community-based programs, there is a wealth of variety in terms
of innovation and adaptation to local conditions. But at the same time, there is a
striking similarity in their social and political objectives in many parts of the
world—Pakistan, India, Mozambique, the Philippines, Mexico, Nicaragua,
Honduras, El Salvador, and Guatemala.

In these community-based programs, a new kind of health worker has begun to
play a leading role. These health workers speak out for the ‘voiceless’ poor. Their
goal is health for all—but health that is founded on human dignity, loving care,
and fairer distribution of land, wealth, and power.

To us, one of the most exciting aspects of this new world-wide community-
based movement, decentralized and uncoordinated as it may be, is that it goes far
beyond any rigid religious or political doctrine, Most of the leaders in these
programs recognize the dangers to ordinary people in any large, centrally
controlled system, be it capitalist or communist. They have far greater faith in
small, self-directed groups of working people. Rather than accept any established
dogma, they are asking searching questions. They welcome criticism, and
encourage others to observe for themselves and form their own conclusions. They
believe in helping the powerless to gain strength through a greater understanding
of the factors that shape their health and their lives.

Around this practical human vision has gradually grown a whole new approach
to the training, role, and responsibilities of community health workers. Ideas and
methods are being shared and further developed through a series of informal
networks around the world.,

Many of the ideas in this book have been gathered from these networks of
community-based health programs, and especially from Project Piaxtla, a small,
villager-run program based in Ajoya, Sinaloa, Mexico.
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WARNING

This is not a ‘recipe book’ of how to plan and conduct a training course for
health workers. Experience has taught us that such a book could easily do more
harm than good. Instead, this is a collection of examples and ideas, of group
experiences and outrageous opinions, of “triggers to the imagination’. It is an
invitation to adventure and discovery.

Part of the value and excitement of learning is in finding out ‘how to do it’ for
yourself and with others. It lies in looking at the ways things have been done
before, then improving and adapting them to suit your own circumstances. This
sort of open-ended, creative learning process is as important for instructors of
health workers as for the health workers themselves. After all, finding ways to do
things better is the key to improving health. The instructor can set the example.

To be fully alive and meaningful, a training course cannot be either pre-
packaged or ‘replicable’ (able 10 be copied). It needs to be redesigned not only
for each area and set of conditions where it is taught, but each time it is taught.

A training program, like a person, ceases to be interesting when it ceases to
grow or be unique!

So rather than being a ‘blueprint’ on how to build a training program, this
book is a craftsman’s kit of nuts and bolts and tools. Many of the methods and
suggestions come from our personal experience, which has been mostly in Latin
America. So pick and choose from them critically. Use and adapt what you can,
in order to create—and continually re-create—your own very special, unique, and
always-new program. Try to make planning a continuous learning process for
everyone concerned:. instructors, students, and members of the community.

TO LEARN
IS TO CHANGE

Many of the ideas and suggestions in this book are controversial and will not
apply to all areas. We do not ask anyone simply to accept and use them.
Instead, we ask you to challenge them, adapt them, criticize them—and use
only what makes sense for the people and needs in your own area.

We ask you to consider—and urge you to
doubt and question—everything we say.
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from Where
There Is No
Doctor, p. 114
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WHY THIS BOOK IS SO POLITICAL

When, 17 years ago, | (David Werner) first began working for improvements in
health with villagers in western Mexico, | did not look far beyond the immediate
causes of ill health. As | saw it, worms and diarrhea were caused by poor hygiene
and contaminated water. Malnutrition was mainly caused by scarcity of food in a
remote, mountainous area where drought, floods, and violent winds made farming
difficult and harvests uncertain. The high death rate in children (34%) resulted
from the combination of infection, poor nutrition, and the long distance to the
closest health centers.

In short, | saw people’s needs in physical terms, as determined by their
physical surroundings. This short-sightedness on my part was understandable, for
my training had been in fife sciences. | had little social or political awareness.

| might have remained that way, as do many health workers, except that |
came so close to the mountain people. | knew from the first that they had
strengths, skills, and endurance that | lacked. And so | was able to let them teach
me about the human—and inhuman—side of their needs and their lives. They did
not sit down and spell things out for me; rather they shared with me their homes,
their hardships, and their dreams. Many times | have struggled with a family,
against odds, to prevent the loss of a child, a cornfield, or hope. Sometimes we
won; sometimes we lost.

Little by little, | became aware that many of their losses—of children, of land,
or of hope--not only have immediate physical causes, but also underlying social
causes. That is to say, they result from the way some people treat or affect the
lives of others. Time and again, | have experienced occasions where death and
suffering of children and other persons | have to come to love have been the direct
or indirect result of human greed.

On page 114 of Where There Is No Doctor there is a photograph of a very thin
little boy in the arms of his malnourished mother. The boy eventually died—of
hunger. The family was—and still is—very poor. Each year the father had to borrow
maize from one of the big landholders in the area. For every liter of maize
borrowed at planting time, he had to pay back 3 liters at harvest time. With these
high interest rates, the family went further and further into debt. No matter how
hard the father worked, each year more of his harvest went to pay what he owed
to the landholder. Each year he had to borrow more, and pay back 3 times as
much. Eventually, the family had to sell their few chickens and pigs, and finally
even the beans they had grown on the steep mountain slopes, to buy enough corn
to survive.

With no eggs or beans to eat, the mother became increasingly malnourished. Her
breasts failed to produce milk for her baby. So she fed him the only food they
had—cornmeal and water, In time the child died.
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Part of the problem may also have been that the father occasionally drinks with
the other men. When he gets drunk, he loses his judgement and sometimes, to buy
rounds of drinks, sells a part of the family’s precious supply of corn.

This is sad. But look at the father's life. The hard work he does only to go
deeper into debt, The death of a child he loved and whom he feels he failed. The
apparent hopelessness of his situation, And frequently his own hunger—not only
for food, but for a fair chance to benefit from his own hard work. We cannot
blame him if he occasionally drinks too much!

Perhaps no one is really to blame. Or perhaps we all are—all of us, at least, who
live with more than we need while others hunger. In any case, it is not right, itis
not kind, it is not human, to remain silent in a world that permits some persons
to grow fat from the hard work of others who go hungry.

The child in the photograph who died is not alone. In the mountain villages |
know, there are hundreds of similar children—some dead and some waiting. in the
world there are millions, One fourth of the world's children are undernourished,
most for reasons similar to those | have just described. Their problems will not be
solved by medicines or latrines or nutrition centers or birth control (although all
of these, if approached decently, may help). What their families need is a fair
chance to live from their own labor, a fair share of what the earth provides.

—_—

Do | make myself clear? Let me tell you about Chelo and his family, whom |
have become close to over the years. Chelo has advanced tuberculosis. Before the
villager-run health center was started in his village, he received no treatment. He
knew he had tuberculosis. He wanted treatment. But he could not afford the
medicines. (Basic tuberculosis medicines are not expensive to produce. But in
Mexican pharmacies, they are sold at up to ten times their generic price in the
United States and other developed countries.) Although the government's
tuberculosis control program does give free medication, it requires that patients
go often to one of its city health centers for tests and medication. For Chelo,
this would have meant 250 kilometers of travel every two weeks. He simply
could not afford it,

For years, Chelo had worked for the richest landholder in the village. The
landholder is an unhappy, overweight man who, apart from his enormous
landholdings, owns thousands of cattle. When Chelo began to grow weak from
his iliness and could not work as hard as before, the landholder fired him, and
told him to move out of the house he had been lending him.

Chelo, his wife, Soledad, and his stepson, Raul,* built a mud-brick hut and
moved into it. By that time Chelo was coughing blood.

Around the same time, the community-based health program was getting
started in the area, but as yet no health worker had been trained in Chelo’s
village. So a visiting health worker taught Chelo’s 11-year-old stepson, Raul, to
inject him with streptomycin. Raul also learned to keep records to be sure Chelo
took his other medicines correctly. The boy did a good job, and soon was
injecting and doing follow-up on several persons with tuberculosis in the village.
By age 13, Raul had become one of the central team of health workers in the
area. At the same time, he was still attending school.

*These are real persons, but | have changed their names.
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Meanwhile, Chelo’s family had cleaned up a small weed patch and garbage area
at the lower edge of town. With much hard work they had constructed a simple
irrigation system using ditches and grooved logs. At last they had a successful
vegetable plot, which brought in a small income. Chelo’s health had improved,
but he would never be strong. Treatment had begun too late.

Economically, Chelo had one setback after another. Just when he was
beginning to get out of debt to the storekeepers and landholders, he fell ili with
appendicitis. He needed hospital surgery, so health workers and neighbors carried
him 23 kilometers on a stretcher to the road, and from there took him to the
city by truck. The surgery (in spite of the fact that the doctor lowered his fee)
cost as much as the average farmworker earns in a year. The family was reduced
to begging.

The only valuable possession the family had was a donkey. When Chelo
returned from the hospital, his donkey had disappeared. Two months later, 4
neighbor spotted it in the grazing area of one of the wealthier families. A new
brand—still fresh—had been put right on top of Chelo’s old one.

Chelo went to the village authorities, who investigated. They decided in favor
of the wealthy thief, and fined Chelo. To me, the most disturbing thing about
this is that when he told me about it, Chelo did not even seem angry--just sad.
He laughed weakly and shrugged, as if to say, “That's life. Nothing can be done.”

His stepson, Raul, however, took all these abuses very hard. He had been a
gentle and caring child, but stubborn, with an enormous need for love. As he got
older, he seemed to grow angrier. His anger was often not directed at anything
in particular.

An incident with the school was the last straw. Raul had worked very hard to
complete secondary school in a neighboring town. Shortly before he was to
graduate, the headmaster told him in front of the class that he could not be given
a certificate since he was an illegitimate child—unless his parents got married.
{This happened at a time when the national government had decided 1o improve
its statistics. The president’s wife had launched a campaign to have all unwed
couples with children get married. The headmaster’s refusal to give graduation
certificates to children of unwed parents was one of the pressures used.) Chelo
and his wife did get married—which cost more money—and Raul did get his
certificate. But the damage to his pride remains.

Young Raul began to drink. When he was sober, he could usually control
himself. But he had a hard time working with the local health team because he
took even the friendliest criticism as a personal attack. When he was drunk, his
anger often exploded. He managed to get hold of a high-powered pistol, which he
would shoot into the air when he was drinking. One night he got so drunk that
he fell down unconscious on the street. Some of the young toughs in town, who
also had been drinking, took his pistol and his pants, cut off his hair, and left
him naked in the street. Chelo heard about it and carried Raul home.

After this, Raul hid in shame for two weeks. For a while he did not even visit
his friends at the health post. He was afraid they wouid laugh. They did not. But
Raul had swarn revenge—he was never quite sure against whom. A few months
later, when drunk, he shot and killed a young man who had just arrived from
another village. The two had never seen each other before.
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This, to me, is a tragedy because Raul was fighting forces bigger than himself.
As a boy of 12, he had taken on the responsibilities of a man. He had shown care
and concern for other people. He had always had a quick temper, but he was a
good person. And, | happen to know, he still is.

Who, then, is to blame? Again, perhaps no one. Or perhaps all of us. Something
needs to be changed.

After the shooting, Raul fled. That night, the State Police came looking for
him. They burst into Chelo’s home and demanded to know where Raul was.
Chelo said Raul had gone. He didn’t know where. The police dragged Chelo into
a field outside town and beat him with their pistols and rifles. Later, his wife
found him still lying on the ground, coughing blood and struggling to breathe.

[t was more than a year before Chelo recovered enough to work much in his
garden. His tuberculosis had started up again after the beating by the police.
Raul was gone and could not help with the work. The family was so poor that,
again, they had to go begging. Often they went hungry.

After a few months, Chelo’s wife, Soledad, also developed signs of tuberculosis
and started treatment at the village health post. The local health workers did not
charge for her treatment or Chelo’s, even though the health post had economic
difficulties of its own. However, Chelo's wife helped out when she could by
washing the health post linens at the river. {This work may not have been the best
thing for her T8, but it did wonders for her dignity. She felt good about giving
something in return.)

About 4 years have passed since these last incidents. Chelo and his wife are
now somewhat healthier, but are still so poor that life is a struggle.

Then, about a year ago, a new problem arose. The landholder for whom Chelo
had worked before he became ill decided to take away the small plot of land
where Chelo grew his vegetables. When the land had been a useless weed patch
and garbage dump, Chelo had been granted the rights to it by the village
authorities. Now that the parcel had been developed into a fertile and irrigated
vegetable plot, the landholder wanted it for himself. He applied to the village
authorities, who wrote a document granting the rights to him. Of course, this
was unlawful because the rights had already been given to Chelo.

Chelo took the matter over the heads of the village authorities to the Municipal
Presidency, located in a neighboring town. He did not manage to see the President,
but the President’s spokesman told Chelo, in no uncertain terms, that he should
stop trying to cause trouble. Chelo returned to his village in despair.

Chelo would have lost his land, which was his one means of survival, if the
village health team had not then taken action. The health workers had struggled
too many times—often at the cost of their own earnings—to pull Chelo through
and keep him alive. They knew what the loss of his land would mean to him.

At an all-village meeting, the health workers explained to the people about the
threat to Chelo’s land, and what losing it would mean to his health. They produced
proof that the town authorities had given the land rights to Chelo first, and they
asked for justice. Although the poor farm people usually remain silent in village
meetings, and never vote against the wishes of the village authorities, this time
they spoke up and decided in Chelo’s favor.
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The village authorities were furious, and so was the landholder.

The health team had taken what could be called political action. But the heaith
workers did not think of themselves as ‘political’. Nor did they consider themselves
capitalists, communists, or even socialists. (Such terms have little meaning for
them.) They simply thought of themselves as village health workers—but in the
larger sense. They saw the health, and indeed the life, of a helpless person
threatened by the unfairness of those in positions of power. And they had the
courage to speak out, to take action in his defense,

Through this and many similar experiences, the village health team has come
to realize that the health of the poor often depends on questions of social justice.
They have found that the changes that are most needed are not likely to come
from those who hold more than their share of land, wealth, or authority. Instead,
they will come through cooperative effort by those who earn their bread by the
sweat of their brows. From themselves!

—

More and more, the village team in Ajoya has looked for ways to get their
fellow villagers thinking and talking about their situation, and taking group
action to deal with some of the underlying causes of poor health.

Some of the methods they have developed and community actions they have
led are described in several parts of this book. For example, three of the village
theater skits described in Chapter 27 show ways in which the health team has
helped the poor look at their needs and organize to meet them.

These 3 skits are:

SMALL FARMERS JOIN TOGETHER TO OVERCOME EXPLOITATION
{page 27-27),

USELESS MEDICINES THAT SOMETIMES KILL (page 27-14), and

THE WOMEN JOIN TOGETHER TO OVERCOME DRUNKENNESS (page
27-19).

These popular theater skits had, and are still having, a marked social influence.
Villagers participate with new pride in the cooperative maize bank set up to
overcome high interest on loans. Women have organized to prevent the opening
of a public bar. And storekeepers no longer carry some of the expensive and
dangerous medicines that they sold before. In general, people seem more alert
about things they had simply accepted.

On the other hand, new difficulties have arisen. Some of the health workers
have been thrown out of their rented homes. Others have been arrested on false
charges. Threats have been made to close down the villager-run program.

But in spite of the obstacles, the health team and the people have stood their
ground. The village team knows the road ahead will not be easy. They also know
that they must be careful and alert. Yet they have chosen to stand by their
people, by the poor and the powerless.

They have had the courage to look the whole problem in the eye—and to look
for a whole answer.




Front-12 Helping Health Workers Learn (2005)

The story of Chelo and his family is true, though | have not told the half of it.
It s typical, in some ways, of most poor families. Persons in several parts of the
world who are poor or know the poor, on reading Chelo’s story have commented,
"It coulu have been written here!”’

I have told you Chelo’s story so that you might understand the events that
have moved us to include in this book ideas and methods that might be called

‘political’.

What | have tried to say here has been said even better by a group of
peasant school boys from Barbiana, Italy. These boys were flunked out of
public school and were helped, by a remarkable priest, 10 learn how to

teach each other.*

The Italian peasant boys write:

Whoever is fond of the comfortable and the fortunate stays out of politics.
He does not want anything to change.

But these school boys also realize that:

To get to know the children of the poor and to love
politics are one and the same thing. You cannot love
human beings who were marked by unjust laws and not
work for other laws.

*Letter to a Teacher, by the school boys of Barbiana, For more ideas of these school boys, see p. 16-16.





