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Preface

This review, which was prepared at the request of the World
Health Organization (WHO) and the United Nations Children’s
Fund (UNICEF), is based on case studies sponsored by both
governmental and nongovernmental organizations in many devel-
oping countries. The material has been collected from publications
and from the files of the following agencies: WHO, UNICEEF, the
International Planned Parenthood Federation (IPPF), the United
States Agency for International Development (USAID), the
American Public Health Association (APHA), the Pan American
Health Organization (PAHO), the Population Council, the Inter-
national Development Research Centre (IDRC), the Canadian In-
ternational Development Agency (CIDA), the International Coun-
cil of Adult Education (ICAE) and the Oxford Committee for
Famine Relief (Oxfam). Discussions were held with various mem-
bers of those agencies to ascertain their views on community partici-
pation in programmes with which they were familiar. The author
has also drawn on field experiences gained while she was working
and doing research in Asia.
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Introduction

In the past decade, since the adoption of the Declaration of
Alma-Ata on primary health care, community participation has
become increasingly recognized as an important element in improv-
ing health, particularly among poor and underserved populations
in developing countries. The development of this concept and the
various attempts by planners to incorporate it into new or existing
health care programmes have been extensively documented; these
records vary in both length and quality but nevertheless offer many
valuable lessons for those concerned with this topic.

The purpose of this book is to review a wide range of experi-
ence in maternal and child health/family planning (MCH/FP) pro-
grammes, with the aim of determining whether it is possible to
single out the factors and conditions that encourage effective com-
munity participation.

The text is divided into four chapters. The first, a brief history
of community participation in health care, concentrates on the
changes in attitude since the Second World War, the influence of
community development ideas on community participation in
health care and, in particular, MCH/FP activities in primary health
care. In the second chapter the various interpretations of com-
munity participation are discussed, with emphasis on those that are
most relevant to the delivery of MCH/FP services. It is suggested
that, by determining who participates, why and how, it is possible to
arrive at a functional definition of the term that will also allow clear
programme objectives to be set.

"The analytical framework for the study is developed in Chapter
3, which describes programmes on the basis of their objectives and
the ways in which those objectives are pursued. Two sets of factors
are suggested, which determine how much progress a programme
has made at a given time and to what extent it has been successful.
The first set consists of ““descriptive factors”, which are mainly
environmental and/or structural, such as national culture, history
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and type of government. The second set consists of ‘‘action factors’’,
i.e. those that will influence planncrs and agencies; they include
assessment of needs, community organization, programme manage-
ment, resource mobilization, leadership. and concentration on the
needs of the poor. The final chapter is concerned with the appli-
cation of the framework to case studies. the possibility of determin-
ing the conditions that make community participation effective, and
the limitations of this approach.

To determine what is meant by community participation, three
questions were formulated:

Why participation?
Who participates?
How do people participate?

These questions not only provide a multidimensional answer but
also make it possible to obtain a clear statement of programme
objectives. On this basis, the types of programmes reported in the
literature were classified and the factors determined that influenced
the ways in which community participation developed in those
programmes.

To illustrate several of the points in the sections defining
community participation and describing one such set of factors, a
number of programmes are briefly outlined. As several of the de-
scriptions are taken from file studies rather than publications and as
they are used to provide examples rather than to analyse or criticize
any specific programme, the projects are not identified by name,
only by country.

This study is not intended to be a comprehensive review of
health programmes that include MCH FP services and community
participation, nor is it a definitive analysis of the dvnamics and
development of community interaction in the use and delivery of
health services. Rather, it is a basis to enable planners who are
interested in community participation to recognize some of the more
important management and behavioural issues that may affect the
development of their programmes. By suggesting a range of pro-
gramme objectives and indicating factors that may determine the
extent to which these objectives are achieved, modified or aban-
doned, the study draws attention to some of the more important
problems and potentials of community-based health service pro-
grammes. The aim is to provide a framework for the management
and human aspects of such programmes and an analvtical tool to
enable planners to begin to discuss the goals and direction of their
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INTRODUCTION

programmes, both among themselves and with a variety of people in
the community.

Of the several hundred case study files reviewed by the author,
only about 15 contained any thorough analysis of community par-
ticipation, either in health service programmes in general or in
programmes with an MCH,/FP component. The document Cowm-
munity involvement in primary health care: a study of the process of
community motivation and continued participation (UNICEF/
WHOQO, 1977) was among the first to single out and describe some of
the factors that influence effective community involvement. Studies
by the American Public Health Association (APHA, 1977, 1983) and
the World Federation of Public Health Associations (WFPHA,
1984) classify the various approaches to community participation
adopted by different programmes but do not discuss the ways in
which participation develops. The WFPHA publication, on the
training of community health workers, began to deal with the deeper
issues involved. One of the best analytical studies on the topic is
Meeting the basic needs of the rural poor (Coombs, 1980); it reviews
the problems and possibilities of community participation over a
period and discusses programme adjustments in response to the
failure of previous approaches and assumptions. A more recent study
(Carino et al.,, 1982) covers five programmes in the Philippines
sponsored by the government or by nongovernmental organizations,
and suggests ways of measuring the effectiveness of health pro-
grammes with community participation. Of the studies reviewed
here, this is the only one that deals directly with the topic.

An excellent analysis has been carried out by the Pan Ameri-
can Health Organization (PAHO, 1984). Based on studies of eight
countries in the PAHO region. it derives valuable lessons for
planners within both governments and nongovernmental organiza-
tions. From the analytical point of view the various evaluations by
Oxfam of its own field programmes, which investigate the broad
issue of community participation in health care, are also valuable.
Those evaluations, however, were carried out in response to re-
quests from headquarters, rather than as systematic studies of com-
munity participation in health care. Additionally, there are a few
reports—two evaluations from IDRC, a field report from an APHA
researcher, and three or four papers in the book Practising health for
all (Morley el al., 1983) — which give some insight into specific
cases. Overall, considering how much has been written about the
subject, remarkably few studies have made any attempt to analyse
the concept and its implications for programmes.
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Chapter 1

Community participation in
health care: a brief history

The growth of primary health care

Interest in community participation in health care is not new;
there was community support for healers in past centuries and it is
still a feature of traditional cultures today. It was recognized in the
nineteenth century as a fundamental factor in the public health
movements that swept Europe—particularly the United Kingdom—
and North America during that period. Today, many international
organizations and agencies, including UNICEF and WHO, empha-
size the importance of community involvement in health care as a
basis for improving health throughout the world.

The stress now laid on community participation has resulted
from two trends that emerged after the Second World War. The first
was increasing disillusionment with the ability of the “Western”
medical system to improve the health of the majority of the world’s
people. That system, which had developed in the industrial coun-
tries, stressed curative, hospital-based treatment and one-to-one
doctor/patient relationships, and was transferred to their colonies by
those same countries. With the advent of decolonization, the in-
adequacies of the system were dramatically exposed. New nations
had neither a suitable infrastructure to sustain it nor the money to
support its high costs. Moreover, since it was based mainly in the
urban areas and available principally to those with the money to pay
for its services, it denied care to the majority of the people, who lived
in rural areas where they had little access to any type of health care.

To deal with the health crisis that began to develop as a
consequence, it was proposed that a logical step would be to shift the
emphasis away from this type of medical service and new technol-
ogies towards preventive, decentralized. community care based on
epidemiological priorities. Health service delivery was seen in terms
of social policy rather than technological development. Planners
believed that providing people with knowledge, through health
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education, would greatly improve health. However, the policy
gradually degenerated into the mere provision of knowledge, gen-
erally handed down from experts to lay people and resulting in only
limited improvements in health. As a result, new approaches to
health care delivery were adopted which rejected health policies
handed down from “‘the top”’ and health education concerned mere-
ly with the provision of knowledge. It began to be apparent to many
that it was necessary to involve in the planning of health services
those who most needed them.

Put succinctly, it was increasingly recognized that the differ-
ences that exist between urban and rural societies, ethnic and
regional groups, and people with different lifestyles and values,
make it essential that the consumer—the community — influences
the nature of the health service available to it. Thus, if any notice-
able improvement in health status is to be effected, communities
must be involved in decisions concerning health services.

The second trend to emerge in the post-war period was the
recognition that public health policy was not only concerned with
curing disease but formed an integral part of a country’s general
development policies. In line with the arguments of the Swedish
economist Myrdal, health was increasingly recognized as an “‘invest-
ment in man’ (Myrdal & King, 1972). As a result, health services
were no longer the preserve of the medical profession but became
an integral part of all economic development planning. Thus the de-
bates about ‘‘basic needs”’, ‘“‘social justice’’, and ‘‘people’s partici-
pation” began to involve health care.

The development of these two trends resulted in the concept of
primary health care. As defined in Alma-Ata in 1978 by WHO and
UNICEF, primary health care is ‘“‘essential health care made uni-
versally accessible to individuals and families in the community by
means acceptable to them, through their full participation and at a
cost that the community and the country can afford” (WHO, 1978).
Among the most important aspects of primary health care are the
following:

(1) Health is not the responsibility of the health sector alone, but is
also affected by development activities in other sectors such as
education, housing, agriculture. Hence a need exists to inte-
grate all such development activities.

(2) The development of self-reliance and social awareness through
continuing community participation is a key factor in improv-
ing health.
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(3) If health care is to be improved it is essential that the com-
munity should define its needs and suggest ways of meeting
them.

(4) Decentralization is necessary if community needs are to be met
and problems solved.

(5) Community resources, financial and human, can make an im-
portant contribution to health and development activities.

Community participation is seen as the key to primary health
care, which is concerned not with advanced medical technology but
rather with applying tried and tested health care procedures to the
health problems of the poor and underprivileged, most of whom live
in rural areas of the developing countries. It is believed that only if
those who most need health care participate in its delivery will there
be any impact on the diseases afflicting them, and that only commu-
nity involvement can ensure that culturally acceptable care is avail-
able to those who are at present underserved.

WHO and UNICEF have not confined themseleves to mere
advocacy of primary health care based on community participation
but have also pursued activities designed to promote its practical
application. In developing a strategy for ‘health for all by the year
2000”", WHO has focused on examining the role of members of the
community in the delivery of health services. For example, it has
promoted exchange of experience among countries in which com-
munity health workers have been utilized and has supported re-
search to assess the extent to which community participation in
health services has led to an improvement in health status. It has also
sought to integrate community participation into several specialized
health care activities. Those concerned with the control of
communicable diseases have examined methods of involving mem-
bers of the community in their efforts and have incorporated com-
munity participation components in their training modules.

UNICEF has adopted a more integrated approach, in which
community participation is developed through a number of commu-
nity development activities (discussed in the next section) in addi-
tion to health services, including food production, nutrition, water
and sanitation, education, and income generation. UNICEF’s ex-
perience of this approach to community participation has contrib-
uted much to an understanding of how people in the community can
be motivated and involved in improving their own health. It has also
helped give a broader meaning to “health” in primary health care,
expanding the definition bevond health service activities alone.
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Primary health care and community
development

In approaching the integration of health into development
planning by promoting primary health care, the history of commun-
ity participation in development programmes in general is relevant.
The interest in community participation in development pro-
grammes in the Third World is not new, nor did it begin with
development of the primary health care concept. In the 1950s, the
United Nations was instrumental in promoting what has been called
the community development movement, which advocated that
people in the community should play a major role in their own
development programmes. Used originally in various parts of Africa
as a mass education activity for the rural poor, it gradually gained
wide acceptance throughout the world. It was defined at the 1948
Cambridge Summer Conference on African Administration, called
to discuss the social policies of colonial administrations; in part, the
definition read ‘““Community development . . . . embraces all forms
of betterment. It includes the whole range of activities in the district,
whether they are undertaken by government or unofficial bodies”
(quoted in Brokensha & Hodge, 1969). The definition was later
expanded by the United Nations Department of Social and Eco-
nomic Affairs to stress the processes in which communities and
government joined together to improve the economic, social and
cultural conditions of the community (UN Department of Social
and Economic Affairs, 1971).

Community development, it has been suggested, can be seen as
a method, as a movement, as a programme and as a concept
(Sanders, 1970). As a method, it is very similar, but on a community
scale, to the techniques used by social workers with individual
clients, such as gaining the trust of the client, using that trust to find
out the client’s view of the problem (felt needs) and its causes (real
needs), encouraging the client to discover what he or she can do to
help improve the situation, and supporting any efforts to find and
use the resources necessary for such improvement (self-help). When
programmes are implemented, this method develops the following
characteristics (Mezirow, 1963):

— concern for ensuring the integrated development of the whole
of community life, involving the integration or coordination of
technical specialities;

— planning based on the “felt needs’” of the people;

— emphasis on self-help;
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— concentration on singling out, enouraging and training local
leaders;

— provision of technical assistance in the form of personnel,
equipment, materials and/or money.

Foster (1982) has compared the conceptual similarities be-
tween community development and primary health care. He notes
that both concepts:

— emphasize multipurpose activities;

— presuppose that the provision of basic services and material
gains are essential to development;

— recognize to a greater (community development) or lesser (pri-
mary health care) degree that the processes by which the goals
are achieved (local initiatives, self-confidence, self-reliance and
cooperation) are more important than the goals themselves
(achievement of concrete objectives).

In addition, both concepts stress the need for planners to base their
plans on a community’s felt needs and to utilize community re-
sources, including its people, to carry out programme tasks.

Foster also discusses a number of false assumptions that plag-
ued the community development movement and that, in his view,
had to be corrected if primary health care was to be successfully
developed. They include the following:

(1) “Communities are homogeneous.”” In fact, communities are
mostly not homogeneous, nor do they usually see reasons for
always cooperating “‘for the common good”. Experience shows
that individual concerns often override community goals, par-
ticularly in areas of poverty. Only when people rise above the
level of extreme poverty and lack of resources does cooperation
become feasible.

(2) “Knowledge will automatically create desired changes in
behaviour.” In reality, communities do not change their types
of behaviour because new practices are taught by community
development workers. Time and experience have proved not
only that new knowledge does not automatically induce change
but also that traditional practices often have some value,
Behavioural change — for better or worse — takes a long time.

(3) “Community leaders act in the best interests of their people.”
Fh_e actions of community leaders do not always benefit the
entire community. People singled out by community workers
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as having influence often use the opportunity to enrich them-
selves and their families. Thus, a programme designed for the
poor has often benefited only those who were already better off.

(4) “Government and community workers share the same goals for
community development.” This is often not the case. Govern-
ment workers want to mobilize local resources in order to free
capital for other national programmes; community workers
want to inculcate confidence and self-reliance in the members
of the community. This conflict of interest has sometimes
inhibited community development programmes.

(5) “Community development activities do not create conflicts for
planners.” In fact, the management of community programmes
may pose several problems for planners. For example, the need
to show results may conflict with the need to allow members of
the community sufficient time to become active in programmes
with new orientations; professionals may define the commu-
nity’s needs on the basis of their own training and their capacity
to provide for those needs, whereas the community may wish to
give priority to other needs which its own experience shows to
be more important; the wish of personnel to “serve the people”
may conflict with their own career goals; and personnel may
wish to promote their own sector’s interests rather than cooper-
ate with other ministries.

These problems have actually been encountered in many pro-
grammes but tended to be forgotten or ignored when planners in
both health and development programmes were searching for a
definition of community participation that could be used as a basis
for implementation.

Community participation and MCH/FP activities

While literature analysing the necessity for community partici-
pation in primary health care has proliferated over the past decade,
few case study reports have dealt specifically with the relationship of
community participation to MCH/FP activities. Rather, the reports
tended to explore the role for members of the community in a whole
range of health activities, of which MCH/FP programmes are
usually considered a part. For the purposes of this publication,
however, it seems useful to review briefly the reason for concentrat-
ing on those sections of the community — mothers and children —
that derive direct and immediate benefit from MCH/FP activities
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and on the potential and limitations of their involvement in improv-
ing health conditions and health care.

The factors that either constrain or favour the involvement of
women in community health activities were treated at length in a
recent WHO book Womien as providers of health care (Pizurki et al.,
1987). The book points out the following factors, inter alia, as
reasons for involving women in health activities, particularly those
designed to improve the health care they themselves receive.

First, women have a traditional and natural role in providing
health care. They are the principal providers of health care both
within the family and in communities. Moreover, as role-models for
children and younger people, they can do much to encourage health-
sustaining attitudes and behaviour. Women also provide the greater
part of care delivered by formal health systems, within which they
work as doctors, nurses, modern and traditional midwives, and
paramedical and voluntary workers.

Second, the opportunities provided for communicating with
other women during the course of normal domestic tasks—water-
collecting, shopping, etc.—ensure that much valuable information
is passed on. Communication and mutual support within this infor-
mal “‘network™ often supplements the work of formal health pro-
viders.

Third, women frequently have stronger community roots, es-
pecially in developing societies where men may migrate to urban
areas in search of better-paid work. In volunteering to become
village or community health workers, or becoming active in other
areas of community life, they provide a continuity that is essential in
rural development and health programmes.

Many of the traditional activities of women, such as the collec-
tion of water, the provision and preparation of food, the rearing of
children, reflect aspects of the intersectoral approach to improving
health. Where they strive for basic levels of sanitation, clean water
supplies, improved food safety, etc., women can have a positive
influence on health status; the promotion of health will then come to
be seen as a community activity rather than solely a task for the
health services.

Finally, the women’s organizations that already exist in many
communities provide a ready-made structure for the participation of
women in health-promoting activities. Such organizations include
child-care groups, community centres and, to an extent, schools,
where the majority of teachers are usually women; they are experi-
enced in mobilizing resources for the common good and are there-
fore able to put their experience to good use in promoting the
improvement of health.
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The book also discusses the constraints that limit the partici-
pation of women in community activities in general and health in
particular. Perhaps the most significant of these is the relatively low
social and economic status of women in many rural and developing
societies, combined with the frequent lack of educational opportun-
ities, as a result of which their personal and material contributions to
their traditional role as health providers are rarely understood by
planners. Government policy-makers in particular give little credit
Or support to women or women’s organizations in this area, with the
result that women are rarely consulted on health issues and fre-
quently lack training opportunities and funding.

Women are also hampered by cultural traditions that relegate
them to menial tasks in the community. In a male-dominated society
there is likely to be entrenched opposition to any radical change in
the status or role of women that is seen as giving them greater
authority.

In many developing countries, women in poor rural areas are
often overburdened with domestic responsibilities and prone to ill
health, which leaves them little time or energy for activities outside
the home. When they are able to participate in other work this is
likely to be in an undertaking that will bring immediate economic
benefit rather than long-term advantage; health or sanitation pro-
grammes may well be seen as the responsibility of the government
rather than the community.

These factors apply to the involvement of women in commu-
nity development generally and in health activities specifically and
must be taken into account in analysing community participation in
MCH/FP programmes.



