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EVENTS during the past 2 years have
strikingly pointed out many problems that

exist among large segments of our communities.
The National Advisory Commission on Civil
Disorders, chaired by Otto Kerner, has discern-
ingly described the effects of deprivation on per-
sons who lack opportunities for a decent edu-
cation and meaningful jobs and who grow up
and live within a social climate of rejection and
hostility (1). Perhaps of more importance are
the findings of the President's National Advis-
ory Commission on Rural Poverty (2) that de-
scribe the physical and emotional health prob-
lems of some 14 million Americans "who live
in a state of poverty so acute and so widespread
that it is a national disgrace-and its conse-
quences have swept into our cities violently."
Health planners and administrators are

under increasing pressures to devise new ways
and systems for delivering more effective and
more efficient health services to our nation's
people. With the passage of Public Law 89-749
by Congress, the concept of comprehensive
health planning became national health policy.
The law states that ". . . the fulfillment of our
national purpose depends on promoting and as-
suring the highest level of health attainable for
every person, in an environment which con-
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tributes positively to healthful individual and
family living . . ." (3).
As our society begins to recognize that pre-

ventive and medical health care is a right not
only for those who can afford it but for every
citizen, we are faced with providing quality
health services at the most economical cost. Ob-
taining the manpower to carry out this man-
date is now of the highest priority. Unless we
examine our current systems and practices for
carrying out health programs and consider new
ways of delivering adequate health services to
the people, the impasse we are encountering will
worsen. New approaches to the improved use
of health manpower are being considered.

Ginzberg (4) and Kissick (5) discussed sev-
eral approaches, such as the downward transfer
of functions establishing new staffing patterns
in health agencies, massive development of sub-
professional aides and assistants with new
positions and titles, the use of new technologies
and mechanisms for recruitment and training,
and the development of career systems that en-
able aides and assistants to move upward in a
permanent health career.

Varied Uses of Aides

Many health agencies employ health aides and
similar auxiliary workers. Although the con-
cept of community aides in health programs is
not new, their use in the United States has in-
creased only within the past few years. The de-
veloping countries of the world have used aides
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as an integral part of community development
programs for nearly two decades.
In the 1950's, two programs in North America

piloted the use of health aides. In one, educa-
tional aides were introduced into the Navaho
Indian Reservation at Window Rock, Ariz., in
a project developed by the University of Calif-
ornia School of Public Health, Berkeley, for
the Division of Indian Health, Public Health
Service (6). These aides bridged the wide gap
that existed between the Indians and the health
and medical services that were available to
them.
Another program, sponsored in 1958 by the

Department of National Health and Welfare of
Canada, offered community health for the In-
dians and Eskimos living north of the 60th
parallel (7). The health educator in this pro-
gram recognized one of the soundest ap-
proaches, ". . . the long-talked-of idea of
training native people as assistants to field staff.
The natives had cherished the idea for some
time of having their own people trained to
work in their own communities."
Also in 1958, Florida's Palm Beach County

Health Department employed a health aide to
help nurses work with migrants in a community
health program. The staff recognized the need to
employ a person of the same ethnic background
to work more effectively with the farmworkers
in a migrant health program. In 1961 the Kern
County Health Department in California em-
ployed a small number of community health
aides in a pilot project to extend the services
of the health department to the farmworker
and his family (8). This project was based on
the belief that persons with leadership qualities
might be effectively recruited from the farm-
worker community and employed to help their
neighbors accept good health practices-and
thereby bring about a better understanding and
improved use of existing health services.
When the Federal Migrant Health Act

passed in 1962 and funds became available for
services to migrants, larger numbers of health
aides were used for such programs. In the next
few years the use of persons from target popu-
lation groups to dispense services within these
groups increased by leaps and bounds. For ex-
ample, during the first year of operation only
two or three local projects included health

aides. Four years later, 42 projects listed ap-
proximately 160 aides under titles of liaison
worker, health aide, homemaker, and sanita-
tion aide.
Heath (9) described the use of community

health aides in a migrant health program of the
Santa Barbara County Health Department in
California. The community health aide, she said,
"is a person with a professionalism based on
his grasp of the culture anid feelings of a group
rather than on specific academic preparation.
Training, of course, is essential, but it is his
unique capacity to communicate with a specific
group of persons that makes the aide a member
of the health department team."
Within the past 5 years, aides and indigenious

workers have been used successfully in a variety
of health programs. Stimulated by funds from
the National Antipoverty Program, the Com-
munity Mental Health Program, and other spe-
cial Federal legislation, health agencies began
to experiment with the use of auxiliary person-
nel in a variety of ways.
In Pittsburgh, the Allegheny County Health

Department piloted a successful project by using
neighborhood-based workers as new and impor-
tant members of the public health team (10).
These nonprofessional workers made door-to-
door surveys to encourage residents in one of
the worst slum areas in Pittsburgh to get tuber-
culin tests or chest X-rays. The project was
highly successful; 86 percent of all residents
participated.
In another poverty area, neighborhood wvork-

ers were used somewhat differently. In a ma-
ternitv and infant care project the Denver De-
partment of Health and Hospitals hired resi-
dents to interpret to their disadvantaged neigh-
bors the nature and extent of health services
that -were available to them (11). The depart-
ment found that the culturally and socially dis-
advantaged patient is not "hard to reach" when
health programs are planned around the needs
and wishes of the clients. The authors reported
that while the workers were in the neighbor-
hoods, the use of clinic services increased by 42
percent. In one neighborhood, more thain 60
percent of the patients referred to a maternal
and infant care clinic had been referred by the
neighborhood worker. The clinics served by
these neighborhood representatives treated an
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average of 20 percent more unwed mothers than
the clinics in comparable neighborhoods not
served by representatives.

Stewart (12) stated that seven indigenous
nonprofessionals were selected from lower soci-
oeconomic groups to recruit patients from neigh-
borhood areas for immunization clinics. The ex-
perimental areas assigned to these workers had
been the responsibility of public health nurses,
who had averaged 200 immunizations per
month in the year before the aides were em-
ployed. After the aides began working, the im-
munization rates increased to more than 2,000
per month. When the project was discontinued
the rate dropped significantly and within 3
months approached pre-experimental levels.

Reiff and Reissman described the unique
characteristics of the indigenous nonprofession-
al in community action and community mental
health programs (13). They thought the essen-
tial value of the indigenous nonprofessional was
"his capability for acting as a bridge between
the middle class oriented professional and the
client from the lowver socioeconomic groups.
Implicit in the bridge concept is the notion that
people drawn from lower socioeconomic strata
may have special skills for establishing com-
munication across class lines. This ability is
rooted in their background. It is not based on
things they have been taught, but on what they
are."
Health workers from poverty areas were re-

cruited and employed in two other projects to
extend health services. One work-study project
prepared public health subprofessionals for
health services that traditionally were provided
by professionals. In Massachusetts the Spring-
field Health Department, in cooperation with
Holyoke Community College, recruited high
school graduates from poverty areas and trained
them as public health assistants in various health
programs (14).
The other project was carried out by the En-

vironmental Sanitation Program of the Nation-
al Center for Urban and Industrial Health,
Cincinnati (15). Persons from the Chicago
ghettos were recruited and trained as health
educator aides to function as environmental
sanitation communicators and educators. They
bettered the environmental health conditions of
the city by improving the attitude of residents

and by strengthening their motivation to achieve
and maintain a healthier way of living.
Two local health departments in California

experimented with health aides in programs. In
1965, the Alameda County Health Department
in Oakland started using 10 part-time demon-
stration aides in a poverty health program (16).
The aides' ability to extend health services to the
poor became so apparent to the staff that in 21/2
years the department employed more than 150
full-time aides to work in a variety of health
programs; home care, sanitation, maternal and
child health, family planning, dental health,
communicable disease control, and alcoholism.
The Contra Costa County Health Department

in Martinez piloted a project in a neighborhood
multiservice center (17). Multipurpose work-
ers, or primary counselors, demonstrated their
ability to deliver services for health and well-
being from three county departments (health,
welfare, and probation) to assigned families
in a disadvantaged neighborhood. The agency
strongly emphasized the importance of training
and employing even one multipurpose worker
to give broad services to clients within com-
munities.
The California Division of the American

Cancer Society and the University of California
School of Public Health are experimenting in
a project (18) with the use of health education
aides in local chapters of the cancer society
agencies. This 2-year project aims to (a) de-
lineate the role of the paid aide from that of
the volunteer and the paid professional staff
wvorkers in the agency, (b) provide operational
guides for the use of paid aides in public edu-
cational programs for the American Cancer So-
ciety, (c) develop suitable training guides for
use in several voluntary health agency settings,
and (d) demonstrate the possible areas of ca-
reer development for indigenous persons in
such agencies.
Hoff and Dunbar completed the most recent

and comprehensive study on the use of auxiliary
health workers in migrant health programs
(19). The purpose of this study was to deter-
mine the nature, use, and effectiveness of aides
in migrant health programs. Data on 12 sample
projects selected throughout the United States
were collected through interviews, activity
studies, and performance assessments of 66 nurs-
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ing, sanitation, and community health educa-
tion aides, their supervisors, and 31 other
professional staff. Findings included character-
istics, recruitment and selection, nature and ex-
tent of training and supervision, administrative
practices, and evaluation of the aides.

Significantly, the professional staff perceived
the overall impact of the aides as a positive one
on the health agency and the migrants. The pro-
fessionals thought that the aides not only
lightened the workload of the staff but also
helped to create better relationships between the
staff and the migrants and to bridge the cul-
tural gap that existed. The main result of this
study was a set of guidelines (20) for the re-
cruitment, training, employment, supervision,
and evaluation of auxiliary workers in health
programs. A system model diagramed a series
of progressive steps to implement these guide-
lines.

Future Usefulness of Aides

The health industry is now the second largest
industry in the country, and by 1975 it probably
will be the largest. Within this vast complex
lies a tremendous number of health jobs. The
potential exists for developing these jobs, and
new ones yet to be created, into challenging
health careers for people at all levels of educa-
tion and experience.
The Governing Council of the American Pub-

lic Health Association recently adopted a policy
statement on health and poverty (21). This
statement grew out of the members' concerns
over our nation's failure to adapt its health
system to the needs of large segments of its
population. It states that the immediate prob-
lem of the poor is employment and recommends
"a massive public employment program to com-
plement an accelerated private industry employ-
ment program, including necessary training, to
help make possible the provision of critically
needed health and other community services,
especially in poverty areas. The now unem-
ployed can become a significant productive
force."
Each agency has a professional, social, and

moral responsibility to open its health programs
to the citizens who live in the ghettos and slums
and to create a place in the health system for
them. We must do this immediately. We can

provide meaningful health careers for the poor
and the disadvantaged by first developing entry-
level jobs for aides and then creating further
opportunities for upward mobility. By recruit-
ing and training aides and auxiliaries and mak-
ing them full-fledged members of the health
team, they not only can help in delivering more
effective health services to poverty groups but
can add new dimensions to the planning and
organization of the health delivery system.

Summary
During the past decade the use of auxiliary

personnel in public health programs has in-
creased rapidly. Community health aides have
been employed to perform a wide range of duties
in health programs such as health education,
communicable disease control, maternal and
child health, dental health, family planning,
and environmental health. Evidence from a
variety of health programs and projects has
demonstrated the value of using community
aides. Increasing communications, bridging the
cultural gap, and improving the delivery of
health services to poverty, ethnic, and other
neighborhood groups are values that have been
demonstrated.
As the nation demands comprehensive health

care for all its citizens, the need for more and
new types of health personnel will increa.se. The
creation of entry-level jobs for persons with low
levels of education and experience and the de-
velopment of meaningful health career oppor-
tunities for the poor are ways to meet these
demands. To insure effective functioning of the
new health manpower systems, adequate educa-
tion and training programs for both health
aides and professional workers are needed.
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