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Community Health Workers in a Peruvian Slum
Area: An Evaluation of Their Impact on Health
Behavior?
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In 1986 the authors conducted a survey examining the performance of health pro-
moters in Pucallpa, Peru, three years after an initial Danish project for training and
supervising those promoters ended. The survey found that some two-fifths of the
promoters were still active, that increased stress had been placed on curative tasks,
and that the promoters appeared to have had their greatest impact in the areas of
vaccination coverage and increased use of the available public health care service.
No significant changes were found in the affected population’s treatment of diarrhea

or improvement of drinking water quality.

etween 1976 and 1983 the Interna-

tional Medical Cooperation Commit-
tee (IMCC), a Danish nongovernmental
organization providing assistance to de-
veloping countries, trained and super-
vised health promoters (promotores de sa-
lud) in Peru. Some of these workers have
been employed by the public health ser-
vice or served as unpaid volunteers
elected by the community. The health
promoters discussed in this article fall
into the latter category. The training of
health promoters was part of a primary
health care project for which the IMCC
was responsible. The project, costing
about US$400,000, was financed by the
Danish International Development
Agency (DANIDA). Described in detail
in references (1) and (2), the project was
transferred to the Peruvian public health
service in 1983.

IThis article will also be published in Spanish in the
Boletin de la Oficina Sanitaria Panamericana, Vol. 109,
1990.

International Medical Cooperation Committee
(IMCC), Copenhagen, Denmark. Correspondence
should be addressed to P. B. Christensen, Rolf
Krakes Vej 11, Thurd, DK-5700 Svendborg, Den-
mark.

The present article describes the results
of an evaluation that was carried out in
1986, 30 months after the IMCC’s work
ended, to assess the activity level of the
health promoters and the effects of their
work upon the communities they served.

BACKGROUND

The health project was started in the
1970s in slum areas around Pucallpa, a
large town situated in the Amazon Jun-
gle. Pucallpa then had about 130,000 in-
habitants, primarily Spanish-speaking
mestizos, and was growing.

The slum area served by the health pro-
moters had come into being about 20
years previously as a result of collective
land occupation. About 4,000 people
were living there, with units of roughly
40 families (200-250 persons) constituting
what was called a neighborhood commit-
tee (comité vecinal). Two health promoters
were trained in every committee served.

The slum dwellers were living in
wooden shacks on plots of land contain-
ing roughly 300 square meters. Only 10%
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Polluted water resulting from insufficient drainage and poor sanitation
leads to a high incidence of diarrhea. (Photo by S. Samuelson.)

[ "'

Health promoters at work. (Photo by P. B. Christensen.)

to 20% had stable employment. The ma-
jority of those employed had occasional
jobs involved with trading, transport, or
fishing.

Health conditions in the slum area
were poor. Hygiene was inadequate as a
result of crowding, polluted water pro-
vided by the few heavily contaminated
common wells, lack of drainage, and
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nonexistent sanitation. There was no
electricity. Half the children below five
years of age were malnourished, with 1%
exhibiting third degree malnutrition as
defined by Ramos Galvadn (unpublished
data). Infant mortality was high: Official
figures indicate there were roughly 120
infant deaths per 1,000 live births,
though this is probably an underestimate



(Pucallpa Hospital, personal communica-
tion). Diarrhea was the most common
cause of infant death (2).

A health center in the slum district was
open on weekdays from 8 am to 2 pm.
This center, which was within half an
hour’s walking distance of all the slum
dwellers, was staffed by a doctor, a
nurse, and four auxiliaries. In addition, a
public hospital with 150 beds that was
open day and night was located in the
center of Pucallpa, about an hour’s walk
away. There was also a private health sec-
tor, but this was too expensive to be used
on a regular basis by most slum resi-
dents. (All the slum dwellers who had
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health insurance that provided care facili-
ties and paid all costs.)

Traditional healers seemed to play a
smaller role than in rural communities,
probably because the slum residents
formed a mixed group with little com-
mon cultural background. The influence
of traditional healers was not studied.

THE HEALTH PROMOTER
PROGRAM

The program set up three courses that
trained 43 health promoters. The train-
ees, who had to be at least 18 years of
age, literate, and motivated for the work,
were elected by their neighborhood com-
munities and approved by IMCC person-
nel. Personal data on 30 of these health
promoters are shown in Table 1.

The courses, which took 60 to 90 hours
to complete, dealt with the following
subjects: prevention and cure of common
diseases, maternal and child care, hy-
giene and sanitation, organization of
health work, and injection techniques.

Upon completion of the course, each
health promoter was given a medicine kit
containing basic curative equipment (in-
cluding syringes and needles for injec-
tion of medicaments prescribed by physi-
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Table 1. Data indicating the socioeconomic
circumstances of the 30 health promoters
interviewed.

Number (number of women) 30 (28)
Age in years: median (range) 36.5 (20-45)
Married 21
Members of family: median (range) 6.5 (2-15)
No. of children: median (range) 4 (0-10)
No. of children below 5 years of

age: median (range) 1 (©-3
School attendance in years: median

(range) 7 (3-14)
Working outside the home 18
Family has stable employment 8

Average family income per day:

median (range), in 1986 US$ 35 (1.2-11.8)

cians) and five types of medicine: two
analgesics, two antispasmodics, and a
topical antibiotic powder.

The health promoters were assigned
the following tasks:

* to make the population aware of col-
lective solutions available for resolv-
ing health problems;

* to support and strengthen the neigh-
borhood community’s preventive ef-
forts;

* to give first aid, treat the most com-
mon diseases, and refer patients to
the health center.

All of the health promoters” work was
voluntary and unpaid. The population
decided that expenses for materials
should be covered by the treated pa-
tients.

Most supervision provided during the
project was performed by the IMCC. The
promoters worked in small groups as
part of collective campaigns for the whole
area, e.g., campaigns for weighing chil-
dren, vaccination, and cleaning wells and
common areas. The promoters’ group co-
ordinated its activities at a monthly meet-
ing in which the nurse from the health
center often participated. The work was
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performed in cooperation with the local
residents’ organization.

At the end of the project the health cen-
ter became responsible for supervision.
Thereafter supervision became less
intense—owing primarily to the center’s
limited resources and rapid staff turn-
over.

During the 18 months before the evalu-
ation reported here, the World Bank fi-
nanced a project that provided system-
atic home visits every third month to a
region that included the whole area
served by the health promoters. This
project employed eight full-time field
auxiliaries whose training was similar to
that of the health promoters and whose
work closely resembled that of the health
promoters. (One of the eight field auxilia-
ries was in fact a health promoter.) This
project was cancelled shortly after our
evaluation for lack of financial resources,
and the personnel involved were trans-
ferred to other areas.

EVALUATION METHODS

The evaluation reported here was car-
ried out during January 1986 by one of
the authors (PBC) who had previously
worked for the project as a medical stu-
dent. It was based upon interviews with
the health promoters and a household
survey.

The promoter interviews were con-
ducted by PBC and his wife (who had
worked on the health promoter program
during the project). The interviews took
the form of guided conversations lasting
between one and two hours. The inter-
viewed promoters were asked 86 ques-
tions derived from a WHO prototype
protocol (3) and were given a written test
on the subject of diarrhea. A 20-point
checklist was used to record each pro-
moter’s activities. In the absence of Peru-
vian or international standards for moni-
toring the health promoters’ activities,
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we developed our own criteria in coordi-
nation with the public health service and
the health promoters themselves.

In addition, the aforementioned house-
hold survey was carried out in order to
assess the effects of the health promoters’
work upon the population served. A 20%
sample of houses was selected by choos-
ing every fifth house in each block. If it
turned out that the family in the house
selected had not lived there for at least a
year, the neighboring house was selected
instead.

The evaluation was complicated by the
fact that the World Bank project’s field
auxiliaries had worked for 18 months in
the same area served by the health pro-
moters for the previous five-and-a-half
years. To help deal with this complica-
tion, the household survey covered three
different slum areas. These were (1) the
health promoter area, where the field
auxiliaries had also worked (this sample
included 152 households); (2) a control
area where neither health promoters nor
field auxiliaries had worked (this sample
included 82 households); and (3) an area
where only the field auxiliaries had
worked (this sample included 130 house-
holds). No area where only health pro-
moters had worked was included be-
cause no such area existed. The three
areas were comparable with respect to
neighborhood age, prevailing socioeco-
nomic conditions, and distance to the
health center.

The survey interviewer asked the
mother of the household (in rare cases
the father) a list of 20 questions about
health behavior. The whole survey was
completed in one week by 21 workers (in-
cluding health promoters, health center
employees, and two teachers from the
slum area). These workers received pay-
ment for their work. No health worker
carried out interviews in his or her own
district. Repeat interviews, conducted by
IMCC personnel and the teachers,



showed good correlation with the results
obtained by the interviewers. The x? test,
with Yates’ correction, was used for sta-
tistical analysis; p < 0.05 was used as the
level of significance.

After processing, the results were pre-
sented to the health promoters, the local
community organization, and local
health authorities.

RESULTS AND DISCUSSION

Various methods are available for eval-
uating primary health care (4). The
method we used focused upon the health
promoters’ performance and their imme-
diate effect upon the population, as indi-
cated by changes in behavior. Other mat-
ters covered included the number of
health promoters still active, the drop-
out rate, and the health promoters’ socio-
economic conditions.

In all, 30 health promoters (70% of the
43 who completed the course) were inter-
viewed. Regarding the other 13, who
could not be located, every effort was
made to determine their reasons for leav-
ing the group through interviews with
family members, neighbors, and other
health promoters.

Activity

Six criteria (see Figure 1) were used to
get an indication of health promoter ac-
tivity. In our opinion the active pro-
moters were those who met one or more
of the first three criteria; that is, they at-
tended group meetings, were known by
at least half the households in their dis-
trict, or had participated in major com-
munity health work within the preceding
three months, e.g., the last national vac-
cination campaign.

Figure 1. Percentages of the 43 initially trained health promoters who were still active at the time of

the 1986 survey, according to six different criteria.

Criteria

1 Attend the
group meetings

2 Known by half of
the households in distnct

3 Participated in the last
national vaccination campaign

35%

4 Has realized preventive

work during the last month

5 Has treated eight or more
patients during the last month

6. Considers self
as active

Number of health
promoters interviewed

70%

0 20

T T T |
40 60 80 100%
n =43

» % of total number of heatlh promoters trained
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According to this standard, 17 health
promoters (40% of those originally
trained, 57% of those interviewed) were
“active’”’ 30 months after the project
ended. This is a minimum figure, be-
cause it is very likely that some of the 13
health promoters not located were con-
tinuing to work elsewhere.

In assessing the health promoters” de-
gree of activity, it is important to consider
their general circumstances. Among
other things, most of them were unem-
ployed, the social structure of their soci-
ety was unstable, and most of them were
women who had to spend most of their
time caring for their families. In view of
this, we find the result acceptable. Other
authors have reported similar findings,
but there has also been great variation in
the results reported by different studies
(5-9). Ofusu-Amaah (9) indicates that
40% to 80% of those studied were still
“active”” after two years. The variation
was partly due to different definitions of
“active’”” and partly to differences in spe-
cific health promoter programs. In gen-
eral, it appears that rural and paid pro-
moters tend to be ““active’” for longer
periods than voluntary health promoters

in slum districts, and also that longer-
lasting programs tend to stimulate longer
activity.

To effectively compare the ““activity’” of
promoters in different programs, the cri-
teria used to gauge such activity must be
the same. We suggest the following
should form part of any such criteria: (1)
attendance at health promoter meetings,
(2) participation in a reasonable number
of health activities, and (3) procurement
of public acceptance—as indicated by
such things as recognition by the public
as a health promoter, reported use of the
promoter’s services, and reported satis-
faction with the work performed.

Dropout Rate

The health promoters were trained
through one of three different courses
given at three different times. Therefore,
they were supervised by IMCC person-
nel for varying lengths of time (half a
year, one-and-a-half years, and three
years) between the time they completed
their training and the time when IMCC
departed in mid-1983. In addition, the
criteria for election of the members of

Figure 2. Percentages of the 43 initially trained health promoters who were still
active at differing lengths of time after their training courses ended, by the three

course classes trained.
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each group differed, as did the structure
of their courses.

Figure 2 shows the percentage of still-
active health promoters as a function of
their length of service in January 1986.
This chart indicates that the dropout
rates among the three groups involved
were very similar. That is, after three
years approximately half of the health
promoters remained active. This sug-
gests that the variations involved could
have a relatively minor influence upon
length of service under the conditions
prevailing in this project.

With respect to the 26 health promoters
no longer active at the time of the survey,
the reasons they gave for no longer being
active were recorded. The most frequent
causes cited were employment/studies
(in 11 cases), pregnancy/child rearing (in
8 cases), and personal disagreements
within the health promoter group (in 4
cases). These reasons appear to reflect
conditions of life prevailing in a typical
slum area, conditions upon which a
small-scale health project has very little
influence. It might be better if health pro-
moters could be chosen from among set-
tled people with stable jobs, but this is
seldom the case. It also seems important
to train the group in solving personal
conflicts, since such conflicts can cause
desertion.

In general, it appears that no matter
who is selected, and whatever the level
of supervision, continuous training and
integration of new health promoters will
be necessary in order to overcome attri-
tion. In our study the attrition rate was
approximately 20% of the group per year.

Socioeconomic Conditions

The health promoters’ socioeconomic
circumstances are indicated in Table 1.
Compared to the 13 “‘passives,” the 17
“actives’” tended to be slightly older with
smaller families, less schooling, and
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more participation in work outside the
home. However, the differences involved
were too small to permit any definite con-
clusions.

Other authors have stressed that a
health promoter should be mature in age,
socially engaged, and literate (9). How-
ever, health promoters’ performance and
dropout rates are often related to their
socioeconomic circumstances (9). There-
fore, as our experience suggests, when
electing health promoters it is important
not only to focus upon each person’s mo-
tivation but also to find out if socio-
economic circumstances will permit him
or her to work as a health promoter.

Performance

Table 2 shows the preventive and cura-
tive activities reported by the health pro-
moters in the month preceding the sur-
vey. The data indicate that the health
promoters performed an average of one
health activity per person per day during
the month in question. Overall, 21% of
these activities were preventive and 79%
were curative. The most frequent activity
(accounting for 34% of all the reported
activities) was injection of medications
other than vaccines.

The injections were mostly prescribed
by a doctor, but considerable misuse of
medications took place in the project
area. The types of medicine were not reg-
istered, but were known to be mostly
broad-spectrum antibiotics and vitamins.
It is questionable whether health pro-
moters should be trained in injection
techniques; injections do not pertain to
this level of the health system, and the
medical justification for many of the in-
jections given is in any case very weak or
nonexistent. The training in giving injec-
tions was a compromise made necessary
by the population’s tradition of self-
medication, and it was a condition
needed in order for the health promoters
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Table 2. Types of health activities performed by the 30 health promoters
interviewed in the month preceding the evaluation, showing the number of each
type performed and the percentage of all activities accounted for by each type.

Activities performed

Types of activities % of total (No.)
Curative activities:

Injections 34.4 (303)
Distribution of oral rehydration salts 17.6 (155)
Wound treatment 13.8 (122)
Referral of patients to the health center 7.8 (69)
Other curative activities® 5.0 44)
Total curative activities 78.6 693)
Preventive activities:

Home visits? 10.4 (92)
Referral to the health center’s preventive programs® 7.4 (65)
Teaching the population 3.1 (27)
Other preventive activities? 0.6 (5)
Total preventive activities 21.4 (189)
Total activities (all) 100 (882)
No. of activities per health promoter (29)

Visits to people with acute illness, attendance at deliveries.

bVisits made to households without being called there to deal with acute illness.
“Prenatal care, under-fives clinic, nutrition programs, etc.

dConstruction of pit latrines, cleanup campaigns, and community vegetable gardens.

to be accepted by their neighbors as
health workers.

The most frequent preventive activity
was the home visit (visiting a home with-
out being called there to deal with an
acute illness). However, home visits ac-
counted for only 10% of all the reported
activities, a percentage lower than that
found by other studies (7, 8, 10). The rea-
son for this is that—in contrast to many
other health promoter programs—
systematic home visiting was not made
an integral part of our program, it being
felt that systematic home visits would de-
mand too great a time commitment from
voluntary part-time health promoters.

The survey did not include data on the
time spent by the promoters on their var-
ious activities, so that time-consuming
tasks, mainly preventive ones, were un-
derestimated. However, if one estimates
that on the average each activity took be-
tween half an hour and an hour to com-
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plete, it would appear that the promoters
worked an average of 15 to 29 hours per
month.

The health promoters’ level of activity
at the time of the survey can be compared
with their level of activity three years ear-
lier, shortly before the end of the project.
This earlier level of activity has been cal-
culated retrospectively from the monthly
reporting of 11 health promoters over a
two-month period. At that time the num-
ber of activities was 25% lower, but the
curative activities represented only 60%
of the total. Since the preventive activi-
ties are considerably more time-
consuming, on the average, than the cu-
rative ones, it is our general impression
that the average health promoter’s total
work load had diminished since the
project ended, although the number of
registered activities had increased—an
opinion voiced by many health pro-
moters during their interviews. The rise



in curative activities has been appreciated
by the population, however, since it com-
plies with the perceived needs of the
people.

Other studies have obtained similar
findings. For example, Heggenhaugen,
et al. (11), working in Tanzania, found
that curative functions rose from 21% ini-
tially to 49% after two years of health pro-
moter activity.

This drift toward increased curative ac-
tivities is cause for medical concern, con-
sidering the short training period in-
volved. Specifically, there is a risk that
health promoters might conduct their ac-
tivities in such a way as to risk harming

their paﬁenta To avoid tl"ub, continuous
and careful supervision and support of
health promoters” work is essential.

Another important factor influencing
health promoter activity levels is the local
community’s organization and leader-
ship. In particular, preventive activities
are very dependent upon community
support and understanding. In the case
of our project, the decline in preventive
activities coincided with growing disor-
ganization within the slum area in recent
years.

Public Acceptance of the Health
Promoters

As previously noted, 152 household in-
terviews were conducted in the health
promoter-field auxiliary area, 130 in the
field auxiliary area, and 82 in the control
area. Ninety-seven percent of these inter-
views were conducted with the mother of
the household and 3% were conducted
with the father. The people interviewed
in each area were comparable with re-
gard to sex, years of residence in the
slum area, and number of children under
five years of age.

Over half (57%) of those interviewed in
the health promoter area knew their
health promoters, and 10% had been in
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contact with them about health problems
within three months of the interview. Of
those who knew their health promoters,
45% were satisfied with their work, 10%
were dissatisfied, and 44% said they
“didn’t know."”’

In general, the residents interviewed
focused on the promoters’ curative activi-
ties, only a few mentioning their preven-
tive work. As a reason for being satisfied,
they commonly said that the health pro-
moter was cheaper than other health ser-
vices in the area and was present when
needed.

Public acceptance of the health pro-
moters had also been evaluated immedi-

ataley affna thha mAad 20 11 o
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earlier (12). At that time 98% of the resi-
dents interviewed knew their health pro-
moters, and 82% were satisfied with their
activities. This suggests that there has
been a decline in public acceptance of the
health promoters since the end of the
project.

Health Literacy

This term, originally introduced by
WHO, has been defined as ““an under-
standing of prevailing health problems
and of appropriate methods of prevent-
ing and controlling them’” (13).

Table 3 summarizes the interview sub-
jects” statements about causes of health
problems in the three slum areas in-
volved. These statements indicate that
the residents had a better understanding
of health problems’ causes in the area
served by the health promoters and field
auxiliaries (Area 1) than in the control
area served by neither (Area 2).

In general, the people interviewed
showed considerable understanding of
hygiene’s importance. Similar under-
standing has also been found in other
studies; for example, a 1984 Peruvian
survey of 20,000 families found that 41%
of those queried cited hygiene as having
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Health promoters conducting a house-to-house weighing. Of 800 children
weighed, 50% were found to be malnourished. (Photo by M. K. Andersen.)

Health promoters directing a cleanup of slum area streets. (Photo by S.
Karlgvist.)

an important bearing on health problems
(14).

In the area served by the health pro-
moters and field auxiliaries, 37% of the
respondents ascribed a decisive impor-
tance to the people’s own organization in
solving health problems, as compared to

21% of the respondents in the control
area.

192  Bulletin of PAHO 24(2), 1990

Overall, these results indicate a rela-
tively higher level of health literacy in the
area served by the health promoters.

Health Behavior

The data in Table 4 indicate that the
percentage of fully vaccinated children
was nearly twice as high in the area



Table 3. Causes of health problems in the slum area, as perceived by the persons interviewed in the

household survey.

% of all answers citing the
indicated cause

Area 12 Area 2b Area 3¢
Answers taken as indicating health literacy:
Hygiene 30 23 25
Economic problems 74 1 4
Malnutrition 5 4 8
Disorganized population 5 3 1
Subtotal (number of answers shown in parentheses) 46 (113y 30 (43) 39 (81)
Answers not taken as indicating health literacy:
Common illness® 204 34 33
No health problems 8 9 5
Lack of curative services 7 2 gd
Othersf 12 17 14
Do not know 6 8 14
Subtotal (number of answers shown in parentheses) 54 (131 70 (99) 61 (129)
(Total number of answersg) (244) (142) (210)
(Total number of interviewed households) (152) (82) (130)

2Area served by health promoters and field auxiliaries.

bArea served by neither health promoters nor field auxiliaries {(control area).

cArea served by field auxiliaries only.
9ISignificantly different from control area, p < 0.05.

¢The person interviewed did not cite causes of illness, even after the question was explained.

fLack of electricity, bad roads, people’s ignorance, etc.

8Some of those interviewed cited more than one cause, the average number of causes cited per interview subject being 1.6.

served by health promoters and field aux-
iliaries (Area 1) than it was in the control
area (Area 2), and that 14% more mothers
had participated in the prenatal care pro-
gram. On the other hand, there appeared
to be no significant difference between
the areas regarding attendance at under-
five clinics. It thus appears that the work

of the health promoters and field auxilia-
ries resulted in better utilization of some
public health services.

The data in Table 5 reveal no significant
differences in drinking water hygiene in
areas 1 and 2. Fewer than half the re-
spondents in both areas said their fami-
lies were drinking boiled water, and only

Table 4. Interview households’ use of several public maternal and child health services. The data
reported are for the youngest child, and the only households included are those that had

children under five years old.

Answers
Area 12 Area 2b Area 3¢
No. (%) No. (%) No. (%)

Mother has attended the prenatal care program
Child has attended the under-fives clinic
Child has been completely vaccinated®

Interview households with at least one child under five years old 107

58 (54) 23 (40) 63?9 (69)
37 (35) 18 (31) 34 (37)
724 67y 21 (36) 58¢ (64)
(100) 58 (100) 91 (100

2Area served by health promoters and field auxiliaries.

bArea served by neither health promoters nor field auxiliaries (control area).

Area served by field auxiliaries only.
dSignificantly different from control area, p < 0.05.

eAccording to the national norm for the child’s age, as reported by the mother. Vaccination certificates were not used in the

areas involved.
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Table 5. Interview households’ reported and observed behavior with regard to drinking water
hygiene, knowledge of oral rehydration drink, and treatment of childhood diarrhea.

Positive answers or indicators
Area 12 Area 2° Area 3¢
No. (%) No. (%) No. (%)

Drinking water hygiene at all the interview households:

Total interview households

Households where respondent said family always drinks boiled

water

152 (100} 82 {(100) 130 (100)

63 @n 30 37) 33 25)

Households where boiled water was present at time of interview 53 (35) 23 (28) 43 (33)

Knowledge of oral rehydration drinke at all the interview

households:

Households where respondent claimed knowledge of oral

rehydration drink

Households where respondent provided a quantitatively correct

recipe for oral rehydration drink

Treatment of childhood diarrhea:

Total number of treatments cited'

Give medicine?

Seek medical assistance

Use oral rehydration drink

Use household remedies or plant medicine
Others

93¢  (61) 33 (40) 61 47)

318 (20) 4 (5) 294 (22)

203 (1000 121 (100) 161 (100)
87 43) 56 (46) 79 (49)
35 17 16 (13) 27 (17)
42 20 26 (20 30 (19)
37 (18} 23 (19) 24 (15)

2 (1) 0 (0) 1 (1)

2Area served by health promoters and field auxiliaries.

bArea served by neither health promoters nor field auxiliaries (control area).

Area served by field auxiliaries only.
9Significantly different from control area (p < 0.05).

¢Oral rehydration drink is a homemade drink consisting of specific proportions of boiled water, salt, sugar, and lemon juice that
health promoters and the public health service recommend when a child has diarrhea.

‘Some respondents cited more than one kind of treatment.

eMainly antibiotics—23% out of 43% in the health promoter and field auxiliary area, 31% out of 46% in the control area, and

24% out of 49% in the field auxiliary area.

a third or so had boiled water available in
the house during the interview. The
drinking water hygiene was no better in
those areas where only the field auxilia-
ries had worked. Overall, it appears that
the health promoters were unable to
achieve an acceptable level of drinking
water hygiene through their activities
(e.g., conducting well-cleaning cam-
paigns, providing education about diar-
rhea and its prevention, etc.).

With regard to oral rehydration for di-
arrhea treatment, the Table 5 data indi-
cate that respondents in the health
promoter/field auxiliary area had better
knowledge of the recommended home-
made ‘‘oral rehydration drink’’ than re-
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spondents in the control area, but that
they did not make greater use of it. This
is a common pedagogic experience
(knowing is not the same as doing), and
the cheap new homemade drink is not
considered as powerful as the expensive
medicines or old well-known household
remedjies. In our opinion it is not satisfac-
tory that only a third of the households
surveyed used homemade rehydration
fluids and that about half used medicines
in the treatment of simple diarrhea.

The fact that less than a third of the
respondents could give the right recipe
for the oral rehydration drink does not
necessarily mean that all the rest were
unable to prepare it. Among other



things, use of measures was not tradi-
tional among the survey population. It
would probably have been more appro-
priate to ask them to prepare the actual
drink, but this was not possible for prac-
tical reasons.

Summing up the effects of the health
promoters” work upon health behavior as
indicated by our survey, the effects ap-
peared most marked with regard to stim-
ulating use of the public health care sys-
tem. Some improvement was achieved in
knowledge of diarrhea treatment, but
significant changes in actual diarrhea
treatment or drinking water hygiene
were not observed.

Paid versus Voluntary Health
Promoters

During the study reported here, an ef-
fort was made to evaluate the effect of
systematic home visits made by the field
auxiliaries in the area where the health
promoters had never worked. Data from
this area were generally similar to data
from the area where the field auxiliaries
and health promoters had both worked;
these results have been presented in de-
tail elsewhere (2).

Both the health promoters and field
auxiliaries seemed able to change the
study population’s health behavior in
certain ways over a fairly short period.
The survey results do not permit us to
conclude which of the two groups was
primarily responsible for these changes,
since the survey was not designed for
that purpose. However, it is noteworthy
that the field auxiliaries” recipe for oral
rehydration drink differed from the
health promoters’ recipe, and that 64% of
the respondents who were able to pro-
vide a correct recipe in the area where
both groups worked said they used the
health promoters’ recipe.

Christensen & Karlguist

CONCLUSIONS AND
RECOMMENDATIONS

Using our definition of “‘active,”” the
survey found that 17 (40%) of the trained
health promoters were still active 30
months after the project ended. Within
this context, it should be noted that
standardized criteria are needed if one is
to compare different health promoter
programs. In general, our experience to
date suggests that three useful criteria for
defining who is an active promoter are
the promoter’s participation in meetings,
the promoter’s performance of health ac-
tivities, and the served population’s ac-
ceptance of the promoter’s work.

The relatively high dropout rate found
by our survey appeared to have been
caused mainly by factors over which the
project had little control—namely, the
promoters’ occupational status and child-
rearing responsibilities. This suggests
that ongoing refresher courses and inte-
gration of new health promoters into the
program are necessary. We also recom-
mend that health promoters be chosen
from among community residents of ma-
ture age (over 25 years) with steady jobs.
In addition, it would seem advisable for
health promoters to be trained in resolu-
tion of group conflicts, because personal
disagreements appear to be a cause for
dropping out.

With regard to health promoter perfor-
mance, the survey found a trend toward
increased curative activity. This appears
worrisome and underscores the need to
make close ongoing supervision and sup-
port an integral part of the health pro-
gram for a long time (something on the
order of a decade) after initial training,
especially in the area of preventive
medicine.

The health promoters’ impact upon the
population served appeared most
marked in stimulating improved vaccina-
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tion coverage and greater utilization of
the available public health care service.
Some improvement was also found in
knowledge of diarrhea treatment, but no
improvement was noted regarding actual
treatment of diarrhea or drinking-water
quality.

It was not possible to identify particular
socioeconomic conditions related to espe-
cially good health promoter performance
and effects upon the community in-
volved.

A higher level of health literacy was
achieved in the area being served by the
health promoters.

Overall, in the authors’ assessment the
survey results presented here support
the view that health promoters should
continue to be a part of the primary
health care strategy.
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