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SOCIOEINOMIC PRNOFILE AND PERFORMANCE OF CHYS IN GUJARAT:

Implications for Selection and Support

Abstract

What type of person should be selected as Community Health
Volunteer (CHV) has been 2 matter of debate. This study relates socio-
economic characteristies ~ age, sex, marital, status, education; caste,
organization membership and landownership -~ with performance on Direct
Patisnt Care, Mothar and Child Helath, Family Wslfarc and Environmental
Sanitation. The papaer further suggests strategies for selection, train-

ing and support in casae of CHUs whose performance is poaor.



SDCIDECONOMIC PROFILE AND PERFORMANCE OF CHYS IN GUJARAT:

Implications_for Selection and Support

Since the inception of the Community Health Workers' Scheme
in 19771 thare has besen a considerable discussion on what type of a per-
son a Community Health Volunteer (CHV) should be. This discussion has
ocquired greater significance because for the first tim92 in a develop-
ment programme a memmer of the community was trained and supported by
the government but not within its administrative control. Since con-
siderable importance had besen attached to the scheme and as it was to
be introdiced on a large Sc:ale3 its success was considered crucial.
The out come of this innovation was being watched cleosely by the medieal
profession which has been generally hostile to the scheme and by other
development agencies who might want to emulate the se¢heme for similar
community basad development programmes. The type of person uwho is
sglectad as CH{, therefore, becomes an important issus in the wprking
of this scheme. 7

When the scheme was inaugurated in October 1977, the Govern-

ment of India issued guidelines which provided that a CHY should be below

1. The scheme has since besn renamed as the community health voluntesr's
scheme and will be referred to as a CHY scheme in this paper. Very

recently it has again been changed to health guide. However, we shall
continue to refer to it as CHV.

2. Since then a similar pattern has been adopted for the National Adult
Education Programme, where the Adult cducation instructor like tha CHY
is a member of the community working part time on amn hanarorium of
rupses fifty a month.

3. According to the government sourcesthere were 1,60,000 CHUs working in
the country in 1681. See, Centre Department of Family Welfare, Govara-
ment of India, Delhi, Vol.XVI. No.5, May 1981, p.11.
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30 years and should have a formal aducation upto sixth standard. Sub-
sequent communications and ravised guidelines have suggested that peopls
from scheduled castes and tribes and women should be encouragad to
bacome CHVUs. Alsp, according to revised guidelines, persons above the
age of 30 should be preferred as CHUs. Ideally a pzrson . acceptable

to the rural community, willing to serve ths community and enjoying the
confidence of the villags people should be selected as the CHV.

However, such characteristics as commitment to Ssocial service,
acceptability to the community, being in confidence of the community ars
all highly subjectively detsrmined and difficult to ascertain charader-
isties. Moreover, when the scheme was to bg implemented on a massive
scale, accompanied by usual bureaucratic symptoms of deslays, inadequats
communications from the upper levels of the administration, irregular
supply of equipments, such subtler and higher order criteria of selection
remain on the (:iper only. Add to this the unwilling if not hostile medical
officers and the usual politiking and nepotism of the more powerful
sactions of the rural society to get the share of the government spoils.
In such 2 situation no amount of pious proclamations on committment and
honesty as griteria of selection would help aéhieve better performance.

Perhaps the more realistic and feasible criteria may be relatively
easily asceptainable objective credsntials of swcio-sconomic character-
isties such as ags, sax, occupation, caste, education etc. if these have

any bearing on the parformance and effectiveness of the scheme.



- Rany studies of the CHV scheme have analysed socio-
aconomic background of the CHUs (Ref.2 - B, 13, 18). Some of thsse studies
discuss the relevance of age, sex, caste, education, and ocaupagion - for
tha selection of CHY, (spescially ses Ref.2, 13, 15). Similarly, a few
studies have also analysad parformance of CHUs (speciaily Ref. 2,8,11,
13,15). Howsver, none of these previous researchers have systematically
attempted to relate parformance indicators to Socio-economic character-
istics of CHVs. The 1979 national evaluation of the CHV scheme did make
a beginning in this dirasction by rslating average number of ‘cases visited
by CHVs in the past fortnight with their socio-economic background (Ref.13).
Howevsr, it was limited to only three background indicators of sax, caste
and occupation. Also, the 2ingle indicator of performance did not distin-
guish betwesn various activities such as direct patient care, family
planning, MCH, and environmental sanitation.

To what extent does thz socio-economic background determine
the parformance of the CHV? Are there any particular services which
are performsd batter by certain type of CHUs? It is to these questions
that wo address ourselves in this study. "If there aro any socio-economic
doterminants of porformance thBn it would help to identify these for
sogloction. Morsovsr, one can also decide about the interventions that
the schame would nead in cass of poor parformance by certain types of
CHUs. Based on the @nalysis of Gujarat situation the paper attempts
to disauss tho strategies for sslection and support for batter performance

of the CHV schemz.



The Studz:

The study is bascd on data for one state - Gujarat - collocted
as a part of largaer national evalﬁation of the CHV Schemod. The data was
collocted during the summcer of 1979,

The sample consistad of 6 CHUs for each sample PHC, half of
whom wara selectad randomly while the remaining half ware from tha pre-
vious evaluation donz in 19785. Ton PHCs were included in the sample
based on stratifiad random mathod. Tuwo of the 60 sslected CHVs could
not be intervicwed. Thus the total sampls consisted of 58 CHVs from 10
CPHCs in 10 districts of Gujarat State®, Study of CHV scheme from Gujarat
state bacomes more important becausse there has been an enthusiastic
acceptance of the scheme on the part of Gujarat Governma2nt as it had
providad added support to the scheme and by all accounts, th2 working
of the schema has been ralativoly much Bettor as compared te other
states,

Moasures of Poerformancs and Socio-aconomic Characteristics:

Moasures of performance included in this study and the socio-
sconomic profile of the CHV in tho state arc shown in tables 1 and 2

raspectively. Tha moasuras of performance are clustered into four

4. Sgo for details of the sample and other description of tho study
Report Evaluation of the Community Health Volunteers' Schems ~ 1979,
Parts - 1 & II, New Dslhi: National Institute of Health and Family
Welfara, 1979. )

5. See Evaluation of the Community Health workers' Scheme, Technical
Report - 4, New Dslhi: National Institute of Health & fFamily welfare.

6. The IIMA was associated with both the National Evaluations. Anil
Bhatt and RM Maru warc associated with second national svaluation.
from which the date for this paper aras taken. Bharat Upadhyay
helped in data collection and ficld supervision.
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parts/types of activitics basod on nature of scervieces rendered. Thaese
ara: (i) direct patisnt care (DPC) which includes such activities as
minor ailments treated, blood slides collactzd otc. (ii) maternal and
child health (MCH) that consists of number of children referrad for
vaccination, malnutrition, numbar of mothers referred for pre-natal care,
post-natal cere etc. (iii) family welfare (Fw) and (iv) environmental
sanitation (ES).

TJable - 1

Indicators of Parformancs

1. Diract-Patient Care (DPC)
~ No. of blood slides prepared

- No. of cases given treatment

-~ No. of minor 2ilments treated

2. Maternal and Child Hzalth (MCH)

~ No. of children raferred and got vaccinated

- No. of childron roferred for malnutrition
- No. of children referred for Vit.A solution
- No. of cases referrad for pre-natal cara-
- No. of cases rafarred for post-natal caro

-~ No. of cases referred for natal care.

3. Family Welfare (Fu)

- Cases roferrad for IUD

- (ases referred for sterilization
~ (Cases rafarred for MTP

~ (ases refarred for FP advice

4. Environmental Sapitation (ES)

- Average number of chlorinations per wall
- No. of soakage pits constructed

- No. of compost pits constructsd

~ No. of sanitary latrino§ constructed.
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The index for cach serviceconsists of simpls additive scalec of different
activitios for each typz.

The performance under esach type was ordered into poor, @varage
and good. The scores in faur typoes wereesnverted into standard normal
varicties using tho mean and standard deviation of a set of scores. The
CHVs whnse performance score thus calculated was less than or equal to
-1 were classifisd as "poor", betwecen -1 cnd +1 as "average" and morz than
or equal to +1 as ‘good".

The distribution of Gujarat CHYs in various Socio-econom: c
catogories 1is provided in Tabloc 2., The all India profile is also pro-
Qided for ready comparison. We find that a high percentage of CHUs in
Gujarat are younger, males (:though hers it may be hoted that Gujarat
has nearly onc forth of tha CHVUs who are fcmale as compared to only six
percant for all statds combined), married, having more than primary
education and balonging to non-SC/AT castes. While more than ninety per-
cent of CHVS j5 Gujarat arc without any madical background the propor-
tion of CHUs with medical background is n4ne per cent which is much higher
than the all India proportion of less th;n two per cent with medical
background. It is also striking that more than one-third of CHVs in
Gujarat are members of some public organisation and therefore having
some exposure to cooperativa, organised activity beyond one's primary
group, It is also poteworthy that nearly 45 ﬁer cent of tha CHYs in

Gujarat do not own any land.
L



Table 2

Socio-Economic Profila of Gujarat CHYs

A e e M o ar e RS T SE e e W W W R W me My Be R W W R m W e wm e e W e

Gujarat State A1l States

S.No. Socio-economic character percentages comb ines*
(N = 58)
1. Average Ags (Yoars) 27.6 26.3
Less than 30 75.9 65.9
2. Proportion of female CHUs 24.1 6.3
3. Marital Status
Married 82.8 73.8
Unmarried/Widowed 17.2 26.2
4. Educational Status
Primary 37.9 29.4
More than primary 62.1 70.6
5. Vocation
Non-medical background 91.4 88.2
Medical background B.6 1.8
6. Membership in aorganization )
Membcr 34.5 N A
Non—-mamber 65.5 NA
7. Caste )
Non-SCAT 79.3 78.8
sc/AT 20.6 21.2
B. Llandownership
Duner 55.2 N A
Non-ouwner 44.8 N R

-— e B em am e Em e em W e m Es Ee R Gr AR M e W me SR e B S e @ M e S m M A S e e =

¢ Spurce: 'An Evaluation of Community Health Worker Scheme, Technical
Report - 4', NIHFW, New Delhi 1978, Appendix V(a)-V(e).



Age and Parformanca:

Considerable importance has baen attached to the age, of the
CHV., As we mentioned abgve within thrae years of launching the scheme
government has changed its guidelines on this issue twice, Initially
youngar CHVs were preferred by government. In the rovised guidelinas
it has been suggested that CHYs above thirty should be preferrad. Many
doctors with whom we have talked to in differsnt states have also repeatedly
mentioncd that CHUs should be middle aged or"matured" in agas. To quote
a district level medical officer from Rajasthan, "in this type of a scheme
soma mature middle aged persons should bs selacted instead of the young

boys in their 20s".

Table 3

Rge and Performance Spercentage)

- ememem am e e R e e M M Em W e e e s e e B e Ah Em e R e ER M ey "m ar E M PR e e e e

Type ARged bolow 30 N=38 (65.5%) Aged above 30 N=20 (34.5%)
Of R G o P G e R s S T sy " G W D V> g W00 i - — - —— - —
care Poor Av_rage Good Poor Average Good
DPC 21.0 50.0 29.0 20.0 50.0 30.0
mCH 13.2 78.9 7.9 25.0 70.0 5.0
Fu 28.9 44,7 26.4 50,0 25.0 25.0

ES 211 65.8 13.2 25.0 50.0 25.0

- Er e e G am M T e e e e ER em R Mn e G G e GE S e em e s S e T e m o e e o =



The evidence from Gujarat praesented in table 3, however,
shows that age is not a major determinent of performance. It is not
necessary that only middle agad CHVs would do bestter. In fact in koth
MCH and Fw activities the younger geunseration hze: been performing
relatively better than the CHUs above thirty. As the table indicates
in MCH activity about 8 percent of below 30 CHYs are doing "Good" as
comparad to 5 percent of the above 30 CHUs. In case of Environmental
Sapitation (ES), one forth of the oldsr CHVs performance is rated
as good as against only 13 per cent of the younger CHVs. But in case
of direct patinet care (DPC) there is no noteworthy differance betwaen
young and older CHVs performance. On the whole, thereforas, there is
not much significant difference in performance betwseen younger and
middle aged CHVs.

Sex and Psrformancs

There has boen again a considerable concern Shoun over female
CHus' performance. The latest revised guidelines, Stronély recommendad
that as far as possible females should be selecteﬁ as (CHus, »

Data (Table 4) shows that-femals (HVs performance is slightly
better in case of MCH and Fw activities. Though in Fw more female CHUs
have poor psrformance than male CHUs but in the category "Good" femele
proportion is nearly 29 percent asagainst 25 per cent males. In case
of direct paient care male CHUs are doing better than females. In
case of environmental sanitation 29 percent of the femals CHVs ﬁerforpance
is rated as good as against about 14 per cent of male CHVs. Ovsrall

there is not much significant difference but onec may say that if CHV
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Table 4

Saxwisa distribution of CHVs according to levels of performance
in different types of care (Parcentage)

Type of care ~ Male N=33 (75+9%) - Femals Niflu.wﬁ_
Poor Average Good Poor Average  Good

Direct Patient '

Care 18.2 50.0 31.8 28.6 50.0 21.4
Maternity &
Child Health 18.2 75.0 6.8 14.3 78.6 7.1
Family welfare 34.1 40.9 25.0 42.8 28.6 28.6
Environmental
Sanitation 20.5 65.9 13.6 28.6 42 .8 28.6
Overall Perfor-
mance 22.8 56.8 20.5 28.6 50.0 21.4

- emames Mm mR EE E M an B e M G s A e am e G W MR e N MR T e R W Se e W e e W ms W s

scheme is to emphasise MCH, and £S mpre than curative service than female
CHVs would do equally well or slightly battor than male CHUs. The 19739
national evaluation of CHV scheme also found that sex is not a signifi-
cant determinent of performance (Ref.5, p.142).

Marital Status and Performance

Table 5 shows that unmarried CHVs do bettar in OPC and MCH
as compared to married CHVYs. 1In case of Family uWelfare activities
fifty per cent of unmarried CHVUs performance is rated as "good" as
compared to about 21 percent married CHVs. However, nearly 40percent
of unmarried CHVUs are found to bo in poor category as compared 35 par
cent married CHVs. 1In ca2se of environmental sanitation however, theg

marriad CHVs parform significantly better than unmarried CHVs. Overall,
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-Table 5

Marital Status and Performance (%)

T e e e ee mw e e E ER M he Eme TR W b MR A AN R W e S e WE ME e e me SR me e we me e e

Married N=48(82.8%) Unmarried N=10 (17.2%)
Type of cars —_— —

Poor Avorage Good Poor Average Good
Dirsct Patisnt 22.9 47.9 29.2 10.0 60.0 30.0
Maternity &
Child Health 18.8 75.0 6.2 10.0 80.0 10.0
Family welfare 35.4 43.8 20.8 40.0 10.0 50.0
Environmental
Sanitation 16.7 64.5 18.8 50.0 41,0 10.0
Qverall )
Performance 25.0 56.2 18.7 20.0 50.0 30.0

s em W B R e e A me P eh W M w S W W W G ST s WE MR o R AR Er W Ap W e me e e e

80 percent of unmarried CHUs perform. average to good as compared to
about 75 percent of married Hus.

Efducational Status

Another aspect of CHV selection which has generatad considerable
discussion is the educational background of CHUs,. It has baen gcneéally
believed that ths CHUs should have Some education to be abla to work
effactively. The government in its guide lines has suggested that all
CHVs should have primary_éducation at least upto VI grade. Onw of the
major complaints of the medicos is that CHYs are ill educated and there-

- fore, can not parform their functions well. Many doctors fppm Uttar
Pradesh, Rajasthan and Gujarat that we have- talked to have insistently
mentioned this point. Quite a few doctors have sxpreseed ths view that

CHVs should atleast be matrioulare. It is widely felt that only people
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Table 6

Education and Performance

r em MR am am M E e am eh en W Es e e e M e e e S e S e As e WS Gm mm Gm A e e e

Type of care/ Primary N=22 (37.9%) Middls & Above N=36 62.1%
sarvice Poor Average Good Poor Average Good

Direct Patient 27.3 50.0 22.7 16.7 50.0 33.3

Maternity & .

Child Health 27.3 68.2 4.5 11.1 80.6 8.3

Family wslfare 45.4 27.3 27.3 0.6 44,4 25.0

Environmental

Sanitation 22.7 63.3 13.7 22.3 58.3 19,4

Ovarall

Perfarmance 3.8 54.5 13.6 19.4 55.6 25.0

- e e W ah e am W e Gm W B @ s Sm W W s W A S e AR e M R @ e A e Ee e W e W

with some education will be able to understand and usefully participate
in the training. Even alementary medical work, it is argued, can only
ba performad by educated persons.

Data presentsd in Table 6 do show that those CHUs who had
education upto middle school and above hava performed consistently bstter
in a1l activities and sspecially and expectedly the direct patient care.
In case of MCHmore than ona forth of the CHUs with primary education
hava performed poorly as comparsd to ane tenth of CHUs with middle school
and abova education. If one comp2res thc good performance category in
casg of MCH than nearly double the CHUs with education upto middle
schools or abovae are ﬁo ba found in good performance category as comparad

to CHVs having education upto primary lasvacl.
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Education, howaver is in a sense an enabling variable. One
would expect that other things being equal an educated perSon is more
exposaed to outer world, to new and differsnt things and thsrefores, his
ability'ta acquire knowladgs, assimilate and use training wnuld be higher
thus improving his chancags of better the performancs, +»  But
if these conditions can be met with more intensive training and follow
up then CHVs with low aducation or aven no education (as in cass of
Jamkhedz%g.)l1 )po rform better.

Organisational membership and performancas

Data about organisational membership and performance afe given
in table 7. It clearly shows that those CHVs who are maembars of organi-
sation other than thair primary groups have porformed consistently better
in all activities than those CHUs who ars not members of any organisation.

Tabla 7

Ocgarizational Membarship and Performance(%)

- e M Em e WS ar e M me s er e e W B we e W e me e B o aR Ee M W me e e e e -

Without membership in Membarship in organisa-

Type of care/ any organisation tion N =20 (34.5%)
Service N =138 (65.5%)

e Ebor Averags Good Poor Average Good
Direct Patiant 23,7 47.8 28.9 15.0 55.0 30.0
Maternity and
Child Health 21.1 73.7 5.2 10.0 80.0 10,0
Family welfare 42 .1 34,2 23.7 25.0 45.0 0.0
Environmental
Sanitation 3.6 55.3 13.1 5.0 70.0 25.0

Ovarall
Performance 28.9 55.3 15.8 15.0 55.0 3.0
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Like education membaorship in organisation is also indicativa
of a more outgoing, broadaer, more exposed persondlity. It is also likely
to indicata a greater powar, Status and extension or Service motivation.
Paople with these motivations are likely to ba more confident, more inter-
actional, more active and more involved. Bacausc as members of organisations
thay ara axposed to activities other than thair primary group activities,
they interact with diffarent people, learn to work in groups and in
cooperative fashiom. As active persons itz&gf; likely that they may have
easier accessibility to government parsonnel. These qualities are obviously
more conducive to doing tha typo of work that a CHV is expected to do.

tandownarship and Perfaormance

Tha national study from which this data about Gujarat is carved
out did not include anyquostions on economic Status or landownership.
The Gujarat part of the national study wae redesigned and carried out
by two of the authors of this papsr. We included among other things
guestions on landownership. LandownerShip'in rural India is a reasonably
good indicator of economic and aven social status.

* Tablo 8

landownership and Performance

M W e Em M W A e e M SR s o W R e e Ee G e T D W Ee R Be M W A wm e me - e

Typas of care Without land N=26 (44.8%) with land N=32 (55.2%)
Poor Average Good Poor Average  Good

- am M o er m Tm o mmen M Ee en mes W G o Er A e e M G M s 4T e em e wm e e BE Mm mm em e

Diract Patiant

Cara 26.9 57.7 15.4 14.6 43,8 40.5
Matoernity and

Child Health 15.4 80.8 3.8 18.8 7.8 9.4
Family Welfare 42,3 33.5 19.2 3.3 37.4 3.3
Environmontal

Sanitation 30.8 57.7 11.5 15.6 62.5 21.9
Overall

Parformance 28.9 58.7 12.4 20.3 53.9 25.8
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In 211 types of scrvices those CHVUs who owned some land hava
dones consistantly better (Table 8) as compared to those who do not own
land., Over all doubla the numbasr of CHVs with land (25.8%) are to be
found in '"good" performance category as compared to CHVs who do not oun
any land (12.4%)7.

Caste and Performancs

Finally in table 9 we prasent ralationship between caste and
performance. E&Except in case of MCH activitiss the performan;a of CHVs
baslonging to higher caste is considerably bettsr than CHVs belonging to
schedulsd cases and tribes.a In case of direct patiint care the perfor-
mance of the upper castes is decidedly better. The table shouws that
only 13 porcent of the non-SC/AT C(HVs perform poorly as comp.red to half
of tho SC/ST CHVs., In family walfars also not single SC/ST shows up in
the catsgory good as compared to more than 32 percent of CHUs with upper
caste status. In cassc of MCH activity the performance of the SC/ST
CHVs is slightly better . put it is very negligible-by about 1 per cent

in all tha three performance categories - to ba ablo to arrive at any

definite conclusion.

7. Theo 1979 National Study found that landless CHUs were on an average
visited by more number of community members (Ref.S, p.142). Howaver,
wo should nota thattha 1979 study is limited te only one summary .in-
dicator of parformance, nam2ly no. of pagplo who contacted CHV,

8. Hara also tho National Study (Ref.5, p.142) found no significant
difforence betwean higher castes and S€/T. in terms of no. of pzople
visiting them during the past fortnight. However, the same reser-
vation as mentionad in FN.7 applies here too.
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Tabla 9

Caste and Performance (Percentage)

SC/AT N=12 (20.6%) Non SC/AT N=46n(79.3%)
Typa of aT8 = = = = o - - m e mm - . - s m ks s e e e e e .-
Poor Average Good Poor Avaerage  Gnod
Diroct Patient
Cars 50.0 41,7 8.3 13.0 52.2 34.8
Maternity and
Child Hsalth 16.7 75.0 8.3 17.4 76.1 6.5
Family Walfare 58.3 41,7 0.0 0.4 37.0 32.6
thvironmantal
Sanitation 33.3 58.4 8.4 18.8 52.5 18.8
Qverall
Parfp rmance 50.0 41.7 8.3 17.4 58.7 23.9

This is perhaps to be expected. Given ths social position of
these low~-caste groups their ability to interact with others and thsir
acceptance by upper sections of tha socisty is very iimitéd. Their confi-
donce level is &lso likely to be low. JIn such a2 situation it is not
possible to expect better performance from tha traditionally deprived
groups to do better than upper caste groups unless they ars more carafully
trained and ganarally more strongly supported by the hezalth adminis-
tration

Conclusion: Stratsgiss for Selection and Support

Looking at different Socio-economic dimensions of CHVs poarfor-

mance ona can sasa@ that a better performing CHV is generally educated
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upto atleast middla school, 2 landownar, momber of the uppar caste and a
member of soma organisation. He may boe marricd or unmarried, young or
middle eged; malae or female. It can be legitimately argued that perfor-
manca of the CHY should notba measured only in tarms of gquantity of

services rendered. wo must also look at the type of clients they are
serving. (Specially see Ref.2, 3, 7, 9, 13). Since ona ofthe major object-
tives of such community based intervention is to reach under-privileged
strata of rural population, would it not be logic2l to racruit CHUs from lower
spcio-aconomic strata, =sven if thaey are not performing as well as (HVs

from higher socio-economic strata? UWe have slsewhere analysed the charac-
teristics of clients served by CHUs from various socio-economic strata

and found that on an average CHUs served all sections of socisty without
consideraions of caste and class (Rsf.7). Ouraalysis of other data from
Gujarat (not reportad hare) also support this conclusion.

&Lven if CHVs dao not discriminate between various strata of society
in providing services, it would be important to recruit CHVs from lowsr
socio~economicstrata purely on the ground of providing them equal share
in the new opportunities opened by thé schema.

If selaction has to be made on the ground that a particular
village neaeds a partioular kind of activity more than the other than more
differential selection an the basis of socio-economic characteristics
will have to be done. For instance, if one‘wants to emphasize family
Walfare activity more in a particular>village és compared to direct

patient care than one may prefer a younger person who is female and 2 member
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of th: organisation, An Activity wisa sclsiction striategy is suggostud

in the table 10. It is only a suggestive table.

Tabla 10

Activitywise Selection Strategy

- e M e W e M M e Ew o e e A AR M M e e AN W Y Gm W e we wm e e e M e e e -

Socio-sconomic Better Performance

characteristics DPC M CH F oW £ S

Age * Young Young Middls agsd

Sax ' Male Female * Female

Marital Status » Single * Married

Education Middle Middle * Middle
school school school

Membership

in the orga-

nization Membar Member Memver Member

Landounerghip Quwner * Ounar Ounar

Castas Non-SC/5T * Non-Sc/5T  Non=SCAT

* denotes uncertain or no relationship betwasen particular socio-economic
characteristic and performance in particular activity.

It is to be noted houeuar.that socio-aconomic characteristics
are not diresctly relatad to performance., Thz factors that affect the
performance directly and more decisively are broader exposure, easier
access to wider sections of community and different 1levzls of government,
confldence, commitment, social ssrvice motivation. The model of relation-

ship between Socioc-aconomic profilz and parformance is as follows:
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Model of relationship between Socio-economic Profile and

Perfo

Socio-economic
Profile

rmance of CHUS

Enabling Variables

=
Uppar caste

Male

Membar of

Organisation

Better
Educated

tand Ouwner®

b, S s s s S By B e W S s By 5 e e

- — —

Greater knowledge/infor-
mation

wiider axposure

Greater confidence
Easier accessibility to
higher sections of the

community and government

Graater acceptance by the
community

Better understanding of
axtens ion work

o e S e e e 0 B W oo

Better

Parfor-
mance

Our other data (not

L—._—..-——-

reported here) show that those who per-

coived their roles as CHVUs more broadly and comprehensively Show much

batter performanesa. It is simply that members comming from more dominent

sections of the society have more opportunity to get wider exposurs and

therefora, ara better placed to have better understanding of such roles.

This, howsver, does not mean that members of lower Socio-

economic strata can not perfo

rm better. Experience of Several voluntary

agencies has emply shown that when they have worked with CHV type function-
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aries in their health work with patienca, greater care, careful training,
continuous guidance and help and stronger sSupport then even illiterate,
landless, schedulad caste femala village health workars have performed
exceedingly well.

Drs
Aroles }n Jamkhed block of Maharashtra (Ref.1) have clearly demonstrated
that illiterate, scheduled casts women have performed excesdingly well
as CHVs and have performed more complicated functions including ths
"tonstion tests" for detecting gloucomaa. This however required innovative
techniques of traihing in an intensive and patient way, a committed and
strong follow up and support. It is, however, far more difficult to
achisva in case of governmoent run primary health centres where training
is to be done enmasse, within a fixed time period, with inadequate and
irregular squipment supply and above all a ganeral lack of interest, on
the part of the PHC and its higher lesvels of health administration.

Tha difference between our findings and experiencas of small
voluntary community health care experimonts higslights the classic
problem of tramsition from pilot projcects to nation-uwide axtension of a
succassful social innovation. As the scale of gperation increasaes, the
ability of the organizatisn to provide intensive, continuing and personalized
training and support alss dscreases., AR certain degree of routinization
and standardization becomes inevitable. Thus, both training and support
systems are umable to differentiate between traineces with differential
social background. One way to minimize this charactedstic of large and

complex systems is to docvelop saparate training and support interventions
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for CHUs from low socio-economic strata. Along with this, flsxibility can

be built into the system through decentralization of training design function
and thersby encouraging regiocnal variations. The strategy will then have tn
be stronger support at training and actual operation level to improve the per-
formance of low Socio economic stetwe CHUs as shown in Figure 2 with which

we conclude.

Figure - 2

Training and Support for Better Performance
of Low Socio-sconomic Strata CHVs,

PHC & DISTRICT LEVEL HEALTH SYSTEMS

Training Work ing

1. Intensivs 1. Frequent visits, more
contacts by PHC staff

2., Mors contacts by MOs

3. Closer guidance, super-
vision

2. Longer duration
3. On the spot

4, Centinuous (e.g. one
day every month) :
4, Regular kit supply and

5, Si .
mpler honorarium

6. Audio-visual

Lé - —Interventions

J

1. More knowledge &
informa tion

2. Wider Exposure
Low strata 3. Higher Moralse S Batter

CHVe 4. Higher motivation perfor-
mance

5. Greater acceptability
by upper status members
of the community

6. Greater confidence
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