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Introduction 

In 1978 the Declaration of Alma-Ata sought the commitment of the 
Member States of the World Health Organization to the target of health 
for all by the year 2000 (WHO, 1979). This target was to be achieved by 
a strategy of primary health care (PHC) which was intended to revolu
tionize the practice of health care and health development. An impor
tant element of this strategy was the promotion of greater and more 
effective community participation in serYices and structures designed to 
bring better health care to the millions of people who lacked even basic 
access to such facilities. 

The notion of local communities having a voice in and a view on the 
diagnosis and the tackling of health problems is not a new concept. In 
the 1950s and 1960s, urban and rural community development initia
tives sought to involve local people in management and decision
making. However, with the increasing technological complexity, relative 
sophistication and centraliLation of national health services, more and 
more of these services became the exclusive responsibilitY of profes
sional health staff, who increasingly took control of health care delivery 
systems. The Alma-Ata conference recognized that this trend would 
need to be halted, or even reversed, if effective health services were to be 
extended to the majority of people, particularly in developing countries. 

Since the Alma-Ata Declaration, V\'HO has sought to promote wider 
acceptance and understanding of the notion of community im·olvement 
in health care and development. For example, studies in the earlv 1980s 
examined community involvement in a range of different health activi
ties (Agudelo, 1983; Fonaroff, 1983). In 1985 V\'HO convened an inter
regional meeting on the subject of community involvement in health 
(WHO, 1985). It was at that meeting that the term CIH- communitv 
involvement in health development - was first used explicitly as the 
term to describe a basic principle of health care and promotion. In 1989 
WHO published the first substantive stuclv of the concept of CIH 
(Oakley, 1989) and in the same year it cmwened a Study Group both to 
examine the concept and to review the practice to date (WHO, 1991). 
These publications have helped to clarify the concept of CIH and 
describe how it is put into practice in many diverse contexts. Together, 
they constitute an important resource for health professionals and 
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COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

practitioners who are beginning, or who have already begun, to apply a 
participatory approach to development work. 

Since the vVHO Study Group meeting in 1989, the concept of CIH 
has matured, and increasingly it is being recognized as an important 
element in the provision of health care and the promotion of better 
health. In this age of health sector reform, with its emphasis on such 
issues as privatization and cost-recovery, the notion of community in
volvement has gained greater prominence. vVith its stress on inclusion, 
CIH runs counter to trends which appear to exacerbate the exclusion of 
millions from basic health care. In this situation, it was felt appropriate 
to review both the concept of CIH and its practice, and it is for these 
reason~ that thi.-. book has been prepared. 

The book essentially seeks to explain where the concept of CIH 
stands today. It ha~ three main purposes: 

• to review and update the concept of CIH in the context of district 
health services and systems 

• to describe the practice of CIH, with particular emphasis upon 
methodology, assessment and the role of community organizations in 
promoting health development 

• to assess the current situation with respect to CIH and the likely 
trends of its future development. 

The material for this book has come fi·om a varietv of sources: current 
literature on CIH and people's participation more generally, three spe
cially commissioned case studies from Bolivia, Nepal and Senegal, which 
were researched between 1989 and 1994 (Kahssay, 1991) and the find
ings of a ""'HO research project into health development structures 
(WHO, 1994b). 

The book should be seen as an update of the concept and p1 actice of 
CIH. While not a definitive statement, it provides a guide to what CIH 
means and how it can be put into practice. We hope that the book will 
prove useful to health professionals and health auxiliary staff working at 
the district level and help them to involve local people in tackling health 
problems. 

While the concept of community or "citizen" participation is com
mon in resource-rich economies such as those of the European Union, 
Australia and the United States of America (Risse], 1994), the focus in 
this book is on countries and regions with limited health care resources 
and where CIH concerns access to and benefit from basic health ser
vices. Primary health care is crucial to ensuring such access and benefit, 
and CIH is a key strategy in achieving them. 

Haile Mariam Kahssay 
Peter Oakley 
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CHAPTER 1 

Community involvement in health 
development: an overview 
Peter Oakley1 and Haile Mariam Kahssay 2 

Anv overview of CIH must begin by locating the concept within the 
broader areas of development theory and practice. Development is a 
multisectoral process. The different sectors- agriculture, water, educa
tion and health, for example - are all interrelated, and changes in 
thinking and practice in one sector are likely to aflect the others. 
The concept and practice of development are subject to constant 
chan~e as researchers and practitioners introduce new forms of 
analysis and enquiry and learn more about the causes and problems of 
underdevelopment and povertv. These changes then influence health 
development. 

In the early 1970s there was a reaction a~ainst the dominant model of 
de\·elopment intervention which stressed external deliven·, physical or 
tangible improvements and the employment of professionals to design 
and direct development programmes and projects (Hague et al., 1977; 
Lon~, 1978). That model of development may have helped to improve 
the living conditions of some people, but it was ar~ued that it did little 
to develop the talents, skills and abilities of the mass of urban and rural 
poor; nor did it provide any role for the poor in the development 
process. In contrast to that model, it was suggested that development 
should be more people-centred, with less emphasis on purely physical 
improvements, and that it should more directly promote people's par
ticipation. This new approach to development has variouslv been called 
"alternative development", "another development", "people-centred 
development", "counter-development" and "participatory develop
ment''. Essentially, it argued two things. The first premise was that pov
erty is structural and has its roob in the economic and political 
conditions that influence people's livelihoods. Therefore, in order to 
tackle this poverty, it is important to develop people's ability to change 
these conditions. The second premise was that development 
programmes and projects have largely bypassed the vast majority of 
people; there is a need, therefore, to rethink development interventions 

1 Centre f(Jr Development Studies, Umver,it\ of Wale,, Swamea, Wales. 
'\\'oriel He,tlth Orgamzatton, Gene\ a, SWit7erlanct. 
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COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

in order to give the excluded majority a chance to benefit from develop
ment initiatives. V\'hatever the terms used or the explanations given, this 
approach to development intervention was seen as the antithesis of what 
was generally referred to as "top-down" development. A graphic that well 
illustrates the motivation of community development is shown in Fig. 1. 

The concept of community participation gathered renewed strength 
in the 1990s. In 1990. for example. the United Nations Children's Fund 
(UNICEF) undertook a formal examination of the usefulness of a partici
patory approach to its work (UNICEF, 1990); in 1993 the Organisation 
for Economic Co-operation and Development (OECD) similarly under
took a detailed review of how community participation might imprm·e 
the effectiveness of the work OECD supported (OECD, 1994); and in 
1994 the v\Torld Bank issued a major statement on the importance of 
community participation in its work and took the appropriate decisions 
to build a participatory approach into its loan operations (World Bank, 
1994). 

This changing analysis of underdevelopment in the late 1970s and 
1980s began to offer different explanations of the causes of poverty and 
to suggest different forms of project intervention. Poor people were seen 
as excluded and marginalized both from broader societal participation and 
fi·om direct involvement in development initiatives. Simultaneously de
velopment policy-makers and planners began to advocate societal politi
cal participation and to devise strategies to increase poor people's direct 
involvement in development efforts. In development terms, recent year~ 
have been dominated by efforts to promote people's participation in 
development. Such participation required a fundamental shift both in 
attitudes and in methodologv, to break decades of top-down. non
participatory practice. Since the early 1990s the m~jor donor develop
ment agencies have supported and funded the promotion of participa
tory development (OECD, 1994; World Bank, 1994). 

InevitablY the re-examination of development filtered into the health 
field and began to influence the practice of health care and develop
ment. The notion of greater im·olvemen t in the benefits of health devel
opment was emphasized, for example, in the 1978 Declaration of 
Alma-Ata. The Declaration has since served as an important guide of 
health policy and development in manv countrie~. A critical element in 
the Declaration's emphasis on primary health care (PHC) i~ the involve
ment of people, not just in the support and functioning of health 
services, but more importantly in the definition of health prioritie~ and 
allocation of scarce health resources at the district level. Indeed, the 
goals set by the Declaration may be unattainable unless radically differ
ent forms of health care are introduced, to develop health sen·ices which 
are for the people rather than services based on the health needs 
perceived by health professionals. The Declaration of Alma-Ata singled 
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AN OVERVIEW 

out PHC as the essential strategy to improve health service delivery to 
the millions excluded from regular access to adequate health services. 
The general principles of PHC, which stress accessibility, community 
involvement, decentralization and equity, as well as health promotion 
and disease prevention, presuppose a people-centred strategy and a 
thorough re-examination of existing health care delivery systems. 

People's participation in development 

The concept of people's participation in development has come to have 
a major influence upon development thinking and practice. There is 
already a vast literature on the subject, which has greatly influenced CIH 
(Burkey, 1993; Cohen & Uphoff, 1977; Midgely, 1986; Oakley, 1991; 
Rahman, 1985). The concept of participation, however, defies any single 
attempt at definition or interpretation; in many ways participation has 
become an umbrella term for a new and more people-centred approach 
to development intervention. Research has revealed a number of dif
ferent interpretations of the concept of participation. Inevitably inter
pretations reflect both the ideological position of those initiating the 
participation process and its content. The following distinct interpreta
tions of people's participation in development have been identified. 

Participation as collaboration 

In this interpretation, people in less developed countries voluntarily, or 
as a result of some persuasion or incentive, agree to collaborate with an 
externally determined development project, often by contributing their 
labour and other resources in return for some expected benefit. 
People's participation is sponsored by an external agency. either the 
government or some other form of development agency, and in many 
instances this participation is programmed as a project input. In nation
wide health, literacy, resource conservation or agricultural production 
programmes, for example, people's collaboration will be sought as a 
means of ensuring the success of the programme. V\'hile local people 
may participate, in that they collaborate with the programme, they have 
less direct involvement in programme design, control or management. It 
could be argued that participation as collaboration is the interpretation 
which dominates much of the practice of current development 
programme~ and projects, and the extent and quality of that collabora
tion is much debated. Participation as collaboration has also given rise to 
the concept of the "stakeholder", which in practice involves the identifi
cation, and inclusion in the project process, of those individuals or 
groups who could affect, or be affected by. the outcomes of the project 
activities (Montgomery. 1995). 
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Participation as specific targeting of project benefits 

Increasingly, one aim of people's participation has been to include 
previously excluded groups. such as small farmers, landless people or 
the urban poor, in development activities by targeting brnrftts directly at 
them - the "jnojrrt bmrfinanrs". As a reaction, however, to a rather 
crude "participation= benefits" interpretation, emphasis is often put on 
direct itwolvement in different stages of project practice. For example, 
in the "beneficiary assessment" technique, the views of specifically 
targeted groups are canvassed and then taken into account in the 
project process (Salmen, 1990). Paul (1987) summarizes this interpreta
tion when he defines community participation as "an active process 
wherebv beneficiaries influence the direction and execution of develop
ment prqjects rather than merelv receiving a share of the project 
benefits". V\11ile, clearly, many development projects seek to put Paul's 
interpretation into practice, the extent to which beneficiaries effectively 
influence the direction and execution of development projects varies 
considerablv and mav, in some cases, be negligible. 

Participation as empowerment 

Increasingly. participation as an exercise in rmjmwr'/711{!; people has 
gained widespread public ~upport and the term ha~ cntered the develop
ment vocabulary. For example, the 1979 V\'orld Conference on Agrarian 
Reform and Rural Development emphasized the transfer of power a' 
implicit in people'~ participation. Similarly, a major study undertaken by 
the United Natiom Research Institute for Development during the 
1980s took., as its working definition of participation, the empowerment 
of excluded groups in order to increase their access to and control over 
development resources; and in 1990 a conference on popular participa
tion in Africa, organized by the Economic Commission for Africa, 
adopted the Mrican Charter for Popular Participation. stressing em
powerment and advocating the liberalization of political processes 
to accommodate freedom of opinion and rural people and their 
organizations. 

However, empowerment is a term which is difficult to define. Some 
see it as the development of skills and abilities to enable people to 

manage existing development delivery systems better and have a say in 
what is done; others see it as more fundamentally political. enabling 
people to decide upon and to undertake the actions which they believe 
are essential to their own development. V\'hile the term has slipped easily 
into the vocabulary of development practice, its link with action is not 
always understood. 

The term "empowerment" has come to be used very loosely to de
scribe any development process or activity, such as skills training, man-
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agement techniques and capacity-building, which might have some 
impact upon people's ability to deal with different political and admin
istrative systems and influence decision-making. Many development 
projects talk of "empowering" specifically as enabling people to cope 
better with the everyday administrative and bureaucratic demands of 
a development project. On the other hand, Friedmann's (1992) studv 
examines the notion of "empowerment" in terms of "inclusion" and 
"exclusion" and the central importance of "power" in a political sense, 
and not merely limited to a particular development activity. 

In summary, two broad and distinct interpretations of participation 
in development are identifiable. They are neither clear-cut nor mutually 
exclusive, but they represent two different purposes and approaches to 
promoting participatory development: 

• Participation as a means - participation is seen as a process that 
ensures local people's cooperation or collaboration with externally 
introduced development programmes or projects. Participation thus 
facilitates the effective implementation of such initiatives. People's 
participation is sponsored bv external agencies as a technique to 
support project progress. The term "participatory development" is 
more commonly used to describe this approach and it implies exter
nally designed development projects implemented in a participatory 
manner. This approach seems quite widespread and essentially pro
motes participation as a means of ensuring the successful outcome of 
projects undertaken. 

• Participation as an end- participation is seen as a goal in itself, that 
can be expressed as the empowerment of people in terms of their 
acquisition of the skills, knowledge and experience to take greater 
responsibility for their development. Poverty is often explained in 
terms of the exclusion of people and their lack of access to and 
control of the resources they need to sustain and improve their lives. 
Participation is an instrument of change and it can help to reverse 
the exclusion and to provide poor people with the basis for their 
more direct involvement in development initiatives. 

The essence is that people's participation in development concerns two 
things: structural relationships and the importance of developing 
people's capacities and skills to negotiate for and to seek the resources 
and changes they require to improve their lives; and the methods and 
techniques used to ease local people's involvement in development 
programmes and projects. Both purposes are of equal importance; the 
former seeks to secure longer-term, sustainable development for poor 
people, the latter is crucial in providing immediate access to the benefits 
of development. 

While it is now widely recognized that effective people's participation 
is essential for empowerment, the means of achieving this are still 
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being debated. At the macro level, the debate concerns what we 
might call "participatory societies" and brings notions of governance 
and democracy to an argument which suggests that people's participa
tion can only flourish in political systems which encourage it. In other 
words, we cannot merely talk in terms of "participatory projects", we 
must examine the whole political context of the country. At the project 
level, the question is whether the promotion of people's participation is 
an "art" within an ideological framework, or a technocratic function 
(Dichter, 1992). Whatever the outcome of this debate, the empower
ment aspect of participation seems to have been accepted as part of 
current practice (Wallerstein, 1993; Stiefel & Wolf, 1994). 

Community involvement in health development 

Ideas concerning people's participation in the development of health 
services have crystallized around CIH. This concept is not, of course, 
entirely new; indigenous health practices, traditional methods of com
munity support in times of poor health and positive community action to 
tackle existing health problems and needs (e.g. mobilizing community 
efforts for a vaccination campaign or community labour to build a 
health post) are all manifestations of community participation. Also 
there has been, and continues to be, a strong relationship between 
community participation and programmes aimed at disease control. 
However, CIH is not just a mechanism to lend support to externally led 
health development programmes. It is a deliberate strategy which 
systematically promotes community participation and supports and 
strengthens it in order to provide better health care for the majority of 
people. CIH involves both a commitment to promote better health with 
people and not merely for them, and a strategy radically different from 
the more conventional approaches to health development. 

However, while the concept of people's involvement in health 
development has long been implicit in many health programmes 
and projects, it is only recently that it has emerged as an explicit and 
identifiable strategy. WHO publications in the early 1980s examined the 
concept of CIH as part of various health programmes, which helped to 
spread awareness of the concept (Fonaroff, 1983; PAHO, 1984). The 
publications, however, were exploratory and many lacked a coherent 
view of people's participation; they did not challenge or question the 
basis of health care delivery but sought to involve people in this practice, 
hardly modifYing or changing established approaches. People's partici
pation became an additional ingredient in health care delivery instead 
of the means for an intensified review aimed at increasing the effective
ness and accessibility of health care. 

To consolidate the theory of CIH across the spectrum of health care 
activities into a coherent health development strategy, WHO convened 
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an interregional meeting on CIH at Brioni (in the former Yugoslavia) in 
June 1985. The meeting stressed that CIH was not a health programme 
in itself, but an essential principle of health development. The Brioni 
meeting reviewed the arguments for CIH and suggested that they be 
summarized as follows: 

• Community involvement in health is a basic right of all people. 
Involvement in the decisions and actions that affect people's health 
builds self-esteem and encourages a sense of responsibility. As a 
principle, CIH is of intrinsic value in general community develop
ment and should be promoted as the basic approach to health 
development. 

• Many health services, especially in developing countries, depend on 
limited resources. Community involvement in health can, therefore, 
help make the available health resources more responsive to the 
basic needs of the people. Local knowledge and resources can 
be used to complement those provided by the formal health services. 
Furthermore, CIH can help to extend the coverage of health 
services. Similarly, CIH can enhance the cost-effectiveness of health 
services and ultimately intensify the impact of health sector invest
ments. However, it is important to emphasize that CIH does not 
imply that the local population has to absorb the costs of health 
care. 

• Community involvement in health increases the possibility that 
health programmes and projects will be appropriate and successful in 
meeting the health needs defined by local people, as opposed to 
those defined by the health service. Health programmes will have a 
better chance of success when health services are consistent with local 
perceptions of health needs and managed with the support of local 
people. 

• Community involvement in health breaks the bond of dependence 
that characterizes much health development work and generally cre
ates an awareness among local people of their potential involvement 
in development (WHO, 1985). 

A decade later, and reflecting on the practice in the intervening period, 
Rifkin ( 1996) summarized the benefits which community participation 
was expected to bring to PHC programmes. 

• People would make better use of existing health services and would 
ensure the sustainability of new services by being involved in deci
sions about their development. 

• People would be able to contribute resources of money, labour and 
materials to support the scarce resources allocated to health care. 

• People would change their poor health behaviour if they had been 
involved in exploring its consequences. 
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• People would gain experience and information which would help 
them to gain control of their own lives and thus challenge the exist
ing social, political and economic system which had deprived them of 
this control (Rifkin, 1996). 

vVhile there appears to be a broad consensus on the arguments for and 
purposes of CIH, its interpretation presents greater difficulties. A review 
of relevant health development literature, for example, shows that 
while there has been considerable discussion of and commitment to 

CIH, few authors have attempted to define it. However, one definition 
which has been presented in the context of primarv health care runs as 
follows: 

CommunitY involvement in health development is a process by 
which partnership is established between the Government and 
local communities in the planning, implementation and utiliza
tion of health activitie-; in order to benefit from increased local 
self-reliance and social control over the infrastructure and tech
nologv of primary health care (Rifkin, 1990). 

At its meeting in Geneva in December, 19H9, a VVHO Study Group on 
CIH reviewed a range of interpretations and agreed that: "CIH is essen
tially a process whereby people, both individually and in groups, exercise 
their right to play an active and direct role in the development of 
appropriate health services, in emuring the conditions for sustained 
better health and in supporting the empowerment of communities for 
health development. CIH activelv promotes people's involvement and 
encourages them to take an intere~t in, to contribute to and to take some 
responsibility for the provision of services to promote health" (VVHO, 
1991). 

Furthermore, CIH implies a partnership among individuals, groups, 
organizations and health professionals, in which all sides examine the 
basis of health issues and agree upon approaches to tackle them. At each 
stage of a process of health development, all actors come together to 
discuss issues and feasible solutions and to agree upon a course of action. 
Overall CIH can help to bring about: a better understanding among 
communities and health workers on health care and development; bet
ter health care for people; and the shared management of resources 
with the objective of achieving efficiency, equity and people's empower
ment in health development. 

The v\'HO Study Group's statement is a useful composite of a wide 
range of ideas, nuances and interpretations of CIH. It was not presented 
as a definitive statement, but as a broad interpretation to reflect the 
complexity of the concept of CIH and its wide-ranging implications 
for health care practice. Community involvement in health is an all
encompassing process which, if effected, cannot be limited to one or two 
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tiny actions. As an underlying principle of health care, CIH will 
influence initial analysis, the identification of health problems, the con
sideration of alternative solutions and the management of available 
resources. Ultimately, as the Study Group's statement suggested, CIH 
should empower people to have a role and voice in health care provision 
and its development. 

In the 1990s governments and development agencies working in the 
health field have come to grips with the need to define the process they 
are seeking to promote. Programme and project literature in the health 
field increasingly includes statements on community participation and 
the ways in which it will be promoted. The following statement from the 
Five Year Work Plan of the Ministry of Health ( 1997-2001) of Ghana is 
illustrative of this tendency: 

Community participation in health is a process. It is the process of 
initiation and sustaining dialogue with various members of a par
ticular community in a structured manner with the view to genu
inely consulting them as equals in a program of activities that aim 
at building a team between program managers and community 
members, to jointly understand health problems in the commu
nity, to find common solutions to such problems and to act to
gether to solve these problems using as much human and material 
resources as possible from the community (Ministry of Health, 
Ghana, 1997). 

CIH in context 

CIH does not operate in a vacuum. The context in which health care 
programmes and projects are carried out will necessarily influence both 
its nature and its potential impact. For example, some countries are 
relatively resource-rich, while others are resource-poor; capitalist rather 
than socialist political structures may dominate; the differences in health 
care in urban and rural areas must be taken into account. The WHO 
Study Group on CIH identified a number of contextual factors which 
could influence the implementation ofCIH as a basic principle of health 
development (WHO, 1991): 

• Political commitment within the country to the concept of people's 
involvement, and hence the political support that might be required 
to secure its_implementation. This political commitment will be par
ticularly important at the local level where resistance from estab
lished interests will have the greatest impact (WHO, 1991). Morgan 
(1993) called this the "political will" of people's participation and 
showed, in the context of Costa Rica's rural health programmes, 
how participation is frustrated by partisan conflicts over implementa
tion. Similarly Walt (1994) compares health sector experiences of 
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Argentina and Cuba to illustrate how far political systems can affect 
health policy and people's participation in public policy-making. 

• The reorientation of the formal health and other development organizations 
within the country to support the devolution and delegation of 
bureaucratic authority down to the levels at which CIH will operate. 
Critical will be the decentralizntion of health services and the corre
sponding .1trmgthening of district hmlth service.\, which sen·e as the basic 
health unit for CIH (WHO, 1991). In this respect, the current preoc
cupation with the reform of administrative and managerial systems, 
as part of a more general health sector reform programme, could 
be crucial in paving the way for effective decentralization within 
national health sen·ices. However, it is still too early to assess how 
effective these proposed reforms will be (Cassels, 1995). 

• The economic situation within the country, which will largely dictate 
the emphasis and resources made available to health development. 
In many countries, a basic lack of economic resources will make the 
promotion of health development difficult. In others, health may 
receive a low priority, ministries of health are often politically weak 
and, consequently, fewer resources are made available to the health 
sector. The implementation of CIH requires resources- staff, logis
tics support and teaching materials - and these may be difficult to 
obtain in resource-poor countries or where health is not a priority 
(WHO, 1991). Furthermore, in a climate of structural adjustment 
and apparent concern to divest the state of its primary responsibility 
for health care, the potential resource base for a strategy of CIH 
would appear to be reducing rather than growing. Ironically, CIH has 
been seen as a means of increasing the resources available for health 
care and development in national health services - an objective 
which is difficult to achieve if health care is privatized and the state's 
role reduced to a minimum (McPake, 1996). 

• The level of development of local st111rture5 and mganzzations, which 
can serve as a basis for CJH, as well as the managerial and other skills 
that may be available in the community to enable the population to 
play a greater role in health development (WHO, 1991). 

Studies by Woelk (1992) in Zimbabwe, Kelly and Van Vlaederen (1996) 
in South Mrica and Tatar (1996) in Turkey have all examined the 
relation between the promotion of CIH and the context in which it is 
done and have concluded that a favourable political environment is 
critical to promoting community participation at the local level. Woelk 
further suggests that an important factor in promoting community par
ticipation is a "common history of struggle" (Woelk, 1992). In countries 
such as Nicaragua, Peru and Zimbabwe, this common history strength
ens community organization, which can greatly facilitate efforts to pro
mote CIH. 
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CIH is relevant to health in the broadest sense; it is not necessarily 
limited to health care, but is equally appropriate to health promotion. In 
this respect, it can be argued that CIH is not only applicable to the 
treatment of the symptoms of poor health, but also to tackling its causes. 
Therefore, it potentially poses a challenge to existing health care prac
tice, since it could be argued that most health service structures have 
been developed on centralized and professionally controlled lines. CIH, 
however, does not imply any shifting of the burden for health care from 
existing services to urban and rural communities; more accurately, it 
implies a sharing of responsibilities between health professionals and 
communities, in which communities are advocates of their needs and 
health professionals are responsive to those needs. 

CIH and district health systems 

Parallel with the emergence of CIH as a fimdamental principle of health 
care practice, there has been an increasing awareness and acceptance of 
the district as the key administrative level in the provision of health 
services. It is at the district level that people's health problems become 
most visible. At the national level, communities can often appear ab
stract and distant; at the district level they are realities, and their health 
problems can be clearly seen. Crucially, also, it has become apparent 
that the most pressing problems in the organization of national health 
systems based on PHC occur at the district level, close to where people 
live. Traditionally, national health services are divided into regional, 
provincial, district and local administrative areas or centres. What has 
been more recently advocated is a particular emphasis upon the district 
as the intermediate level, in order to give direct support to efforts to 
implement PHC (Tarimo, 1991). It is felt that the strengthening of the 
district health system will not only greatlv facilitate more effective local 
participation in the planning and utilization of health services, but will 
also link up local priorities with national health policy guidelines and 
resource allocations. 

Mter the World Health Assembly in 1986, the WHO Global 
Programme Committee defined a district health system as: "a well
defined population, living within a clearly delineated administrative and 
geographical area, whether urban or rural. It includes all institutions 
and individuals providing health care in the district, whether govern
mental, social security, nongovernmental, private or traditional ... Its 
component elements need to be well coordinated by an officer assigned 
to this function in order to draw together all these elements and institu
tions into a fully comprehensive range of promotive' preventive' curative 
and rehabilitative health activities" (WHO, 1987). 

It has been argued that the district health system is the key to radi
cally improving health care provision for the vast majority of people 
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(WHO, l988a). As the most important administrative unit for organizing 
and implementing PHC, it is at the district level that policies will be 
put into practice. Weak, inactive and poorly organized district health 
systems will inevitably mean a lack of basic health care for a country's 
population. Country experiences have shown that health workers 
cannot function in a sustained and purposeful manner without effec
tiYe district-level support and regular supervision from higher levels. 
A WHO study (l988a) made a distinction between "district health sys
tems" and the "district level". The term "district systems" refers to the 
entirety of the district, covering all elements and thus all levels; the term 
"district level" refers to the layer of management, usually located in the 
district capital, that is hierarchically located between the national and 
regional/provincial levels and the communities (WHO, l988a). In terms 
of the overall district health system, the study identified five main 
aspects: 

• organization, planning and management 
• financing and resource allocation 
• intersectoral action 
• community involvement 
• development of human resources (WHO, l988a). 

Major efforts have been initiated to focus PHC services systematically at 
the district level and to provide the resources and skills, and the backup, 
required within the district health system to undertake these tasks. But it 
is not easy for district health systems to function effectively, as a number 
of essential conditions need to be met. Districts are part of the national 
health system, and the two are interdependent. District health systems 
cannot develop fully without commitment and support from the na
tional level, or without some degree of autonomy and authority for 
planning (WHO, l988a). 

But clearly district health systems could become the focal point for a 
more sustained and systematic attempt to decentralize health services. 
Without this, health service resources in most developing countries will 
continue to be allocated to large, urban, hospital-based services and will 
continue to be perceived as professionally managed and centrally con
trolled. District health systems offer a better chance of health for all but, 
in order to achieve this, a major shift of authority, control and resources 
within national health systems will be required. The really crucial issue is 
that of decentralization within the national health system in such a way 
that district systems can function with authority and with resources. 
There is also a need for a built-in mechanism within the national health 
system to allow national health strategy to be modified in the light of 
experience gained at the district level. CIH is a concept which is more 
readily operational at the district level, and it is at that level that it should 
be promoted. 
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CIH and health development structures 

A major new focus in the practice of CIH is the potential of local health 
development structures at the district health system level to facilitate 
greater community involvement. Such structures include local health 
committees, health councils or boards, community-based organizations 
and women "s groups, and they are inevitably found at the district level. 
As we have seen earlier in this chapter, the importance of "organization", 
as a fundamental element in the development of people's participation, 
has been widely argued. With the emphasis in national health systems 
increasingly being placed on the notion of decentralization to the dis
trict level, these local structures become potential vehicles for making 
decentralization work. To date, it would appear that the potential of 
structures like the above has been largely untapped. 

It was with the above in mind that WHO launched a multicountry 
study of local health development structures in 1992 (WHO, 1994b). 
The study defined three major components of the district health system, 
namely: 

• health service structures: hospitals, health centres or health posts 
• health sen,ice management structures and staff 
• health developmmt structures: district councils, district development 

committees, district health committees, village councils, women's, 
farmers' or labour councils, etc (WHO, 1994b). 

The essential purpose of the study was to describe and analyse such 
health development structures within district health systems in several 
countries and to assess their contribution to health development. The 
main conclusions of the study are to be found in Chapter 5. 

Community action for health 

CIH derives its conceptual strength from the emerging trend towards 
''people's participation" in the 1970s and 1980s. Yet, it could be argued, 
CIH has lacked a concrete focus, and in many instances the community's 
relationship with the health sector becomes biased in favour of a govern
ment or public-sector point of view. A more recent evolution of 
the concept has been termed "community action for health" (CAH). 
This stresses the notion of "action" and suggests a more proactive and 
direct involvement of people in health development at a local level. CAH 
was the subject of the Technical Discussions at the Forty-seventh World 
Health Assembly (\\'HO, l994a), where Member States concluded 
that not enough had yet been done by governments, health policy
makers and senior health service personnel to promote community 
involvement. 

CAH must be understood as a complete and sustainable process 
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in which any community - social, geographical or professional - is 
involved as a full partner at all stages of the health care process; 
identification of needs, selection of priorities, planning, implementation 
and evaluation of activities occur in close cooperation with the formal 
health sector, as well as with other sectors concerned. It is at the same 
time a basic concept and an essential part of the public health 
programme. CAH, therefore, implies partnership between health ser
vices and communities, a proactive role for the community and, conse
quently, the "obligation of the formal sector to share power rather than 
merely to foster cooperation. In the context of community action for 
health the communitv is an agent for health and development, rather 
than a passive beneficiary of health and development programmes" 
(WHO, 1994a). 

CAH consolidates the notion of community involvement in health 
development and re-emphasizes the importance of community/ 
government partnerships in tackling the problems of health care and 
development. Given the often ambiguous response of health policy
makers and health care providers to community involvement, and their 
scepticism about the benefits of the community engaging in health 
care activities, this re-emphasis is appropriate. CAH invigorates the con
tinuing debate. In this respect CAH can run up against established 
views and practices and may do nothing to quell any latent conflict. In 
areas such as the authority to influence resource allocation, the setting 
of health priorities, the taking of initiatives to promote health develop
ment and the delegation of responsibilities within the health sector, the 
potential for conflict is both real and explicit in CAH. But such conflicts 
can contribute to the central dynamics of CAH and ensure that the 
partnership is active and forward-looking. 

Thus, CAH is a recent adaptation of a concept which has been 
debated in WHO over a long period of time. It is inevitably subject 
to the same kinds of contextual influences seen with CIH, including the 
following: 

• Commonality of purpose: between the formal health services and the 
local population in a health development partnership. In this re
spect, it is important to consider what measures will be needed to 
establish this commonality. 

• Sharing of knowledge: both the community and the formal health 
structure will have knowledge to contribute to the common purpose 
of health development, and this knowledge must be shared and 
respected by both sides. 

• Goals and objective.s: agreeing on common goals and objectives 
which are intelligible to both sides. They must be realistic and allow 
the partnership to mark up at least some achievements from an early 
stage. 
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• Training: the recogmtwn that the training of health workers, par
ticularly at the district level, in the skills necessary to promote 
partnership and community involvement "will ultimately be as 
important as preparing staff for other technical and administrative 
responsibilities" (WHO, l994a). 

• Political suppm1: particularly within the health sector and at the dis
trict level. Political support is the source of policy and the decisions 
and resources necessary to support a process of CAH. 

Clearly, these are weighty preconditions for the success of CAH, and 
the support of nongovernmental organizations and that of the other 
social actors who intervene in health development are needed. Further
more, there are a number of implicit assumptions underlying the whole 
concept: 

• communities best know their own health needs 
• there exists within these same communities the skills and knowledge 

to play an effective role in health development 
• there is a genuine commitment on the part of health service staff to 

promote this involvement. 

Potential problems include the possibility that CAH may be expensive 
and time-consuming, that it may challenge the fundamental role of 
health professionals and that it may lead to misunderstanding of the 
"ownership" of a particubr health initiative. 

Essentially, all community-based initiatives to promote health devel
opment have one or more of the following objectives: 

• to increase community participation in decision-making related to 
the health activity 

• to increase the accountability of the health service 
• to assist in community education and awareness related to health 

matters 
• to strengthen local action to promote health development. 

CAH is a very practical technique for achieving these objectives. Its 
emphasis upon action recognizes that the concept of community in
volvement is largely understood and accepted and that what is needed 
now is a more direct approach to putting the concept into practice. 

The value of CIH 

As in other sectors, the notion of community involvement in health care 
and development appears to have been widely accepted and understood 
and, in many instances, implemented in both developed and developing 
countries. People's participation is at the heart of PHC, and the latter 
cannot be implemented on any large scale unless CIH is recognized as 
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a fundamental operational principle. CIH is not, it must be stressed, a 
programme or a project by itself; similarly, it should not be seen as 
merely one component of a PHC approach. CIH is part of the strategic 
framework within which health development should take place at the 
district level. 

Participation has come to be recognized as a key element in most 
development programmes or projects, and there is increasing recogni
tion that health for all will not be achieved in resource-poor countries 
unless the skills, energies and commitment of people at the local level 
can be made available to support the development of equitable and 
sustainable national health services. For CIH this is the key issue; it is not 
just a question of people's participation in health activities or health 
projects but, more importantly, their involvement in distJ·i(f-lrvPl lzmlth 
sPnnrPs which is crucial to sustainable health development. It is highly 
unlikely that the favoured components of certain proposals for health 
sector reform- for example, privatization, cost-recovery and managed 
competition- could have any significant impact upon the health of the 
vast majority of the world's poor people, unless such proposals lead to a 
stronger national health sen·ice. For many countries, a vigorous strategy 
of CIH is a potentially more productive solution. 

The recent appearance of an action-focused strategy for health devel
opment - community action for health - takes the whole concept of 
CIH one stage further. There has yet to be any conclusive breach with 
the traditional approach of centrali7ed, professional-led health care. 
Furthermore, partnership between government and the community in 
the common task of health development has in some cases been renego
tiated in the light of economic adjustments, health sector reform and 
attempts to spread the cost of maintaining health serYices. \!Vhatever the 
content and outcome of these changes, the principle of CIH should 
remain on the agenda. The crucial task is to ensure that calls for greater 
community participation do not result in governments making decisions 
about resource allocation which are against the interests of the poor. 
CIH can never be understood as an excuse for preaching self-help to 
poorer communitie . ., while using health resources in favour of other 
groups: it is about reorientating the basic principles of health care and 
development in order to build an effective partnership between district 
health serYices and local communities. 

Case studies in CIH at the district level 

A major part of this book is based upon a detailed examination of the 
concept of CIH at the level of the district health system. Case studies 
were undertaken in three countries where it could be argued that CIH 
was, for the reasons outlined above, a relevant concept; Bolivia, Nepal 
and Senegal. Each of these countries is essentially "resource-poor", with 
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few funds available for either the provision or the development of health 
services. Given the general poverty of the majority of the population, it 
was unlikely that this situation would be dramatically reversed. For these 
reasons, it was argued that CIH was a relevant concept in each of the 
three countries and that its promotion could be fundamental to develop
ing and increasing poor people's access to health services at the district 
level. 

An interesting feature of these three case studies is that the countries 
in question were "revisited". The original fieldwork was undertaken 
during 19R9 and 1990. The three studies were written up in an internal 
vVHO document (Kahssay, 1991). In 1994, it was decided to revisit each 
of the original three case-study sites. These visits were completed in 
relatively short periods of time and did not involve m<~or rewriting or 
substantial fresh research. Each study was simply updated to reflect 
dewlopments which had affected CIH in the intervening period. 
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CHAPTER 2 

Caranavi District, Bolivia 

Peter Oaktei 

Background 

The study visit to Bolivia took place from 30 September to 14 October 
1989. A further short visit was made to Bolivia in December 1993, when 
preparations were undertaken for a more systematic "revisit" in order to 
update the study. Dr Judith Garcia subsequently undertook the mam 
part of this last visit in April 1994, and travelled to Caranavi. 

Geography and people 

Bolivia is a landlocked country of over one million km2 which lies in the 
southern cone ofthe South American subcontinent. It is often said that, 
if the country could be "ironed out" flat, it would be one of the largest 
in the world. This is because of the Andean mountain range which 
dominates the western part of the country: the high ranges of the 
Cordillera Occidental mark the western boundary of Bolivia with 
Chile, frequently rising to volcanic peaks of over 6000m in height. 
Geographically, the country divides into three distinct regions: 

• Between the mountain ranges of the Cordillera Occidental and the 
Cordillera Oriental is a plateau known as the altzjJlano which lies 
between 3600 and 3800 m. This is the most densely populated region 
of the country. in which La Paz, the capital city, is located. 

• To the east of the high ranges lies the valle region, bounded to the 
north by Cochabamba, in the centre by Sucre and to the south by 
Tarija. 

• To the east lies the oriente, which covers over half the country but 
contains less than 30% of the population. The oriente itself divides 
into the grasslands and rain forests of the Amazon basin to the north 
and dry, arid shrublands to the south. 

Bolivia's population in 1986 was estimated at some 6.6 million, with over 
70% living in the altiplano and valle regions; in 1986, 35.4% of the 
country's population lived in urban areas, while 64.6% lived in rural 

1 C<entre for D<ew·Iopment Studies, Umver,IlY of V\',tk·'· Swansea. V\'aln. 
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areas. In 1985, over 43% of the population were under 15 years of age, 
while only 3% were aged 65 or over. The country's official language is 
Spanish, although Quechua and Aymara are also spoken, which reflects 
the country's ethnic composition and the domination of indigenous 
ethnic groups. Indeed, the country's strong indigenous base is a power
ful source of local community action. Indigenous community involve
ment and action through the traditional ayllu (indigenous community) 
structure and traditional communal work practices such as the aynz and 
minka (communal or reciprocal labour) have established a broad indig
enous base of community involvement which still persists in Bolivia's 
Andean communities. Bolivia is one of Latin America's poorest coun
tries, with one of the lowest per capita incomes in the world; life is a hard 
struggle for the majority of its people. 

Health situation 

Despite enormous and imaginative efforts, particularly since 1982, the 
general health situation of the majority of Bolivians remains precarious. 
The grave economic crisis of the early 1980s, the collapse of the interna
tional market for Bolivia's primary materials (e.g. tin) and the political 
turmoil of the past 20 years have all meant that insufficient resources 
have been made available to the health sector; furthermore, where 
resources were available, they were not always effectively or efficiently 
applied. The Three Year Health Plan adopted by the ministry of Social 
Security and Public Health (Ministerio de Providencia Social y Salud Publica, 

MSSPH) for 1987-89 presented the following overall health profile for 
the country: 

• Life expectancy: 48 years 
• Overall death rate: 15/1000 
• Infant mortality: 169/1000 
• Maternal mortality: 48/1000 
• Child malnutrition (1-6 years): 47% rural 

57% urban 
• Population without piped drinking-water: 64%. 

The plan cautioned, however, that the above were national averages and 
did not take into account the enormous differences in life expectancy 
and access to health services of different socioeconomic groups in dif 
ferent regions. The plan suggested that the above statistics would be 
even worse for certain groups: peasant fanners ( rampesinos), landless 
labourers, and the impoverished middle class. Diseases associated with 
poverty continue to dominate national statistics: enteritis, diarrhoea, 
pneumonia, chickenpox, bronchial and respiratory infections and 
general malnutrition. A further report showed that some 30% of the 
population had no access at all to any kind of formal health service. 
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Moreover, it was unable to judge the quality of the services provided by 
the MSSPH and other social security institutions for the remaining 70%. 
(It is estimated that only approximately 35% of the country's population 
have any kind of access to health services provided by the MSSPH.) 
Health care delivery and development in Bolivia face enormous ob
stacles due to the shortage of available resources and the geography of 
the country. The chilling statistics attest to the generally ve1y poor health 
situation and to the precariousness of life for most Bolivian peasant 
fanners and urban and rural poor. 

A later review of the health situation in Bolivia by the newly created 
National Secretariat for Health (Secretm'ia Narional de Salud) (1993) was 
unable to prepare updated statistics but concentrated instead on ex
plaining the new national health administrative structure to be set up 
by the incoming Government. The United Nations Children's Fund 
(UNICEF) review Children of the Amerims (UNICEF, 1993) provides the 
following statistics for Bolivia: 

• Child mortality (1-5 yrs), 1991: 126/1000 
• Infant mortality (0-1 yrs), 1991: 89/1000 
• Population with access to basic sanitation: 27% 
• Population with access to piped water: 53%. 

It further suggested that, while there had been an improvement in some 
basic indicators such as infant and maternal mortality, and more chil
dren in Bolivia had been vaccinated against such illnesses as measles and 
poliomyelitis, the general state of health of the great mass of the Bolivian 
population remained precarious. In particular, and as a result of succes
sive cuts in national social expenditure, the health of poor people had 
declined quite noticeably. 

In what appears to have been something of a hiatus in health devel
opment in Bolivia in the early 1990s, few statistics and little concrete 
information were available. The incoming government in August 1993, 
hmvever, declared the health sector to be in crisis and called for imme
diate reforms. 

Political context 

It is impossible to di~cuss CIH in Bolivia without reference to the politi
cal context. It could be argued that there was little notion of people's 
participation in development in Bolivia before 1952, apart from existing 
communal practices which for centuries ha\ e formed the basis for in
volvement in communal activitie~ at a local level. Since the capital, La 
Paz, was founded in 1549 through the Spanish conquest, the rule of a 
powerful landowning oligarchy in the first hundred years of indepen
dence and the emergence of the three powerful mining empires of 
Patino, Aramayo and Rothschild. there has been little opportunity for 
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the Bolivian masses to have a political voice. From the late 1930s to the 
early 1950s, military governments dominated until, in April 1952, upris
ings in La Paz and elsewhere ushered in the most important revolution 
in Bolivia's history. The National Revolutionary Movement (Movimiento 
Nacionalista Revolucionaria : MNR) under Paz Estenssoro took power and 
brought in a programme of universal adult suffrage, nationalization of 
the mining sector, land reform and a reduction in the power of the 
army. Trade unions were encouraged and organized into a powerful 
national confederation. The MNR ruled until 1964, when it was over
thrown by a military coup, but its mark upon Bolivian political and 
economic life has been indelible. 

Almost two decades of military rule ended with the accession of the 
Popular Democratic Unit ( UnidadDemocratica Popular: UDP) under Siles 
Zuazo in 1982, which restored the democratic political process. New 
presidential elections were held in 1985, when Paz Estenssoro was 
returned to power, and since then the process of democracy has con
tinued. In 1989,Jaime Paz Zamora was elected by Congress as President 
for a four-year term, after coming only third in the actual election. He 
was succeeded in 1993 by Gonzalo Sanchez de Lozada. 

The above brief political history is important for an understanding 
of CIH in a country like Bolivia. The politics of Bolivia since 1952 have 
resulted in an increasing political awareness among the population and 
the emergence of such terms as "mobilization", "participation" and 
"consciousness" in the national vocabulary. Similarly, the Bolivian 
people are now organized into a whole range of representative bodies: 
trade unions, mothers' clubs, workers' movements, youth groups and so 
on. The Bolivian people are no longer the passive workforce of previous 
ages; there is a sense of national mobilization, with its own analysis, 
language and tactics, and this has slowly begun to penetrate into the 
different sectors, including health. It is largely because of this that we are 
able to talk of CIH in the Bolivian context. 

National health policy and popular participation in Bolivia: 
1982-1994 

The MSSPH was first established in Bolivia in 1958, when the basic 
regional health structure was also established. Essentially the country was 
divided into 11 health units ( unidades sanitarias), which largely corre
sponded to the departmental administrative divisions of the country, 
with the exception of Potosi and Beni which were each divided into two 
health units. The health units were then divided into a total of 53 health 
districts ( distritos sanitarios). Finally, the health districts were divided into 
health areas (areas de salud). The 300 health areas became the basic unit 
of health provision within the country. 

This is still the basic health service structure in the country. However, 
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apart from MSSPH statistics for the period since 1958, little information 
is available about the performance of the above structure in the period 
up to the early 1980s. A 1987 report suggested that, at least until the early 
years of the decade, the health sen·ice struggled to provide an accept
able sen·ice to the majority of Bolivians (MSSPH, 1987). Certainly, 
as far as CIH is concerned, little can be said in relation to the formal 
health service before 1982. In that year, the democratic process was 
restored to Bolivia, and this immediately had an impact upon the health 
sector. 

1982-1985: The emergence of a new approach to health 
development 

The installation of President Siles Zuazo in September 1982 and the 
formation of the UDP encouraged a more radical approach to health 
care provision in Bolivia. In july 1983, the MSSPH published a document 
(MSSPH, 1983) laying out the basis for future health development 
under the new democratic Government. The document was scathing 
in its criticism, both of the appalling health conditions of the majority 
of the Bolivian people and of the ineffective and disorganized health 
service still largely dominated by a clinical rather than a public health 
approach to Bolivia's health problems. 

This new approach argued the need for regionalization of existing 
health services, with health priorities based upon PHC, maternal and 
child health (MCH) and environmental health. It pointed out that 
Bolivia had an enormous richness and tradition of popular organiza
tions (e.g. worker and peasant unions and neighbourhood and com
munity associations), and that these organizations could be involved in 
future health development. The document laid great emphasis upon the 
concept of participation and proposed the creation of organizations 
which would allow for effective people's participation in health develop
ment: "This popular participation should be widespread and effective, as 
well as systematic and permanent; it must become central to the struc
ture of social organizations which transmit upwards their experiences, 
needs and criticisms and which will lead to authentic co-management in 
health development" (MSSPH, 1983). In the first instance, the new 
health strategy established two basic priorities as a way of giving some 
immediate direction to future health development: 

• An immediate programme of massive popular mobilization for vacci
nation campaigns (e.g. against poliomyelitis). Nationwide vaccina
tion campaigns were used as a means of involving people in health 
activities. 

• The structuring of people's participation and the creation of a na
tionwide structure within the health service to facilitate people'~ 
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partictpation. The basis of this structure was the People's Health 
Committee ( romite popular de salud). 

The central objective of these reforms was co-management ( rogestwn) of 
the health service by health professionals and organizations of local 
people. The idea of co-management became the rallying cry of the new 
approach, but it was not greeted with great enthusiasm in all circles. 
Similarly, the approach sought to give the health service more of a public 
health orientation and to lessen its dependence upon medical profes
sionals. The approach was designed, and largely put into practice, as 
follows: 

MSSPH 
.t 

health units (ll) 
.t 

health districts (99) 
.t 

health areas (600) 
.t 

health sectors (1380) 

National People's Health Council 
i 

People's Health Committee 
i 

People's Health Committee 
i 

People's Health Committee 
i 

People's Health Committee 

(NB: Numbers are estimates based upon plans drawn up in 1983) 

Two parallel, collaborative and mutually supportive structures were 
planned, which would greatly increase the people's involvement and the 
mobilization of local resources in support of health development. It 
would not be a competitive structure: both sides would have an agreed 
role to play. 

The essence of the approach was to show that local people and 
local structures could not only undertake responsibility for basic health 
care, but could also play a part in strengthening the formal health 
service. At the national level, a People's Health Council, with represen
tatives of such bodies as the Bolivian Workers' Union, the Confederation 
of Peasant Farmers, the Federation of Women's Clubs and the Medical 
College of Bolivia, was set up amidst wide publicity. At other levels, it was 
very much a question of the support given by the local health unit, while 
at the district level it depended largely upon the goodwill of district 
professional staff. Finally, within the MSSPH itself, restructuring took 
place to reflect the emphasis of the new approach. The most important 
aspect of this was the creation of a National Directorate for Mobiliza
tion and Social Participation (Direr·ci6n Narional de Movilizari6n y 
Partinpari6n Social). This new National Directorate was divided into 
four main departments: Popular Participation, Popular Education, 
Social Communication and Research. It was the National Directorate 
which was supposed to give the lead in promoting popular participation 
and supporting it through a nationwide popular education programme. 
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1985-1988: The dynamic falters 

It appears that, by the time of the change of government in August 1985, 
the new participative structure of co-management in the Bolivian health 
service had been introduced throughout the eleven health units. 
However, the new government had come to power in a period of severe 
economic decline and chaos in Bolivia, and its first action was to intro
duce a draconian economic policy of austerity and stabilization. A global 
health plan for 1985-89, published in the early months of the new 
government, reaffirmed the commitment of the MSSPH to people's 
participation in the health service, suggesting that this kind of collabora
tion was fundamental to expanding health care facilities and would be 
the basic driving force behind future health development (MSSPH. 
1985). The global health plan further elaborated upon the basic prin
ciples of health development in Bolivia: 

• nationalist: the promotion of national health 
• revolutionary: reflecting the "liberating politics" of democratic 

Bolivia 
• universal: health care available to all classes 
• participatory: building upon ancient traditions and involving 

people in an organized and deliberate way 
• integrating: demanding coordination between the different 

health sectors. 

The global health plan was reinforced in 1987 with the publication by 
the MSSPH of the Three Year Health Plan for 1987-89 (MSSPH, 1987). 
This plan certainly expressed the philosophy of the 1982-85 period. It 
underlined the overall aim of popular participation and specifically 
referred to the need to strengthen and develop further the two basic 
instruments of this participation, the People's Health Committee and 
the People's Health Worker (responsable popular de salud). The Three 
Year Health Plan saw participation not merely as collaboration in health 
activities, but as a process whereby local people, through their organiza
tions, would become involved in the planning, execution, supervision 
and evaluation of health service activities. While, again, there is little 
firm evidence at the national level of the outcome of the new health 
approach up to the present day, there are suggestions that the approach 
has not been pursued so vigorously since 1985 and, indeed, that it may 
have lost much of its initial impetus. From 1982 to 1985, the MSSPH 
plans talked of "popular mobilization" ( movilizari6n popular): since 1985 
this has become "social mobilization" (movilizaci6n social), a change 
which perhaps reflects a decreasing enthusiasm for full-blooded 
people's participation. Since 1985, the basic new structure has been 
maintained, but it has lacked purposeful central support and it has been 
left to flourish as best it could at the district level. 
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1989: Awaiting a fresh impulse 

The election of a new President in August 1989, and a new government, 
created a hiatus as the new government developed its own health policy. 
But the problems remained formidable. The National Directorate of the 
MSSPH had only three professional staff, and they were relatively new 
and inexperienced in this aspect of health development. In 1989 there 
was one person in each of the health units with responsibility for pro
moting popular participation, but with little previous experience and 
enormous areas to cover. The plan was to concentrate on a number of 
regions and try to build the basis for sustained participation in them. A 
project supported by the World Bank in three districts was experiment
ing with a methodology of participation based on the People's Health 
Centre (renfro popular de salud). Similarly, the Popular Education Depart
ment of the National Directorate was developing a strategy based upon 
a team of 5-6 staff in each health unit to strengthen participation within 
districts, areas and sectors. Finally the SILOS (sistemas lorales de salud, 
local health systems) concept elaborated by the Pan American Health 
Organization appeared to have at least entered the vocabulary of the 
MSSPH and was likely to lead to greater institutional support (PAHO, 
1988a). 

Another step forward 

It appeared that the incoming government in August 1989 took some 
time to determine its policy towards the health sector and to begin the 
necessary changes. It was not until May 1992 that the government 
published a policy document entitled "Social Management in Health" 
(MSSPH, 1992) in which it called for a partnership between 
government and civil society in action to provide a better health sen•ice 
for the Bolivian people. This notion of "social management" in health 
had three main elements: 

• Intersectorality: developing links at the municipal and departmental 
levels between the health units and other sectors involved in 
development 

• Intrasectorality: the creation of health committees at the area 
and sector levels involving local civil, political and religious 
authorities 

• Community participation: with particular emphasis upon participa
tion in defining policies and health sector management. 

The 1992 document also laid emphasis upon "continuing the process of 
decentralization in the health sector" and upon MCH. 

Since this major policy document was issued in mid-1992, when the 
government had only one vear left in power. it had little chance to 

27 



COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

consolidate any influence it might have had on the health sector. It was 
not very different from earlier policy statements made in the mid-1980s 
and, in that respect, it appeared to be building upon an already estab
lished approach to health development. 

The government in power at the time of writing (1993-97) has taken 
a much more vigorous attitude towards the health sector. In the first 
instance, there has been a major restructuring of government bureau
cracy. This has resulted in the creation of a large "Super-Ministry" for 
Human Development, within which are located the National Secretariats 
for Health, Education, Sport and Popular Participation. The new 
Secretariat for Health has a technical sub-secretariat with a unit 
specifically responsible for popular participation in health development. 

In December 1993, the Government published a proposal for a 
National Health Plan (National Secretariat for Health, 1993), with the 
following key elements: 

• health as a right, with deliberate promotion of health development 
programmes and projects 

• .1ustainable health development via decentralization and the strength
ening of health districts and as a partnership between the state and 
private sectors 

• popular participation as the basic "motor" of health development; par
ticipation at all levels and with emphasis upon participation in the 
management of health services at the district level 

• the boosting of the national health security system in order to give more 
people direct access to health care 

• a commitment to accelerated and sustainable change in the health 
situation of the country. 

A key structural element in the current National Health Plan is the 
creation of Local Councils of Popular Participation ( Consejos locales de 
Participaci6n popular). These councils, in conjunction with health district 
authorities, would be responsible for: 

• establishing health priorities 
• defining health needs 
• monitoring the use of local health resources 
• executing health programmes and projects in the district. 

All of the above has taken place within the context of the promulgation 
of the Law of Popular Participation (Ley de participaci6n popular) by 
the Bolivian Government in February 1994. The preface to this law 
claims that it is the most important act of redistribution of political 
power since the reYolution of 1952. The law emphasizes the need to 
strengthen local municipalities and organizations with a fixed "territo
rial" base (e.g. neighbourhood groups, urban groups. rural coopera-
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tives) and set up joint committees to watch over the law's implementa
tion. How groups with no "territorial" base, such as health committees or 
local civil committees, will function under the new law has yet to be 
determined. As is the case with much legislation in Latin American 
countries, it is necessary to await the operationalization ( reglamento) of 
the law in order to see how it will work in practice. 

CIH in Caranavi health district in 1989 

The health district of Caranavi lies to the north-east of the department 
of La Paz about 175 km from the national capital. Its connection with La 
Paz is a single dirt road which, while passable in most weather condi
tions, is extremely winding and narrow in places and subject to land
slides during the rainy season. Caranavi health district does not conform 
to existing administrative boundaries, but is made up of the provinces of 
Noryungas and Larecaja and part of the province of Sudyungas. 
Caranavi is in the yungas, an area of humid, semitropical valleys lying at 
between 800m and 2000m which is a transitional zone between the high 
Andean range and the tropical lowlands of the oriente. Caranavi health 
district measures approximately 14000km~ and enjoys a semitropical 
climate with temperatures varying between 10 oc during the winter 
season in some of the highest areas and 35 oc in the lower areas around 
800m. The health district had a total estimated population in 1988 of 
about 92000 inhabitants, of whom some 15000 lived in the towns or 
larger settlements of Caranavi, Guanay, Tipuani and Cangalli, while the 
rest lived scattered in some 780 rural settlements. This scattering of a 
relatively small population over such an enormous area presented a 
fundamental logistic problem for the health service and was indeed one 
of the reasons behind the new health approach. 

It is estimated that the population of Caranavi in 1989 was growing at 
some 4.5% annually and that annual net immigration was approximately 
3%. This made for a district of relatively rapid growth, with all its 
implications for distribution and management of services. Matters were 
further complicated by a short seasonal migration of smallholders back 
to the altiplano during the agricultural offpeak season in Caranavi. 

The population of the district was relatively young, with an average 
age of 19 years but an average life expectancy at birth of only 44 years. 
Infant mortality in the two towns in 1988 was estimated at 154/1000 
(Kahssay, 1991). Statistics for the district as a whole have been available 
only since the experiment began in 1986 and the people's health work
ers began to prepare their monthly returns. Literacy levels were high in 
the two towns (85%) but there were no figures available for the rural 
areas. Apart from the service sector in the towns and larger settlements 
and rapidly expanding commercial and transport sectors, the majority 
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offamilies in the district depended upon agriculture for their livelihood. 
Smallholders predominated on land with relatively good soils and 
reliable rainfall but they had little, if any, mechanical assistance. 
Coffee, maize, yucca, bananas and citrus fruits were the main crops, but 
little livestock was raised because of the extremely undulating nature of 
the terrain. The lack of an adequate road network made marketing 
difficult and discouraged increased production: however, the manv 
rivers that cross the district were used for communication between the 
settlements. 

There were few accurate statistics available about the district of 
Caranavi at that time. It is estimated that there were some 150 rural 
schools in settlements, offering up to fiye years' primary education; 
secondary education was available only in the towns. Some 60% of the 
district's population spoke Spanish, while the rest spoke Quechua or 
Aymara. Piped water and sanitation serYices were available in parts of the 
towns, but nonexi~tent in the rural areas, where people drew their water 
from rivers, streams or we lis. Electricity was available for limited periods 
through generators in Caranavi and in several other towns. Life in the 
settlements was harsh, little institutional support was available and, par
ticularly in the more isolated parts of the district, the only resource was 
the people themselws. 

District health structure and services 

Caranavi was one of seven health districts within the La Paz health unit. 
The health district was centred upon the hospital and health post in 
Caranavi, where the District Medical Director was based. Apart from the 
district health service, there were several other health care bodies in the 
district. There were some 20 physicians in private practice in various 
branches of medicine, located principally in the main towns of the 
district. The Spanish nongovernmental organization (NGO) Medicos Sin 
Fronteras operated from, and gave considerable support to, the Palos 
Blancos health area; an Italian NGO, Acre, provided medical support in 
the Borg and Caranavi areas; and the government-sponsored Agro
Yungas Development Programme provided some assistance for health 
development in various parts of the district. There were, however, no 
social security programmes providing health care. The district health 
service was, therefore, the only comprehensive health structure, and 
accordingly it played the major role in health care provision. 

The Caranavi health district was divided into six health areas which 
were themselves divided into 26 health sectors (Fig. 1). There were three 
hospitals in the district, in Caranavi, Borg and Guanay, but only two 
ambulances to provide transport for the whole district. Of the six health 
areas, Caranavi, Guanay and Palos Blancos were in a relatiwly better 
situation: Caranavi and Guanay were the two towns of the district, while 
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Fig. 1 The Caranavi district health service structure 

Palos Blancos had the assistance of Mrdtro.\ Sin Fronteras. Large parts of 
the health district were inaccessible by motor vehicle, at all times, while 
in the rainy season from December to March even area bases like Borg 
might be cut off. There were no telephones in the district, transport was 
based upon commercial trucks and many of the health sectors were a 
day's walk from the health area base. 

Health district staff in Caranavi tried to make regular monthly visits 
to each of the health areas. Similarly, health area directors met every two 
months in Caranavi to discuss plans and coordinate strategies. Health 
area staff tried to make regular visits to the health auxiliaries (sanztarios) 
in each of the sectors. At the sector level a health auxiliary might have 
responsibility for up to 25 settlements, and was encouraged to visit each 
of these regularly. 

As can be seen from Table 1, the professional staff base of the health 
district was extremely precarious. Only the district director and one 
other physician in Caranavi had long-term contracts with the health 
unit; and over half the physicians spent only a year in the district fulfill
ing their provincial-year obligations. The situation was the same with 
trained nursing staff. The backbone of the district medical staff was the 
health auxiliary, who was responsible for health care at the sector level. 
Typically, a health auxiliary had completed a nine-month course at a 
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Table 1. Caranavi health district professional staff, 1989 

Caranavi Guanay Mapiri Palos Blancos Borg Popoy 

Phys1c1ans • 3 3 4 
Dent1sts 
Laboratory technicians 
Nurses• 2 1 2 
Health aux1l1anes 13 3 3 3 

• Of the 13 physicians, two were prov1ded by Medtcos Sm Fronteras (Spain), wh1le nme were attached to Caranav1 
as part of the1r postgraduate prov1nc1al year Only two phys1c1ans had longer-term appointments 1n the health 
d1stnct Four of the SIX nurses were also completmg the1r provmc1al year, while two were pa1d by Medicos Sm 
Fronteras 

public health college and was trained to conduct initial diagnosis, give 
basic health care and plan and supenise vaccination campaigns. The 
health auxiliary referred patients who could not be treated at the sector 
level to the health area. The health auxiliai)' normally operated from a 
health post, which was equipped with a minimum package of drugs and 
medical equipment. Apart from the ambulances at CaranaYi and Palos 
Blancos, none of the above staff had ready access to transportation and, 
particularlv at the health sector level, health auxiliaries faced enormous 
problems in covering their respective sectors. 

At all levels of the district health structure, the health services avail
able were basically twofold; immediate health care and treatment on the 
basis of individual consultation, and the promotion and implementation 
ofMSSPH health programmes such as immunization (e.g. against polio
myelitis), acute respiratory infections, nutritional surveillance, tubercu
losis control, MCH and diarrhoea control. The quality and the extent of 
the promotion of these programmes were largely dependent upon the 
enthusiasm of the health auxiliarv and the availability of materials, but 
health staff in Caranavi were generally satisfied with the spread and 
effectiveness of the programmes throughout the district. In particular, 
mass immunization and the tuberculosis control programme had pro
duced results which suggested a fairly broad coverage. 

There was no such thing as a district budget in Caranmi health 
district. Although financial details were not available for this study, it was 
apparent that the health district had little financial autonomy from the 
health unit and little chance of planning its actiYities on the basis of 
known financial resources. The health unit supported the health district 
in two ways: 

• payment of salaries and other recognizable expenses for the profes
sional health staff of the district 

• provisiOn of materials on demand for anv MSSPH health 
programmes which the district planned to implement. 
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Both salaries and materials had to be claimed in La Paz and there was 
little devolution of health unit resources to the district level. The health 
unit did not pay for the upkeep or basic drug supplies of the district's 
hospitals or health posts, which were financed by charging for services 
and supplies. (For instance, the hospital in Caranavi charged US$ 1.75 
for each overnight stay.) However, as part of its experiment with popular 
participation, the health district received financial support from PAHO 
for petrol, the training of people's health workers and for some materi
als. This support was provided from La Paz and was never actually 
managed at the health district level. vVithout it, given the general scarcity 
of resources, it is doubtful whether Caranavi could ever have launched 
its experiment. 

Caranavi health district was underresourced and had a very fi·agile 
network of professional staff. It would have been easier to tackle these 
obstacles if the district had not been so tightly controlled bv the La Paz 
health unit. All resources for the district came at the discretion of the 
health unit, and it was therefore impossible to talk of district autonomy 
or a district strategy. Only La Paz could decide whether a health auxiliary 
should be replaced, or where a People's Health Centre should be 
located. The paperwork demanded of the district was prodigious, and 
yet few health-unit-level analyses had ever been completed. It was in this 
context that it was decided to create a structure of people's participation 
in Caranavi health district in 1986. 

1986: The beginning of the experiment 

Caranavi health district was set up in early 1986. It was an exercise not 
only in creating a new health district out of a previously sprawling 
network of health serYice~. but also a deliberate attempt to establish a 
health district with a distinctive philosophy of people's involvement. The 
impetus for the creation of the new health district came largely fi·om one 
phvsician within the MSSPH, who had been deeply involn·d in the 
reformulation of national health strategy during the period 1982-85 and 
was anxious to experiment with this reformulation at the district level. 
Also involved was the PAHO office for Bolivia, which provided the funds 
to get the experiment off the ground. The creation of the Caranavi 
health district was, therefore, a deliberate attempt to experiment with 
new ideas and new approaches to the concept of communitY involve
ment: but it was not directly linked to the activities of the health unit in 
La Paz, in which the new health district was located. Essentially, the 
Caranavi approach argued that there were simply not enough profes
sional staff to extend health care more widely within the district and that 
this could only be achieved if people became more involved in the 
health service at the local level. 
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From this broad statement, two main lines of thinking emerged: 

• the local communities within the district should play a part in the 
health services: it was both their right and their duty to assume some 
responsibility for health care provision 

• the systematic development of appropriate local health structures 
and the identification and training of key individuals would be the 
two basic instruments to stimulate this local involvement. 

The approach to community participation, therefore, was seen very 
much in terms of local collaboration with the existing services and 
greater responsibility by local communities for their own health care. It 
did not initially extend the concept of participation into areas of local 
knowledge or expertise in the health field, nor suggest any greater 
community involvement in defining health priorities or having more 
direct involvement in health service management. Furthermore, the 
approach was essentially functional, and appeared not to stress the 
educational aspect of participation except in purely technical terms. 
Finally, the approach was very much limited to the health sector and, 
while recognizing the validitv of community involvement in other dewl
opment processes in Caranavi district, initially limited this involvement 
to the district health service. 

The Caranavi experiment was built around two basic elements; the 
people's health centre and the people's health workers. Contact was 
made with the Confederation of Peasant Fanners (Federaci6n de 
Campe.1inos) in Caranavi. The Confederation was able, through its net
work of affiliates in the district's communities and settlements, both to 
spread knowledge of the experiment quickly and to stimulate enthu
siasm. It was felt that the idea caught on so quickly because it touched 
upon a clearly identifiable need; few of the communities or settlements 
had any regular access to health care and accordingly the initial response 
to the Caranavi experiment was positive and widespread. In a rather 
hectic six-month period, health centres were set up, people's health 
workers were selected and issued with a range of manuals and guides and 
health staff trave lied to outlying parts of the district to brief other health 
staff. Within a year, the basic structure of the Caranavi experiment was 
in place. 

The structure of people's participation in the Caranavi health 
district 

Professional staff 

Physicians: Nine physicians were responsible for the medical care offered 
by the health service in the district's six areas. The physician's role in 
promoting people's participation was not considerable and was very 

34 



CARANAVI DISTRICT, BOLIVIA 

much a function of each individual's understanding and espousal of the 
philosophy behind the district health structure. Although the physicians 
in the Caranavi health district worked basically in the hospitals, several 
had a more peripatetic role and played a part in supervising and support
ing the health auxiliaries and, in some instances, in training the people's 
health workers. For the majority. this was the lowest level of their involve
ment. Basically, physicians left it to the auxiliaries to establish a direct 
working relationship with the health centres and people's health 
workers. A m<~or obstacle to closer irwolvement of physicians was not 
only the lack of professional training to prepare them for a less clinical 
role, but also the short time they spent in the district. (They were 
encouraged to seek support for their specialist studies elsewhere as soon 
as they had completed their mandatory provincial year.) It is, therefore, 
questionable whether they could ever really get to grips with the ap
proach of the Caranavi health district: indeed, the constant changes of 
personnel arguably sapped the vi tali tv of the approach. 

Health auxilzary {.1anitmio): The health auxiliary was the professional 
most directly involved in promoting greater participation by the people. 
Most auxiliaries completed a nine-month basic training course and oper
ated from a health post. These health posts were equipped with basic 
medical instruments and drugs and much of the auxiliary's work was 
essentially clinical. However, in terms of the structure of community 
participation, the auxiliary had three important functions: 

• training people's health workers in basic health care practices and 
supplying them with drugs and instruments 

• supervising the people's health workers within the health sector, 
often on the basis of a monthly visit 

• serving as a link or support to the health workers in their work in the 
settlements. 

It is impossible to say how relevant or effective this role was. No detailed 
studies have yet been undertaken on the health auxiliary's role, but 
there is a clear impression that the auxiliary is the key to the whole 
approach and that this role was very much left to personal initiative. The 
health auxiliary was the link between the formal health service structure 
and the still rudimentary community-based structures. The health 
auxiliary was also more permanent; most of them had worked in their 
sectors for a number of years. However, it appeared that their crucial 
link role was more clinical than educational, and that they had not 
received the substantial support and preparation they needed to build 
upon their educational work. Health auxiliaries appeared to be over
burdened with paperwork (some 12 forms a month to submit to the 
health unit) and this greatly reduced the time available for building 
up local structures. Furthermore, while they were supposed to be 
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responsible for the training and continuing education of the people's 
health workers, little time had been given to their own training. 

People's Health Centre 

In the health strategy which was elaborated in 1983, the People's Health 
Centre was theoretically given the pivotal role as the first point of contact 
between the health system and the rural or urban community. The 
health centre was to be the physical presence of the health service even 
in the most isolated rural areas, functioning with the support of legal 
and traditional authority within the community and answering to the 
area health centre. Its expected activities were as follows: 

• prevention of disease by means of environmental education, immuni-
zation campaigns or other relevant action 

• implementation of health service programmes 
• encouraging traditional medicine using local medicinal plants 
• preventive medicine, with priority given to mothers and children 
• referral of seriously ill patients for further medical care 
• control of transmissible diseases. 

Despite the impressive list of activities above, in reality the health centre 
was used for direct medical attention and some preventive or health 
education work. Although exact numbers are not known. only a few 
centres had their own building; in most instances the centre was in the 
health worker's home. Where separate buildings had been put up, they 
had often been financed by other development progranune,~ (e.g. Agro
yungas). 

Although the structure of People's Health Workers, and hence that 
of the People's Health Centres, is undoubtedly impressive, it is impor
tant to decide how effective they were in undertaking the above activi
ties. The evidence suggests that where a health worker was particularly 
active, the health centre assumed a significant role in local health devel
opment. The emphasis was on direct medical care, referrals and the 
organization of vaccination campaigns, while the educational role of the 
centre was less apparent; perhaps it has vet to become a true focal point 
for the promotion of local participation. 

People's Health Committee 

The new health development strategy of 1983 suggested a parallel health 
structure which would advise, collaborate with and support the formal 
health sen·ice. This parallel structure was based upon various levels 
of People's Health Committee, with a People's Health Council at the 
national level. The concept of the People's Health Committee was 
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launched in 1983 with great vigour, and subsequent MSSPH documen
tation presented it as the fundamental vehicle for people's participation 
in the health system. It was expected that People's Health Committees 
would be set up nationwide in city suburbs, mining encampments and in 
the rural communities as bodies representing local interests in the for
mal health structure. Each committee would have a president, vice
president, minutes secretary and several other members. In the earlier 
literature on the new health strategy, the committees were seen to have 
the following functions: 

• to strengthen existing communal structures through planned devel
opment activities 

• to develop a greater local consciousness of health issues 
• to seek to improve the living conditions oflocal people and to defend 

their interests 
• to ~upport existing health services so that they functioned better. 

The People's Health Committee was seen as an organization which 
would seek to involve people locally and would tackle local health prob
lems. It was to be a representative and democratic body which would 
stress the value of communal action. 

In reality, in Caranavi health district the People's Health Committee 
was a more complex structure than the People's Health Centre, and 
little was known about how, and how well, it functioned. There appeared 
to be no common pattern to its tasks. Some committees were active, 
some were intermittently active, and some were completely dormant. In 
or near the towns or larger settlements they were more active, while in 
many instances little was known about what was happening in some of 
the more isolated settlements. It was largely the energy and level of 
commitment of the health auxiliary which determined the success of the 
committee. 

\\'hatever the true extent of the health committee structure in 1989, 
it was essentially weak, uncoordinated and lacking in direction. The 
committee was often directly linked to the Neighbourhood Council 
(Junta vecina[), the lowest unit of public administration, or indeed 
formed part of it, and health committee business was conducted at 
council meetings. In some instances the health committee appears to 
have taken a more direct role and actually intervened in the health 
structure to demand some local support. In the Borg area there were 
occasional meetings between presidents of health committees in order 
to build up a wider area base; and in Palos Blancos the hope was that the 
health committee would eventually take over responsibility for the area 
health structure when the team from i\IIPdico5 Sin Frontera.\ pulled out. A 
description of the work of the health committee in the Borg area is 
contained in Box I. 

37 



COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

,, 
· .. 

People's Health Committee: Borg Area 

The health comm1ttee is made up of four members; a pres1dent, a secretary 
and two other members It normally meets about every two months, unless a 
spec1al meet1ng IS requested by distnct health staff M1nutes are kept of the 
meet1ng The health committee appears to have two ma1n functions F1rstly, it 
rece1ves adv1ce, guidance and instruction from the district and adv1ses how 
particular programmes, e.g. vacc1nat1on, can best be undertaken in the sector. 
Secondly, it tnes to obtain more resources for the sector The recently ac
quired health centre is partly a result of pressure from the health committee. In 
the president's op1n1on, health comm1ttee members need more spec1f1c tra1n-
1ng for the work they are asked to do: 1t is not always easy to get the committee 
to meet, decide upon a course of action and do someth1ng. Health committee 
members were still unsure of exactly what was expected of them 

People's Health Worker 

The key to the implementation of the Caranavi health development 
experiment was the People's Health Worker, who was selected by the 
community, trained by the district health service, provided with basic 
drugs and equipment and expected to serve as the communitv's link 
between the health service and the people. The health worker was the 
symbol of participation and democratization of the health service and a 
means of bringing health care to the people on a much wider basis. The 
following criteria for selection were suggested: a health worker should 
be literate, preferably young and with initiative, be willing to "serve the 
community" and reside within the community. In the earlier literature 
on the new health strategy, the basic functions of the health worker were 
defined as follows: 

• to promote the participation of the community in health activities 
• to treat basic illnesses, particularly in mothers and children 
• to seek to prevent diseases by means of health education 
• to implement the district's health plans 
• to maintain a supply of basic drugs and equipment in the health 

centres 
• to undertake a local census 
• to complete a monthly report on births and deaths. 

The above was indeed a formidable list of activities which, if effectively 
implemented, might well extend the health service base and encourage 
wider access to health services. The reality, however, was somewhat 
different. Although no detailed information about the activities of 
People's Health Workers was available, it would appear that, where they 
functioned at all, they essentially undertook three tasks: basic medical 
treatment, managing vaccination campaigns, and a monthly report on 
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births, deaths and monthly patterns of illnesses and treatment. Some of 
the more active health workers got more involved in educational work, 
by giving talks at local workers' union meetings or by holding classes in 
their own settlement. There was little evidence, however, of any system
atic transference or democratization of medical knowledge, for which 
the health worker was supposed to be the key mechanism. Similarly, and 
apart from the particularly energetic activities of a small number of very 
keen health workers, there was little indication that the health workers 
had either attempted or been able to promote any form of people's 
participation. 

It was estimated that in 1986-87, at the beginning of the experiment, 
over 350 People's Health vVorkers were selected and trained in Caranavi 
district. The training was fairly limited, but was supported by a series of 
manuals, which were the health worker's basic reference texts, and a 
small supply of drugs and medical equipment. Since then, theoretically, 
the health auxiliary should supen·ise the health workers and the health 
area should arrange for periodic in-sen·ice training. This process seemed 
to work in places, although it was verv much dependent upon the 
initiative of local staff. More svstematically, two health areas, Borg and 
Palos Blancos, designed training courses for health workers which took 
place every month. The course at Borg included topics such as the 
socioeconomic characteristics of Bolivia, people's participation, the 
health structure and social organizations, traditional medicine, family 
planning, health priorities, the human body, regional health services, 
tuberculosis, first aid, respiratOI)' infections, sanitation and epidemiol
ogy. The course at Palos Blancos included the history of Bolivia, the 
current situation in the country, community organization, the method
ology of education, local cultural values, histOI)' and culture of the area, 
first aid, respiratory infections, basic drug use, vaccination, MCH and 
skin diseases. 

The Borg and the Palos Blancos training programmes owed much to 
the particular commitment of the area health teams, and interestingly 
both sought to develop the broader role of the People's Health Worker. 
Both programmes were spread over ten sessions of one day per month, 
with the Borg programme offering a certificate for successful comple
tion. While the usefulness of the training programmes for improving 
the performance of the health workers at the community level has not 
been evaluated, they were undoubtedly an important attempt to tackle 
the issue of training more systematically and should accordingly be 
welcomed. 

The situation in 1989 was that the presence and performance of 
health workers varied considerably. In each of the health areas a "hard 
core" of the original recruits still existed, and these tended to be 
more active. In Borg, of 60-70 health workers in 1987, only 32 were 
believed to be working in 1989; in Palos Blancos there were believed to 
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be over 100 health workers originally, but only 10 turned up for training; 
and in Popoy, of eight original health workers, only one was functioning 
in 1989. Essentially, however, not even the health district capital knows 
the real picture. Undoubtedly, a widespread network of health workers 
was set up quickly in 1986-87, but by 1989 nobody knew to what extent 
and how well it was still functioning. In discussions concerning 
problems of performance of the health workers, the following were 
mentioned: 

• a constant lack of basic drugs, without which the health worker was 
unable to function or maintain credibility in the community 

• irregular or sporadic contact between health service staff and the 
health worker, which often resulted in the health worker simply 
ceasing to operate 

• the health worker was not always linked with traditional medical care 
within the community and thus lacked support 

• some health workers were chosen because of their links with political 
structures within the community 

• health workers were usually literate and Spanish-speaking, while in 
the settlements the illiteracy rate is high and most people speak 
Aymara or Quechua 

• health workers were trained as the last link in a vertical health service 
structure; inevitably they reinforced this hierarchy in the way they 
dealt with local people. 

Apart from some monthly sessions between health service staff and 
health workers, at which problems were discussed and, in the Borg area, 
an assessment of the health workers' medical knowledge conducted, 
there has been no systematic evaluation of the work and the impact 
of the People's Health Workers in the Caranavi health district. The 
monthly factual and statistical reports submitted by the health workers 
have been invaluable in building up the district's health profile and can 
be used as an indicator of the health workers' usefulness. There can be 
no doubting the original impetus, and the widespread awareness and 
acceptance of the role of the People's Health Worker; but more sys
tematic support and training were urgently required. 

Comment 

In 1989 the Caranavi experiment was at a crossroads. For three years it 
had operated with the financial support ofPAHO and the commitment 
and enthusiasm of a small number of professional staff who had been in 
place since 1986. By 1989, PAHO support was no longer forthcoming, 
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the key person behind the experiment had left Bolivia for an overseas 
assignment and the small group of professional staff in Caranavi were 
about to move on. The experiment functioned largely on the basis of 
local enthusiasm and initiatives. It had little institutional support and 
little prospect of receiving any. Yet it had clearly demonstrated its ability 
to develop a district-based health structure which could begin both to 
extend health care more widely and to generate local involvement 
and interest in health care and development: the People's Health 
Committee and the People's Health Worker are testimonies to this. In 
these terms the Caranavi experiment was a success. 

Caranavi 1994 

The health district of Yungas Larecaja Tropical 

The first major change which took place between 1989 and 1994 was 
the restructuring of the old Caranavi health district in early 1991 and 
the creation of the Yungas health district. Caranavi was no longer the 
''capital" of the health district, but merely a part ofYungas health district. 
The health district map was slightly redrawn and the new district was 
only marginally bigger than the old one. Population figures for the 
old Caranavi health district (92 000) appeared to have been an under
estimate, since more authoritative figures placed the population of the 
new district at some 137000 inhabitants. There appeared to have been 
no attempt to take account of areas of high population in drawing up 
the new district boundaries. The structure of Yungas health district is 
shown in Table 2. 

Table 2. Yungas health district: structure, population and professional 
staff, 1994 

COrDI CO Caranavi Borg Palos Guanay Chulumani La Asunta 
Blancos 

Sectors 5 13 6 12 9 10 7 
Inhabitants 22094 40616 8952 13540 36168 22432 12404 
Phys1c1ans * 3 2 1 3 3 2 1 
Dentists 
Laboratory techmc1ans 
Nurses* 2 1 3 2 
Health aux111anes 4 3 5 3 

* Of the 17 physicians, 11 was est1mated that about 12 were attached to the health d1stnct as part of the1r 
postgraduate prov1nc1al year. An unknown number of the 12 nurses were also completing the1r postgraduate 
prov1nc1al year 

(Source Yungas D1stnct Health Off1ce, unpublished data) 
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On paper the creation of the Yungas health district was part of the 
national policy of health decentralization, but it is difficult to see how 
this worked in practice. A number of health areas and health sectors had 
their own professional and administrative staff and health service infra
structure, but there was little evidence of either political or financial 
decentralization. Policy was still largely, if not exclusively, determined at 
the health unit level and objectives and targets passed down to the 
district level. The financial control exercised by the health unit was as 
strict as it was in 1989, and little financial authority was devolved to the 
district. Indeed, at the time of the field study, the Yungas health district's 
budget for 1994 had not yet been approved. 

The reasons for basing the new health district administration in 
Coroico were largely to do with national factors. As part of a major 
health and community development programme which was part of a 
wider national drug control programme, it was decided to build a "sec
ond-level" hospital in Con>ico. The decision was also part of a national 
move to redefine the boundaries of existing health districts, which was 
intended to create a more effective district-level structure. In health 
care terms, the moving of the district to Comico has not brought any 
m;~or consequences, and indeed it has largely gone unnoticed. Geo
graphically, Coroico is located slightly nearer the edge of the health 
district than Caranavi was, and it has yet to build up the contact with 
the other areas that Caranavi so obviously enjoyed. Until early 1991, 
Caranavi was very much the focal point of health development in the 
district and, with the "experiment" and PAHO support, was helped to 
create some impetus for change in the district. Coroico has now assumed 
the leadership, but almost certainly with a different agenda. The mow 
hom Caranavi to Coroico. while only one factor, has certainly had an 
influence upon the experiment which was begun in the old district in 
the late 1980s. 

The structure of CIH in Yungas health district 

In the 1989 study, it was noted how important certain groups of people 
and structures had been for the promotion of CIH. However, it was 
difficult even in 1989 to get a clear picture of how these people and 
structures were performing; in 1994 it was more difficult still. The health 
district at that time lacked any sense of central direction or leadership 
for CIH, functions which to an extent the old Caranavi district did 
attempt to assume. In 1989 the staff at the Caranavi hospital seemed to 
know fairly well what was being done in the district to encourage local 
people's involvement; this was not the case in 1994. The district had 
become a series of distinct areas, each with a commitment to the 
national policy of community participation and each with a small num
ber of staff, but with less sense of being a district and having some kind 
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of district-wide commitment to promoting local involvement. The struc
tures of CIH in the new district are described below. 

Professional staff 

All the professional staff who were in place in 1988-89, who were aware 
of the Caranavi experiment and who both understood and sought to 
encourage it in a limited way, had left the district by 1994, except the 
laboratory technician at Caranavi hospital who had worked in the district 
since the beginning of the "experiment" but was alone in trying to 
promote and maintain some kind of community participation in the 
district. The Spanish group Medicos Sin Fronteras was still based at Palos 
Blancos and had maintained a commitment to community participation 
even as the district went through its changes. In general, however, no 
professional staff had entered the district since 1989 to take over the role 
that was at that time being undertaken by physicians in Caranavi and 
Borg. The district continued to be run essentially by professional staff 
on one-year contracts and the notion of continuity had consequently 
suffered. Furthermore, there appeared to be an emerging practice of 
"rotation" among professional staff in the district- six months working 
at the hospital level and then six months in public health. It is in this 
latter area that the infrastructure of community participation in the 
district was located, and it was not helped by these constant six-monthly 
changes of staff. 

As regards the professional health auxiliary, it would appear that, if 
anything, matters had got worse since 1989. The whole infrastructure of 
health auxiliaries and health posts continued to exist and, indeed, they 
had both slightly increased in number. Similarly, the health auxiliary 
continued as the first point of contact with the health workers and 
was responsible for their training. However, it appeared that little 
training for health auxiliaries had taken place in the district in the past 
few years, and also that plans to produce a manual for such training were 
never put into practice. The whole network of health auxiliaries was still 
in place, they continued to undertake invaluable basic health care, but 
there appeared to have been no noticeable move in the district to 
strengthen their training or to extend this training into areas of commu
nity participation and thus to begin to build a more solid local base for 
CIH. 

People's H~alth Centre 

In the 1989 study, the importance of the People's Health Centre in the 
national health structure was noted and its list of responsibilities was 
impressive. At that time it was also pointed out that in the health district 

43 



COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

there was vel)' little knowledge of how well this structure was function
ing, or whether it was functioning at all. The People's Health Centre no 
longer really existed by 1994; the term had been maintained in the 
language of national health policy, but in reality the health centres were 
the health worker~· homes. It would appear that at one time, the health 
and community development programme constructed one or two spe
cial '"health posts" for health workers in areas of denser population, but 
it proved impossible to keep them going and they largely fell into disuse. 
The health workers continued to function as the lowest level of health 
care in the district; but to call the premises in which they worked 
"People's Health Centres" would be an exaggeration. As far as the 
promotion of CIH at the district level was concerned, therefore, this 
essential and physical point of contact between sen·ice and people was 
not really functioning. 

People's Health Committee 

Without a detailed and systematic enquii)' into People's Health Com
mittees at district level, it was impossible to find out authoritatively what 
they did and how well they functioned. MSSPH literature from 1989 
explained the theory behind the committee and its functions. The 1989 
case study reported that there was little information about the number 
of committees and their performance in the health district. The situa
tion appears to have changed very little. In 1994 it was estimated that 
committees existed in some 80% of the 62 health sectors within the 
district; in the previous few years, the main concern appears to have 
been to set up as many of them as possible, in the hope that they would 
then "take off" by themselves. Undoubtedly the People's Health Com
mittees continued to be important organizations at times of mass mobi
lization, for instance for vaccination campaigns. But, in general, there 
seemed to be uncertainty about the extent of their functions and their 
membership. On the health sen,ice side, the main complaint was the 
general apathy and unwillingness of local community and settlement 
authorities to get invoh·ed in the committees. For example, in 1994 the 
district health committee was not functioning because it was unable to 
persuade delegates from the four provinces to participate. Like the 
People's Health Centres, the committees were part of the national 
health structure, but they continued to struggle to "take off" and play 
the role assigned to them. This inertia robbed any move to strengthen 
CIH at the district level of another vital element. 

People's Health Worker 

There were few, if any, noticeable changes between 1989 and 1994 in the 
roles and functions undertaken by health workers. However, the post 
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remained in place, there were an estimated 150 health workers in the 
district and, while they existed, functioned and received support, they 
were the most important arm of the district health service. Training 
was still provided every year, although it would appear that this training 
no longer reached the level of commitment and content found in Borg 
and Palos Blancos in 1989. The health auxiliaries continued to have 
responsibility for the training of health workers, and this continued to be 
done in one form or another. The training concentrated on clinical 
aspects of health care, and there appeared to be little systematic training 
in such areas as health promotion, environmental health or community 
involvement. 

The major concern in 1994 was the high dropout rate of health 
workers in the district. It was estimated that, of some 200 health workers 
"trained" during the period 1986-89, only 20 were still practising by 
1994. It was further estimated that each year between 1989 and 1994, 
some SO new health workers had attended training courses, but only 
about half that number completed the course and began work. Further
more, each year an unrecorded number of health workers gave up their 
posts, citing lack of support and lack of the medicines and instruments 
necessary for them to carry on their work. The large number of training 
courses every year was partly due to the high dropout rate and the 
constant need to plug gaps in the structure. With such a rapid turnover, 
it is most unlikely that people's health workers had begun to assume the 
more ''political" role originally assigned to them as the "contact" 
between the health service and the people and the promoter of commu
nity involvement at the district level. It seems to be as much as they could 
do to maintain any kind of health service in the settlements under their 
responsibility. The health workers in Yungas health district in 1994 were 
in no way a plausible means of building upon the original Caranavi 
experiment. 

The Palos Altos health area 

The Medicos Sin Front eras group first came into the health district in 1987 
for what it called the "Caranavi pilot project". The 1989 study noted that 
the group had set up a base in Palos Altos, for which it provided two 
expatriate physicians and nurses. The group seemed to embrace the 
philosophy of the Caranavi experiment, developing training courses for 
health workers and working with the local People's Health Committee 
with a view to its assuming responsibility for directing health work in the 
area when Medicos SinFronteras pulled out. The group continued to work 
in Palos Altos, using expatriate staff. Its annual budget was inevitably the 
envy of the whole district, and its ready access to vehicles and other 
resources always put its activities into a different league from those of the 
rest of the district. 
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In late 1992, an evaluation of the work of Medicos Sin Frontems in 
Palos Altos was undertaken jointly by the group itself, PAHO and the 
health unit in La Paz (Revuelta et al., 1992). Apparently the evaluation 
took place in a somewhat strained atmosphere (the director of Medicos 
Sin Fronteras was not happy with the terms of reference) and the evalua
tion team found the available information base to be unsatisfactory. The 
evaluation did, however, take place. The report was wide-ranging, but 
extremely limited in detail. The conclusion and recommendations sug
gested the need for more effective coordination between international 
NGOs and the district health structure. 

In a very limited way, the evaluation touched upon the work of the 
Palos Altos team in the general area of community participation 
during the period 1986-92. The approach adopted was to award a 
percentage mark as an assessment of progress in each of the areas 
evaluated. In terms of organization, Medicos Sin Fronteras was marked 
88%, with particular reference made to the successful creation of a 
considerable number of well organized health committees. In respect 
of more general community participation, Medicos Sin Fronteras scored 
only 50%. While the evaluation report praised the group's work with 
the People's Health Committees, its contacts with other community
based groups and the activities which it had undertaken with community 
involvement, it criticized the work done in this area for not promoting 
a more active role among the population and for limiting local participa
tion to a role of collaboration. Finally, but without assigning a mark, 
the evaluation concluded that the long-term objective of Medicos 
Sin Fronteras in Palos Altos to promote community participation in 
the financing of the area health structure had not really been 
achieved. 

Apart from the earlier documentation describing the Caranavi 
experiment, this evaluation is the first and only piece of evidence about 
health development in the Caranavi/Yungas health district between 
1987 and 1992. While it offers us at least a glimpse of what progress may 
have been made in the area of community participation, it is very short 
of detail and analysis. The only real insight we have is into the work of 
the Palos Altos team in supporting the work of area-level and section
level People's Health Committees. This has always been a distinctive 
feature of Palos Altos which is largely due to the resources that the team 
has available to put into this work. In 1994 the health committees 
continued to function better in Palos Altos than in other areas within the 
district. Unfortunately there had been no systematic study of this work, 
and the evaluation document did not include the evidence upon which 
its findings were based. The only thing that we can conclude is that, 
within the district, the infrastructure of CIH was better developed and 
managed in Palos Altos than elsewhere. 
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Conclusions 

The positin· aspects of the Caranavi experiment in the period 1986-89 
were summarized in the 1989 study (Kahssay, 1991) as follows: 

• the setting up of a district health service 
• the initiation of professional health staff into a different health 

approach 
• the diffusion to the settlements of knowledge and information on 

government health programmes 
• the selection and training over a three-year period of over 200 

People's Health Workers 
• the collection of health data and information at the local level. 

The general problems which the experiment encountered could be 
summarized as follows: 

• a lack of central, institutionalized support 
• a large turnover of staff, with the resulting lack of continuity 
• reluctance on the part of some professionals to get involved in or 

support the Caranavi approach 
• a constant lack of resources, which meant that at the settlement level 

the work of the People's Health Workers could not be sustained 
• an overall inability to direct and supervise the experiment, resulting 

from a lack of appropriately trained personnel 

V\'e can learn a number of things about people's partiCipation 
and district health services from the Caranavi experience. Over the 
period 1986-89, the process of participation went through four distinct 
stages: 

(a) initial contact: broadening the coverage of the health service 
(b) active local involvement in specific health activities, e.g. vaccination 
(c) generating a wider interest in health development issues 
(d) strengthening the educational component of participation and 

developing more direct involvement in health service organization 
and management. 

The practice, of course, is not as clear-cut as the above, but most health 
areas in Caranavi district had progressed to stages (a) and (b) by 1989, 
although with varying degrees of sustainability. There appeared to be 
some initiatives around stage (c) in one or two sectors, largely built 
around the training of People's Health Workers. Stages (a) and (b) are 
the least difficult to achie\'<'; stages (c) and (d) demand more substantial 
support and appropriately trained staff. 

The Caranavi experiment provides substantial evidence for the 
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argument that people's participation is a valid and productive health 
strategy. CIH has transformed health care in the Caranavi health 
district and helped to create a service which could not have been 
imagined several years ago. The Caranavi approach helped to extend 
health care coverage, it used local human and physical resources, 
it stimulated an interest and a number of initiatives in primary 
health care and it created a sense of direction for the district health 
services. 

CIH at the district level in Bolivia became possible as a result of 
the political changes which occurred in 1982 and which encouraged 
at the national level the concept of large-scale people's involvement. 
However, although political commitment is essential, it is not enough 
in itself: it must be supported by structural and organizational reform 
within the health services so that they are equipped and prepared to 
implement the new approach. To date, there has been less progress on 
this front. 

Thus, a major lesson to be learned from the Caranavi experiment is 
the importance of a strong institutional base to promote and develop 
innovative health care approaches. The Caranavi experiment was 
begun with external support and it has largely existed and survived on 
that basis. With hindsight, more emphasis should have been placed from 
the very beginning on making it part of the existing health service 
structure, rather than something apart from it. However, therein lies the 
dilemma: a country like Bolivia simply does not have the resources to 
sustain a nationwide district level health service based on the Caranavi 
approach. 

The situation in 1994 

With the departure in 1990 of certain crucial staff attached to the 
Caranavi hospital and at Borg, there can be no doubt that the dynamic 
of the Caranavi experiment faltered. There were changes at the national 
level within PAHO, and two key people who had been behind the 
experiment also left around the same time. The formal structure ofCIH, 
as conceived at the national level, is still technically in place but, without 
a massive research exercise, it is very difficult to tell how it is working. 
There is little evidence at the district level that professional health staff 
-physicians, nurses and auxiliaries- are in any way keeping track of 
the activities of the health workers and health committees, apart from 
merely recording, for example, births, deaths, patients examined and 
drugs dispensed. There is a structure in place, but it is both inconsistent 
(People's Health Committees) and subject to considerable mobility 
(People's Health Workers). Furthermore, it appears to be a structure 
which increasingly is functioning solely as a grass-roots level health care 
delivery system - and even that in precarious conditions - and which 
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has lost most of its sense of also being a vehicle for community involve
ment. There appears to be nobody in the health district now, apart from 
the team from Medicos Sin Fronteras, who i~ aware that an "'experiment" 
ever took place or who is trying to put the spirit of the national health 
structure into practice. 

Undoubtedly the Caranavi experiment did not moved fonvard in the 
early 1990s. Issues and problems such as the lack of effective district-level 
decentralization, the central importance of external support to maintain 
the experiment, the large staff turnover, the continual pressure to train 
new health workers and the lack of any internal monitoring of the 
experiment were still unresolved in 1994. There would appear to be two 
main reasons for this: 

• The experiment never became institutionalized. Caranavi was born of 
external support (PAHO) and as long as this was forthcoming, the 
experiment had a chance. Once it ceased, the health work in the 
district ceased to be distinctive and began to replicate the character
istics and dynamics of a more typical Bolivian health district. 

• From the very beginning of the experiment in 1986, there was 
never any systematic attempt to train professional staff or the 
community-based people's health workers in even a minimum of 
participatory techniques. To a great extent, CIH in Caranavi meant 
the setting-up of structures to facilitate local involvement; it never 
reached the point of training people to make these structures work 
and to promote this involvement. 

Finally, it is impossible to say either that the Caranavi experiment "suc
ceeded" or that it "failed". In many ways, Caranavi 1986-89 was ahead of 
its time, and there was probably a point in 1988-89 when, if the experi
ment had been more widely recognized and a systematic methodology 
developed, it could well have served as a model of how to promote CIH 
at the district level. Undoubtedly, the years 1986-89 were innovative and 
in Caranavi, Borg and Palos Altos there was some genuine experiment
ing with a methodology of CIH at the district level. But the whole 
experiment was always very fragile, and its fragility was exposed in the 
early 1990s. It would appear that those who began the Caranavi experi
ment with the intention of stimulating district health services and pro
moting effective local involvement did not quite achieve what they set 
out to do. 
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CHAPTER 3 

Kaski district health services, Nepal 
Wolfgang Bichmand and Cheth Nath Chaulagai 2 

Background 

The present study was begun during a three-month field trip in 1987. 
Developments in Nepal's health system after 1987 were monitored dur
ing several visits under the WHO strengthening of district health systems 
(SDHS) initiative between 1989 and 1993. A study visit to Kaski district in 
1992 and a final data update in December 1993 through key-informant 
interviews allowed us a critical view of the changes in the system over the 
previous six years. 

Nepal is a landlocked country with an area of some 150000km2
• 

From north to south, three ecological zones are clearly separated: the 
Himalayan mountains, the hills and the Terai, a flat plain near the 
border with India. Nepal was united in 1767, and has never been 
colonized. From 1846, the country was ruled as a hereditary prime 
ministership by the Rana dynasty in complete isolation from the outside 
world. The Rana regime ended in 1951 after King Tribhuvan aligned 
himself with India and a popular movement overthrew the old regime. 
Mter experimenting with a party system, King Birendra introduced the 
"non-party" Panchayat system, which was reformed in the early 1980s. 
The country is divided into five regions, 14 zones and 75 districts. The 
National Assembly which existed until199l, the Rastriya Panchayat, was 
composed of directly elected and nominated representatives. The basic 
political unit was the ward, led by an elected chairman and a ward 
committee. In rural area~, nine wards formed a (village) Panchayat. 
Town Panchayats and village Panchavats were combined into districts, 
with an elected bodv of representatives at each level. 

In 1990 a popular movement overthrew the Panchayat system and 
a multiparty democracy was restored in the kingdom in 1991. The 
democratically elected Nepali Congress Government expressed its com
mitment to providing basic health se1Tices all over the country and 
announced a new national health policy. This began with a restructuring 
of the Ministry of Health. 

1 Ennroumcnt and Health Dep.11 tment, (;crman Dc,clopmcnt Bank, Frankfurt, Germany. 
'Rmal Health Deyclopment Ccnll e, Kathnundu, Ncp,;l. 
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Nepal has been classified by the United Nations as a least developed 
country. Its GNP per capita of US$ 160 per year in 1986 was one of the 
lowest in the world. Over 90% of the population earned their living from 
agriculture, and over 75% of exportable goods were produced in the 
agricultural sector. Economic growth had not matched the population 
increase since 1960. Over 60Ci~. of the seventh Five Year Plan (1985-90) 
was expected to be financed by foreign donors, but the absorptive 
capacity of the public sectors was very low. The aid utilization rate was a 
mere 39% during the sixth plan because of "bureaucratic inefficiency". 
The Nepalese economy has remained predominantly agricultural, with 
this sector contributing over 50% of GDP. During the period 1981-91, 
agricultural growth was about 3.5% and industrial growth 4.6% per 
annum, which has resulted in a real GDP growth rate of about 4% on 
average. The recorded GDP growth rate was 1.7%. 2.5%, 4.66% and 
7.58% in the financial years 1988/89 to 1991/92, respectively (Europa 
Publications, 1986). 

Population 

Nepal's population almost doubled between the mid-1970s and the mid-
1980s and increased from 15.02 million in 1981 to 18.46 million in 1991. 
The annual population growth rate during the last two census periods 
(1971-81 and 1981-91) was 2.43% and 2.1% respectively. The popula
tion density increased from 102 persons per square kilometre in 1981 to 
125 persons per square kilometre in 1991. The population is made up of 
75 ethnic groups speaking 50 languages and 80% of it is of Indo-Aryan 
rather than Tibeto-Burman origin. Nepali is the official language spoken 
by nearly 60% of the population, whereas each of the other languages is 
spoken by less than 10%. Table 3 contains a summary of population and 
vital statistics data. The latter vary considerably depending on place of 
residence. In 1978, for example, the estimated infant mortality was 187 

Table 3. Nepal: population and vital statistics, 
1981 and 1991 

Total population 
PopulatiOn dens1ty per km' 
Population density per km' of arable land 
Crude birth rate (per thousand) 
Total fertility rate 
Infant mortality rate (per thousand l1ve births) 
Life expectancy at b1rth (years) 
Average annual populat1on growth rate 

1981 1991 

15 m1ll1on 
102 2 
656 7 
39 7 
6.4 (1970) 
147 4 
43 3 
24 

18 4 m1ll1on 
125 4 

38 0 
55 
101 0 
54 0 
21 

(Sources H1s Majesty's Government, Kathmandu, Nepal. 1987, M1mstry of 
Health. Nepal, 1992, World Bank. 1993) 
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per thousand for the mountains, 164 per thousand for the hills and 124 
per thousand for the Terai. 

In 1981, 96% of the population lived in rural agricultural areas. 
Social relations were dominated by the caste system and Hindu culture. 
Within this system, ethnic groups of Tibeto-Burman origin, mainly Bud
dhists, are considered as separate castes. An alliance system ( chakar) 
affiliated noble and client families in the past and has dominated politi
cal relationships to the present day. The "source and force system", a 
special feature of Nepalese bureaucracy, often pejoratively described as 
"nepotism", cannot be understood without an understanding of these 
traditional familial and social relations. "A person's relationship to his 
superiors is therefore determined not only by formal lines of authority 
but also by kinship and caste" (Justice, 1986). 

About 40% of Nepal's population falls into the category of the ex
tremely poor, 94% of whom live in the rural areas (Paudel, 1986). In 
1977, the National Planning Commission defined the poverty line to 
be 2 Nepalese rupees (NRs) subsistence income per day. Poverty is 
directly linked to social class and caste. People of lower caste are less 
likely to own land, and in village life the lower castes are not allowed to 
share drinking-water sources at the houses of upper-caste families. 
Officially, though, the caste system has been abolished by law (Carlaw et 
al., 1982; Paudel, 1986). Although the literacy rate recorded in 1991 for 
both sexes was 39.34% for the country, there existed a pronounced 
difference between female literacy (only 24.7%) and male literacy 
(54.1%). 

Nepal's health sector 

Health strategies and organization of the health system 

Nepal's health sector has been characterized by uncoordinated vertical 
health programmes and the involvement of a multitude of foreign do
nor agencies acting without stringent policy guidance from the national 
Ministry of Health. The resulting pattern of health services was a patch
work of different approaches in different districts, numerous different 
qualifications for health workers and auxiliaries and big discrepancies in 
health service provision in different areas. 

Health services of the western type had been evolving in Nepal slowly 
since the 1930s. Only in 1956, after the fall of the Ran a regime, was a 
Ministry of Health created and vertical programmes launched against 
malaria, tuberculosis, leprosy, smallpox, and for family planning and 
maternal and child health. In the 1970s, programmes for goitre, diar
rhoeal diseases, nutrition and prevention of blindness were also started. 
(Mathema, 1987; Justice, 1986; Streefland, 1985). The sixth Five Year 
Health Plan ( 1980-85) established a country-wide system of village 
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health workers at Panchayat level for the provision of minimal services. 
Training programmes for community health leaders and traditional 
birth attendants (TBAs) at ward level were also set up. The need for 
coordination of all these programmes soon became apparent, and in 
1973 the concept of "integrated health services" was implemented in two 
pilot districts, one of them Kaski district. In 1987, a public health division 
covering the individual vertical projects was created within the Ministry 
of Health. At the same time, the role of the regional directorates was 
strengthened. Curative care was to be provided by regional, zone and 
district hospitals, as well as in the health posts, with preventive care being 
provided by district public health offices, health posts and village health 
workers at Panchayat level. Community health volunteers with limited 
training (community health leaders and TBAs) complemented the activ
ities of health services at the ward level. 

In 1990 the vertical projects were converted into divisions of the 
Ministry of Health. The Government declared a new health policy in 
October 1991 to counteract the weaknesses of the previous health system 
(Ministry of Health, 1991). The primary objectives of the policy were to 
improve the health of the majority of the rural population by extending 
basic primary health services to the village level and by making modern 
medical facilities accessible to rural people. 

The Ministry of Health was restructured once again in july 1993. The 
Department of Health Services, which had combined several technical 
divisions and had been dissolved in 1986, was re-established in order 
to increase administrative efficiency by integrating activities related to 
training, health education, data collection, logistics and supplies which 
had previously been duplicated in different divisions. The new structure 
reduced the number of personnel at the central level. The Ministry of 
Health assists the regional directorates with the tasks assigned to them 
and with allocation of human resources. 

At district level there had existed a lack of coordination between the 
hospitals providing curatiw services and the district public health 
offices, responsible for health protection and promotion. A single 
agency, the district health office, now provides all services under one 
leadership. The establishment of one Sub-Health Post (SHP) for each 
village development committee, one primary health centre in each elec
toral constituency and one district-level hospital in each district is part of 
the new policy. which also stresses the principles of community participa
tion, public-private and intersectoral coordination, resource mobiliza
tion for cost-recovery, regionalization and decentralization. 

The health sector targets to be achieved h) the year 2000 are the 
following (Ministry of Health, 1991): 

• intmt mortality to be reduced to 50 per thousand fi·om the current 
level of 101 per thousand 
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• mortality among children under five years of age to be reduced to 70 
per thousand from the current level of 197 per thousand 

• total fertility rate to be reduced to 4 from the present 5.5 
• maternal mortality to be reduced to 400 per hundred thousand from 

the present 850 per hundred thousand 
• average life expectancy at birth to be raised to 65 years from the 

present 54 years. 

The eighth Five Year Health Plan was due to start injuly 1990. However, 
owing to the political changes in the country, implementation of the 
plan was postponed until july 1992 (1992-97). The main programmes of 
the National Health Policy executed during this period are described 
below. 

Primary health care infrastructure 

By the end of 1993, 700 SHPs had been set up, so that there is now one 
health institution (hospital, primary health centre, health post or SHP) 
for each village development committee. In total, 3199 SHPs were 
planned as the basic level of health services. Each SHP is staffed by three 
health workers who are intended to provide the following services: 
immunization, malaria surveillance, leprosy and tuberculosis control, 
family planning, MCH and nutrition, rehabilitation, hygiene and en
vironmental sanitation. Health posts carry out the same tasks, as well 
as evaluating and monitoring the activities of the SHPs. In order to 
establish one primary health centre in each of 205 electoral constituen
cies, a total of 20 centres were set up in 1992 alone by upgrading existing 
health posts. 

Essential drugs 

In the delivery of minimum basic health services, one of the major 
constraints is the shortage of essential drugs in all health institutions, but 
most particularly at the health post level, which provides basic health 
services. The annual consignment of drug supplies for government 
health institutions usually lasts only 3-5 months, and there is no 
provision made for reordering until the next year's supply is due. The 
patient's only alternative is to buy prescribed drugs in the few private 
shops located in town centres, often more than one day's walk away from 
the village. The various drug schemes, mainly operated by NGOs, are 
attempts to solve the problem of drug shortages through a system of user 
charges and revolving drug funds, together with the promotion of in
creased involvement and participation of the community in the manage
ment of their health posts. The United Mission to Nepal has launched 
a prepayment (insurance) scheme at six health posts in Lalitpur district 
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since 1978. The British Nepal Medical Trust has launched two different 
cost-sharing schemes in a few districts of eastern Nepal. The Integrated 
Hill Development Project has launched a prescription-fee scheme in 
five health posts in Dolakha district and in one health post in 
Sindhupalchowk district. A similar scheme has been launched in seven 
health posts in Surkhet district by the Health Development Project, and 
in a number of health posts in Terhathum district by the Netherlands 
Leprosy Relief Project. The schemes mentioned here were launched 
jointly by the NCO concerned and the government. 

Female community health volunteers 

Studies have shown a great potential for effective woman-to-woman 
service delivery at grassroots level. Female community health volunteers 
are trained in priority health services, and can act as a realistic, practical 
link between community members and formal health services. As moth
ers, sisters, wives and friends, these women have a great potential to 
become effective motivators, educators and communicators who can 
encourage behavioural changes related to health and family planning 
(HMG/UNICEF, 1992). In the period 1988-92, such a programme was 
extended to 58 districts and aims eventually to cover all 75 districts. The 
volunteers, equipped with a kitbox, visit every house in their ward. The 
responsibility for replenishing the kitbox supplies lies with the volun
teers themselves and the local community. They prmide primary health 
care information and are involved in building up women's participation 
in development. The programme is an extension of the existing commu
nity health leader programme, and represents a new approach to health 
service delivery at ward and household level. 

In 1992, the female community health volunteer programme was 
revised for a second time. Mothers' groups are now formed on the basis 
of topography and population, and volunteers are selected by the moth
ers' group and not on a ward basis. In general, one volunteer is ap
pointed per 400 population in the Terai area, one per 250 population in 
the hill area and one per 150 population in the mountain area. On this 
basis, a total of 73 000 volunteers will be required, of whom more than 
28000 had been trained by 1992. 

Traditional birth attendants 

The female community health volunteer programme complements the 
existing TBA training scheme, started in 1984. TBAs are found in 
most Nepalese societies. They are part of the community, culture and 
traditions and influence local health practices. This programme has 
now expanded to 38 districts and trained almost 10000 TBAs, with 
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Table 4. Government health expenditure, 1988-93 

Description 1988/89 1989/90 1990/91 1991/92 1992/93 

Budgeted expenditure (NRs) 1087 ?Om 933 50 m 884 90m 1023 30m 121470m 

Actual expenditure 867 30m 690 40m 660 60 m 900.80 m 
Regular(%) 29 90 43 00% 4440% 41 20% 
Development (%) 71.10% 57 00% 55 60% 58 80% 

Per cap1ta expenditure (NRs) 47 00 36 00 41.40 51 70 

Total health expenditure as 4 82 3 51 3 27 3 84 
percentage of total government 
expenditure 

Exchange rates for US$ 1 00 25.2 NRs 28 6 NRs 30 4 NRs 42.7 NRs 43.0 NRs 

m = m1llion 
N Rs = Nepalese rupees 
(Source Ministry of Health, unpublished data) 

programme design, training materials and TBA kitboxes adapted to the 
unique conditions of Nepal (Knauff eta!., 1992). Ninety percent of 
births in Nepal occur at home with some kind of assistance, but less than 
10% of births are attended by trained midwives. The TBA training target 
has therefore been increased to one TBA per 1000 population. 

Table 4 shows the trend of government health expenditure in NRs 
and its share of the national budget from the financial year 1988/89 to 
1992/93. The table shows that the budgeted expenditure and actual 
expenditure both dropped continuously in 1989/90 and 1990/91. Bud
geted expenditure rose again in 1991/92, but to a level lower than in 
1988/89. In United States dollar equivalents, the budgeted per capita 
health expenditure fell from US$ 1.9 in 1988/89 to US$ 1.2 in 1991/92. 

Villagers' perspectives on health differ from the preconceived as
sumptions of PHC planners. The people's traditional medical concepts 
and therapies have mostly been ignored by national planners and inter
national consultants, who see the indigenous culture as a potential 
obstacle to the goals of the modern programme. However, the villagers 
have long been in contact with both traditional and modem medicine, 
a contact which never seems to have been really antagonistic (Justice, 
1986; Stone, 1986; Streefland, 1985). 

Kaski district 

District health system - structure and services 

Kaski district lies in the hills of the western region. Like Nepal in 
general, much of the district is inaccessible to motor vehicles and most 
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travel is undertaken on foot. Kaski district was a pilot district for inte
grated health services and had longstanding experience in providing 
integrated services. In 19R7 in Kaski district there were 14 health 
posts, nine of which were service-centre health posts and the other 
five of secondary importance. In three of these secondary health 
posts, the community health leader programme had not yet been 
implemented. 

In 1990. Kaski district had a population of 293 000 living in 4 7 village 
development committees and one municipality. The population was 
sen'ed by one regional hospital, 14 health posts, 11 SHPs and four 
Ayurvedic health centres. The district continued to be a pioneer district 
for the primary health care programme in Nepal. The coverage of 
immunization and of other services as well as the contraceptive usage 
rate were better than other districts of the kingdom. The total and 
female literacy rates in Kaski district were significantly higher than the 
national average ( 44% for women and 71% for men, compared with 
25% and 54% respectively for the country as a whole). 

Before 1990, the District Public Health Office played the central role 
in the provision of integrated primary health care, since it was at district 
level that the objectives of the various health programmes, e.g. MCH or 
the Expanded Programme on Immunization (EPI), were translated into 
activities. The three most important aspects of the District Public Health 
Office's functions were, therefore: 

• administration of budget and human resources 
• planning, monitoring and evaluation of district health service 

activities 
• supervision of health-post-level activities and activities of peripheral 

health staff. 

The Kaski District Public Health Office and its 14 health posts covered 
51 village Panchayats with a total of 212 000 inhabitants in 1986. In 1985, 
it was responsible for 210 government employees, a regular budget of 
NRs 1.8 million (US$ 87000) and a development budget of NRs 1 
million (US$ 48 000). Owing to the late release of the budget, only 81% 
of the drugs budget for 1985/86 could be spent. The situation with 
regard to the development budget was worse: in total only 68% of the 
released budget was spent. Under Nepal's decentralization policy, from 
1985 all planning activities should have been carried out at district and 
Panchayat level. The planning process should. therefore have started at 
ward and Panchayat levels and been consolidated at district level. How
ever, it was apparent that the elected representatives at ward, Panchayat 
and district level did not have a clear idea of their responsibilities and 
decision-making powers. Equally, on the side of the health services, the 
service centre health posts were not yet functional. Hence, planning 
below the district level was nonexistent. 
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The role and function of the district public health office had not 
changed very much since the restructuring of the health system de
scribed above, as Kaski district does not have its own district hospital, but 
is served by the regional hospital located in the district capital, Pokhara. 
In contrast to the situation at the national level, the regular budget for 
Kaski district was used well. Only the funds allocated to the female 
volunteer scheme and financed from the development budget did not 
reach planned targets. 

The monitoring of activities in Kaski district was and still is perfectly 
structured. The data required to measure the achievement of targets 
were well recorded and easily available at the District Public Health 
Office and health post level, not only in registers but also in large 
flipchart tables and multicoloured wall diagrams. Qualitative aspects, 
however, were neglected: for instance, the total number of latrines ever 
built was well documented for every ward, but nobody knew how many 
of them were still functional or used. The monitoring system had been 
centrally developed, and the plethora of different recording and super
vision forms used for different purposes placed a heavy administrative 
burden on the health services. 

In 1987, the health post was the basic unit of PHC in the integrated 
districts, providing two kinds of outreach services: 

• the village health worker service, organized on a village Panchayat 
basis 

• mobile outreach clinics for MCH with centrally located meeting 
points, servicing 2-4 wards. 

The typical staffing pattern of an integrated health post consisted of at 
least eight persons: one health assistant at the top, two auxiliary health 
workers, two assistant nurse midwives, one village health worker, two 
aides without training, plus an additional number of village health 
workers (see below), according to the number of home visiting areas or 
village Panchayats served. Each staff member was responsible for certain 
programmes or activities, e.g. immunization, malaria, supervision of 
community health leaders or outpatient curative care. From 10 a.m. to 
2 p.m. the staff received patients. The remaining three working hours 
were reserved for administrative tasks. There was no maternity service 
or regular duty for emergencies. Every staff member had received 4-12 
weeks of orientation training in the regional training centre, when first 
posted to an integrated district, to supplement his/her professional 
training. But the role expectations of the staff were clearly not 
community-oriented. Staff were mainly tied to the health post, perform
ing a small amount of curative work and recording a large amount of 
data collected. 

The supervision of community health leaders and TBAs depended 
largely on the individual qualities of the respective supervisors. In one 
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health post area, the officer in charge and the auxiliary health worker, as 
well as the village health workers were supposed to pay regular supervi
sory visits to the community health leaders, whereas in other areas 
supervision by health post staff was nonexistent and supervision by vil
lage health workers was restricted to filling in the reporting forms. The 
health post staff did not offer any guidance to community representa
tives about the latter's supposed role in the health system. This was partly 
due to the fact that most of the health professionals were not fully 
integrated into the community. whose members they commonly charac
terized as being "ignorant" and "uneducated". 

The health post, as the basic PHC unit, also offered curative services 
to the local population. But the range of services performed was 
limited. Health post staff still clearly needed considerable guidance 
about the value of essential drugs and standard treatment regimens 
in order to improve their prescribing practices. Sometimes existing 
relationships with local medical stores influenced prescribing practices. 
On the whole, it appeared that health posts often did not provide 
better help to patients than the community health leaders: emergency 
cases were referred to the hospital and, owing to a lack of drugs. 
patients were referred to nearby medical stores with prescriptions. 
No wonder, then, that many patients did not bother to visit the health 
post at all. 

The village health worker was the essential link between the health 
services and the community. Often the worker lived away from the 
health post, in the village Panchayat which he/she served. He/she was 
employed by the health service, but as a mobile health worker rather 
than in a health centre. The village health worker normally received 
three months' training and his/her tasks included: 

• monthly visits to every house in his/her home visiting area, which was 
basically the village Panchayat 

• motivation for family planning and provision of the necessary devices 
• immunizing infants, with the help of the community health leader 
• nutritional sunreillance 
• supervisiOn of and collection of data from community health 

leaders. 

The village health worker was not supposed to give any sort of curative 
treatment, but only to refer patients to the health post. Once a month, 
the workers came to the health post for a three-clay reporting session. In 
contrast to the health post staff, the village health worker was extremely 
overworked. The home visiting alone required 30 houses to be visited 
daily, a target that even a very efficient worker could never meet. Be
cause they had to mark the dates of their visits on the walls of the houses, 
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the village health worker was generally referred to as "vitta korne" ("the 
one who scratches the wall"). The workers were not trained to supervise 
community volunteers, nor did they have any training in problem
solving. On the whole, however, the village health workers we encoun
tered in the field seemed to be very active and well motivated and 
integrated into the community they served, but unable to perform all the 
tasks the system had allotted to them. Surprisingly, each health post was 
provided with an additional village health worker as an auxiliary staff 
member, though their training did not prepare them for this kind of 
duty and the available human resources could have been better used for 
community activities than in supplementing the staff in the already 
overstaffed health posts. 

The community system of health in Kaski district in 1987 

The district was composed of town and village Panchayats which nor
mally had nine wards each. The ward chairmen were directly elected, as 
were the Panchayat members. From among the latter, representatives 
were delegated to the district Panchayat. Early in 1987, elections were 
held for ward and Panchayat representatives and a considerable number 
of new, often very young, functionaries took office. As there were no 
political parties as permanent institutions in Nepal, continuity and the 
flow of information were often hampered by changes in political func
tions and the election of new officers. Thus, there was not usually any 
institutional continuity. 

Health committees 

At every administrative level there was usually a health committee (e.g. 
ward health committee, Panchayat health committee, health post com
mittee). At district level, there was the District Health and Population 
Committee, whose chairman was the president of the district Panchayat 
and whose secretary was the health inspector - the most senior district 
health professional. This committee had to approve the annual district 
health plan presented by the health inspector. At health post level, 
health post committees had been set up in all areas from 1985. These 
committees had established a fee structure for the health posts in order 
to raise additional funds to improve drug supplies. Because of changes 
in the membership and composition of the health committees after local 
elections a few months before the study in 1987, the health committees 
at Panchayat level were not functional, and the ward health committees 
had also been affected by the election of new ward chairmen. The 
activities of the health committees had been very limited, and those 
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activities which were carried out were usually due to the efforts of a 
community health leader. In 1985/86 the ward health committees met 
on average 1.3 times, compared with 1.5 times in 1984/85. 

Community health volunteers 

The community health leader scheme started in Kaski district in 1981/ 
82. In 1987, every ward in 47 Panchayats had a trained community health 
leader. The dropout rates were 10.8%, 7.2% and 15.5% respectively for 
the years 1984 to 1986. Forty-five of the 60 dropouts of 1986 were 
replaced. The main objectives of the scheme were summarized in the 
Kaski District Public Health Office's annual report 1984/85 as follows: 

• to support health improvement activities undertaken independently 
by community members 

• to promote active people's participation in existing health services 
provided by health posts and other institutions. 

In the early stages of the programme, no clear guidance had been given 
to communities about how to select the volunteers, nor had any ward 
health committees been set up. The current policy at the time of the 
study was to hold a motivation seminar in the community and 
set up a ward health committee before the community health leader 
was elected. However, according to the community health leader super
visor, of the already existing 350 ward health committees only 25 were 
working very well. Success was dependent on the presence of an active 
individual, either a community representative or a community health 
leader. 

Community health leaders received a total of 24 days' initial training 
followed by short refresher seminars at the health post every year. The 
content was largely disease prevention and health promotion, but also 
included some first aid. On completion of training, the leader received 
a UNICEF starter kit containing basic first aid equipment and three 
drugs: aspirin, ginger-iodine and gentian violet. The ward health com
mittee was responsible for replenishing the supplies used. Mter re
fresher training the community health leader was supposed to handle 
another five drugs, but none of those interviewed had ever received 
them. In two health post areas a total of 99 community health leaders 
had received additional training in the preparation and administration 
of Ayurvedic drugs as a substitute for allopathic medicines. Furthermore, 
every leader had received a manual during training. 

In 1985/86 community health leaders' activities included nutrition 
demonstrations, motivational meetings for family planning, first aid 
treatment, latrine building, campaigns to clean up water sources, and 
referrals to health posts. 
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An elementary drug scheme was introduced in 27 out of 47 
Panchayats in order to support minor treatment carried out by commu
nity health leaders. Three-quarters of the cost of the scheme was borne 
by the Panchayats and one-quarter by the District Public Health Office. 
The community health leaders were also supposed to motivate villagers 
to bring their children to immunization clinics. This activity was taken 
very seriously and the targets were always surpassed. Yet on the whole it 
appeared that the workload of the community health leaders was quite 
small. About half of them were described by the health staff as "useless 
and inactive", the other half as either "most active" (25%) or "more or 
less active" (25%). 

Urban community health volunteers 

In urban areas, there was no mechanism for extending coverage to the 
entire population. In spite of better facilities and higher literacy 
rates, the utilization of basic health sen•ices in the Pokhara urban area of 
Kaski district was much lower than in the countryside. The Pokhara 
municipal authority, together with International Nepal Fellowship (a 
missionary NGO) and the Kaski District Public Health Office, met in 
December 1987 and developed an urban community health volunteer 
programme (Chaulagai, 1993). One male and one female urban com
munity health volunteer were selected by the people of each ward to 
serve the 67 521-person population of the 18 wards of Pokhara. These 
volunteers were trained by the District Public Health Office, which also 
supervised them along with the municipality and International Nepal 
Fellowship. 

Traditional birth attendants 

TBAs had always been available in the community, but they had not been 
considered as a locally available, mobile source of maternity services. 
The TBA was supposed to give basic antenatal, perinatal and postnatal 
care to local women. The TBA training programme was launched be
cause there were practically no formal maternity services in rural areas. 
However, not every community had a woman who assisted with child
birth and often only young women were recruited. TBAs received a basic 
three-week training in hygiene, family planning methods, delivery 
practices and screening for high-risk pregnancies at the health post. 
Four-day refresher training was also scheduled every year. In Kaski dis
trict by 1985, 257 TBAs from 226 wards in 545 village Panchayats had 
been trained. By the end of 1986/87, a total of 402 TBAs had been 
retrained. Kaski district was the only district in the country where TBAs 
were selected at ward level. The services rendered by the trained TBAs 
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were excellent. Most of them were attending monthly outreach MCH 
clinics run by assistant nurse midwives. 

In the judgement of supervising staff, it appeared that TBAs were, on 
the whole, less dynamic than the community health leaders. Their aver
age performance in 1985/86 was 5.26 antenatal visits, 2.55 deliveries, 
2.41 postnatal visits and 1.31 referrals. This low level of activity clearly 
indicated that the training they had received did not remain current, 
since acquired knowledge and skills are bound to be lost if they are used 
so infrequently. Furthermore, the expected number of births per ward 
was calculated at only 10.75 per annum. As only 226 (62%) of the wards 
had TBAs, a total number of 2430 births was expected to occur, and the 
656 deliveries performed equalled only 27% coverage in the wards with 
TBAs. 

Drug schemes 

Kaski district initiated a scheme in 1984 with \\'HO support to supple
ment the provision of essential drugs at the health post level (Chaulagai, 
1995). Seven health posts received grants of NRs 20000 or NRs 50000, 
(equivalent to US$ 1200 and 3000) blocked in a bank account at a fixed 
rate of interest. Drugs received by annual government shipments, gener
ally assumed to last no longer than six months, were dispensed free of 
charge to the patients. A nominal registration fee of NRs 1 per patient 
was the main source of income in the health posts. This income, to
gether with the interest from the grant, was intended for the purchase of 
additional drugs at a regional retail centre. 

Attitudes towards community participation 

For the purposes of this study, four out of the nine service-centre health 
posts were selected, three of the most distant ones and one near the 
district capital. In the area served bv each health post, the officer in 
charge and his/her staff were interviewed. As manv village health work
ers and health committee representatives as possible were also inter
viewed. Neither health professionals nor community members had a 
clear understanding of community participation (Bichmann et a!., 
1989). Those who did have some notion generally saw it merely as an 
instrument to facilitate the top-down implementation of programmes 
planned and decided upon by health professionals. 

Health professionals' understanding of community participation 

Most of the professional informants did not have a clear understanding 
of community participation. Of the 16 health professionals interTiewed, 
onlv 11 (69%) produced an answer to the question. In three interviews 

64 



KASKI DISTRICT HEALTH SERVICES, NEPAL 

with village health workers and two with assistants from the District 
Public Health Office, no understanding of the question could be 
achieved at all. Five answers either ga,·e general statements on the 
importance of community participation, or talked about its opera
tionalization. The following are examples of the comments made: 

• "Community participation is necessary to prewnt communicable dis
eases through sanitation and the control of environmental hazards, 
to promote health and to increase life-expectancy" 

• "Communitv participation means to make maximum use of the 
programmes the health post is taking to the villages" 

• "Community participation means that the community should be 
motivated to think that the health programmes are for them" 

• "To improve community participation, orientation training should 
be given to the ward health committees" 

• "In Nepal, community participation in health is realized through the 
communitv health leader scheme. Health setTices should facilitate 
community participation by giving technical assistance to the 
villages" 

• "CommunitY participation in health is unsuccessfuL People are not 
interested in attending meetings several times". 

On the whole, the concept of community participation shared by the 
health staff was that it was a good mean~ of getting communities to 
contribute to public tasks (e.g. construction activities, fundraising. vol
untary labour) defined by health professionab. A second meaning, re
lated to invoh·ing the people in discmsion and decision-ma1.ing as well as 
control. was neither promoted by health personnel, nor felt to be useful 
for the performance of the health svstem. 

Community key informants' notion of community participation 

Of the 41 inten·iews with community representatives and commtmitv 
health leaders, 33 (80%) gave a more or less clear definition of commu
nity participation. Of these, 21 (64%) chose the "contribution-to-tasks" 
interpretation. The remainder made this kind of statement: 

• 

• 

• 
• 

"Communitv participation needs an interested leader to be 
successful" 
"Community participation means introducing modern ideas through 
education and meetings" 
"Community participation requires ,·olunteers" 
"Community participation means contribution to and control of 
health services. But the people here are too poor to assume these 
responsibilities properly" 
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• "Community participation is what we do and what we did before the 
existence of the health post" 

• "Community participation means home visits and tell the people 
what they need" 

• "Community participation means that everything should start from 
the bottom. But in reality everything starts from the top. In order to 
change this, the Panchayats should be actively involved in mobilizing 
people for health". 

It was apparent that preconceptions about "ignorance" and '"education" 
dominated the understanding even of those respondents who did not 
adhere to the narrow understanding of community participation as 
being a means of implementing programmes decided upon by profes
sionals. There was a feeling that the community lacked information, and 
there was a demand for orientation seminars and discussion. Interest
ingly, one interviewee argued that the economic deprivation of the 
majority of the people did not give them any opportunity to participate 
fully. Another very pertinent idea was to involve the Panchayats, as the 
community representative bodies, in the motivation and orientation 
work which health workers had done up to now. 

Each interview ended with an invitation to make suggestions for 
the improvement of existing health services or health conditions 
(Eichmann, 1987). The top suggestions, in the order of citation, were: 

• Give more refresher training in new subjects to community health 
leaders. 

• Create dispensaries in remote places. 
• Supply government-funded drugs to community health leaders. 
• Hold health education meetings with community members and ori-

entation seminars with ward health committee members. 
• Provide more frequent and better supervision. 
• Supply building materials for latrine constuction. 
• Supply educational materials to community health leaders. 

Not surprisingly, the concern for better access to curative care was 
reflected in the unanimous call by community representatives for a 
dispensary at Panchayat or even ward level, as the health post is often 
difficult for sick people to reach. It was, however, surprising that more 
and better refresher training and supervision, provision of educational 
materials, and orientation seminars for community members were also 
given prominence. 

These suggestions clearly show the respondents' concern about im
proving health: the common perception that communities are not will
ing to be involved, but only wait for government assistance, should, 
therefore, be cited with great caution. Respondents felt strongly that 
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people in remote areas were neglected and did not benefit from govern
ment activities. 

This is the reason for the repeated request for community health 
leaders to be supplied with government-funded drugs and the reluc
tance to raise funds for this purpose at local level. This feeling is best 
reflected in the following quotation from a Pradhan Pancha (elected 
Panchayat leader): 

"Up to now, everything that has been done in this Panchayat was 
done by community participation. For instance the high school; only the 
plans were given from the government, but we now want to get some
thing from the government!" 

Assessment of community participation in Kaski district in 1987 

We used a published framework (Rifkin et a!., 1988) in order to assess 
the extent of community participation in four health post areas. Rifkin's 
suggested indicators of the community participation process are: 

• 
• 
• 
• 
• 

needs assessment 
leadership 
organization 
resource mobilization 
management 

(For further information, see Chapter 6, "CIH: developing a method
ology".) 

Each interview conducted with community health leaders, ward 
chairmen and health post committee members was assessed in terms of 
the above five indicators. 

The overall conclusion was that community participation was not yet 
well developed in Kaski district in 1987. In qualitative terms the partici
pation was limited rather than broad. The influence of the community 
on the district health system was still quite low, with only resource 
mobilization and organization appearing to have had any impact. The 
reasons for this low degree of community participation can perhaps be 
explained by the following factors: 

• 

• 

• 

social structure: the domination of rural Nepal by an economic and 
social hierarchy and caste system which discouraged participation 
rural people's suspicions of initiatives characterizing them as a source 
of untapped resources 
suppression of community initiatives: the rigidity of the Nepalese 
health service, which does not allow community initiatives to deviate 
from the fixed plan 
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• attitudes of superiority shown by professional health staff to illiterate 
rural people 

• disenchantment of rural people with earlier efforts to involve them, 
e.g. community development 

• lack of orientation, sensitization and training, both in rural people's 
knowledge of the health system and in health professionals' skills and 
understanding of the participatory process. 

Community participation, measured according to the fiw process indi
cators listed above, existed in Kaski district only to a very limited extent. 
In the health post areas visited during the study, health committees 
existed at health post and ward level, but not at Panchayat level. The 
ward health committees were also mostlv not active. The health post 
committees, on the other hand, were clearly led and guided bv health 
professionals. Community participation was perceived by both profes
sionals and community members as a means of mobilizing community 
resources for public tasks. The notion of participation or even control 
of planning, implementation and evaluation of the health system was 
unfamiliar to nearly all the key informants. Health activities were seen as 
the responsibility of the health services alone. 

Evolution of CIH in Kaski district, 1987-93 

Health committees 

In 1993, health committees were still the main vehicle for the stimula
tion of community participation in health. Whereas it is estimated that 
health post committees existed in only 50% of health posts countrywide, 
in Kaski district there had been committees in all health posts for the last 
20 years and thev had been very active since 19HO. One of the main 
functions of the committees is to mobilize local resources to support the 
activities of the health post. Thus, in Kaski district they were responsible 
for the acquisition of land for the health post, construction and mainte
nance of the building, levving user charges for services, and monitoring 
the post's activities. Furthermore, in Kaski di~trict the committee had 
been involved in preparing the plan of activities to be conducted in the 
health post area. 

The composition of health post committees varies considerably, but 
in general, the chairman of the Village Development Committee in the 
village in which the health post is located became the ex-officio chair
man of the committee and the officer in charge of the health post i~ the 
secretary. Teachers, social workers, women's representatives and chair
men of other village development committees in the catchment area 
were abo on the committee. For the five health post committee~ visited 
during the studv update, the number of meetings had dropped from an 
average of five meetings per year in l9R8 to two per \ear in 1993. Of 221 
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female community health volunteers trained in 1988, only 30 ( 14%) had 
dropped out by 1993, and 41 are considered to be still very active. 

Drug scheme 

The scheme (seep. 64) contributed significantly to the total budget for 
drugs at the health posts. The scheme was actually fully implemented 
only in 1987/88. The money raised through the scheme from 1987/88 
onwards equals the budget for drugs supplied to the health posts by the 
government. It was estimated that the quantity of drugs required if the 
health posts were to provide essential drugs throughout the year was 2-
3 times the amount provided by the government. Although the money 
raised by the health posts equals the drugs budget provided by the 
government, expenditure on drugs remained very low (see Table 5). At 
the end of 1992, the average balance in the health post accounts had 
increased to around NRs 70000, ranging between NRs 50000 and NRs 
140000, (equivalent to US$ 1600, and 1150-3250) whereas the annual 
amount spent on drugs was only around NRs 3000 per health post. 

There was a lack of clear understanding of the objecti\'es of the 
scheme among health post staff and District Public Health Office super
visors. There were no written guidelines about the management of the 
scheme, and health post staff did not ha\'e the knowledge or skills 
required to manage essential drug supplies efficiently and effectively. 
The role of the community in managing the scheme was completely 
unclear. 

In 1992, Shishuwa health post had taken a step towards further 

Table 5. Income and expenditure trend of essential drug scheme in five 
health posts in Kaski district 

Health post Income/ 1988/89 1989/90 1990/91 1991/92 1992/93 
expenditure (NRs) 

Bhedaban Income 10141 10309 13187 9386 16 850 
Expenditure 2776 675 1186 722 1 708 

Batulechaur Income 18709 25946 27 733 28588 29971 
Expend 1tu re 3471 19696 4 206 11 549 10775 

Knst1 Income 14195 16124 12472 18800 14072 
Expenditure 19977 931 335 5000 

Naudanda Income 14272 14382 17031 16049 17154 
Expenditure 14411 1648 1 631 5 726 6694 

Sh1shuwa Income 21388 18494 23212 19119 36208 
Expenditure 840 7183 4463 27761 33011 

Exchange rates for 25.2 NRs 28 6 NRs 30 4 NRs 42 7NRs 43 2 NRs 
US$ 1 00 

(Source D1stnct Public Health Off1ce. Kask1. unpublished data) 
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self-reliance by introducing a partial cost-recowry system in which drugs 
were sold at a subsidized rate in order to guarantee permanent availabil
ity of drugs throughout the year. The number of patients attending the 
health posts decreased significantly when the fee was introduced and 
decreased further as the fee increased. However, the 10% quota aYail
able for free treatment of patients who were unable to pay had never 
been fully used. Prior to the initiation of the partial cost-recovery scheme 
in Shishuwa health post, the amount of drugs prescribed for each pa
tient was estimated at an average of NRs 15 (US$ 0.35) ranging from 
NRs 1 to NRs 200 (US$ 0.02-4.58) depending on the type and severity of 
the case. Drugs distributed from the health post free of charge ranged 
from NRs 1 to NRs 100, i.e. about 35% of all drugs prescribed. The 
remaining 65% of prescribed drugs came from local merchants. How
ever, the latter sometimes charged as much as three times the original 
price. Moreover, the merchants often sold drugs that were near their 
expiry date, or even counterfeit drugs. 

Ways of dealing with this problem were discussed in a health post 
committee meeting. The committee decided to start selling all required 
essential drugs from the health post at a subsidized rate. The drugs 
supplied bv the government were used to subsidize the cost. The scheme 
was certainly not aimed at full recovery of health service costs. It 
would cover only the cost of drugs needed but not proYided by the 
government. Overhead costs still had to be covered by the government 
budget. 

Community health volunteers 

The launch of the female community health volunteer programme in 
1988 entailed a radical reorganization of the successful community 
health leader scheme. A new female volunteer had to be selected for 
each ward, sometimes by the mothers' group and sometimes by the 
village health worker. The old community health leaders were replaced 
by new female volunteers, and many active community health leaders 
were abandoned by the health administration, together with the basic 
drug supply scheme. Nevertheless, the drug scheme is still in operation 
in some village development committees. 

An evaluation study conducted in January 1991 on the urban com
munity health volunteer programme, which had then been in operation 
for two years, showed a high rate of utilization of services (Chaulagai 
1993). However, the supervision and monitoring component of the 
programme was weak from the start, and these volunteers were 
gradually forgotten as the leadership in the District Public Health Office 
changed. 

In 1993, in spite of the absence of any incentives, many of these 
urban community health volunteers were still attending monthly out-
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reach clinics in their respective wards. The municipal authority, commu
nity members and district health office personnel have realized the need 
to develop a system to provide the volunteers with refresher training. 
The municipality therefore took the decision to create a unit to look 
after urban health-related matters, including the volunteer programme. 
However, the agencies im·olved in the financing of the programme have 
withdrawn their funding, and the municipality is now trying to manage 
the programme alone. 

Traditional birth attendants 

Given the cultural difficulties in accepting maternity services in the rural 
areas of Nepal, the TBAs trained seem to achieve a fair coverage of more 
than one-quarter of pregnancies, although this level of coverage was 
not high enough to be acceptable for safe motherhood. It appeared, 
however, that their area of action, the ward, was too small for them to 
maintain the skills they had acquired during their training. Since 1987, 
TBAs have not received any formal refresher training and are not super
vised by an assistant nurse midwife. They are practising without any 
formal link with the public health system. Those TBAs who have been 
"cross-trained" to become female community health volunteers have 
been found to be very active and popular in their communities. 

Lessons learned: CIH in Kaski district 

Mobilization of community resources is difficult when most of the 
population live under very difficult conditions, and particularly if their 
level of awareness about health is low. Therefore, a uniform programme 
for the whole country can never be effective. Health programmes de
signed to mobilize community resources should be based entirely on the 
local situation. 

Policy 

The integration of the District Public Health Office and the district 
hospital has brought both institutions under the leadership of a district 
health officer, who consequently has little time to devote to public 
health activities. At the time of the revisit this officer had not assumed 
responsibility for public health activities, nor had he delegated authority 
to the District Public Health Office. He was in complete control of 
resources. 

All district midwifery posts attached to the public health office and 
one of the two posts attached to health posts have been cut in the health 
sector reorganization, which has resulted in poor supervision of MCH 
activities and a reduction in the number of outreach clinics. 
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Drug schemes 

The essential drugs supplied by the government \\Tre insufficient to 
fulfil all the requirements at the health post. Thl' '>tudy has shown 
that this unmet need can easily be overcome by community financing. 
Studies on other drug schemes in Nepal have shown th<lt drug schemes 
increase attendance by patients, although this was not the case in Kaski 
district. The evidence collected in these studies is sufficient to justifY the 
adoption of essential drug schemes as a national programme. 

Registration-fee, prescription-fee and drug sales schemes can all solve 
the problem. However, if the health post staff do not have the skills to 
run a scheme and a management support system has not been estab
lished, a simple registration-fee system is easy to operate and may solve 
the problem of drug shortage to some extent. A~ any scheme is subject 
to mismanagement, detailed guidelines describing the running of the 
scheme and standard drug treatment schedules must be developed in 
order to minimize errors. 

Community health volunteers 

Although, in theory, the mothers' group is a sound component of the 
female community health volunteer programme, it was not yet operating 
correctly. Volunteers were selected mostly by village health workers, and 
even when selected by mothers' groups, their meetings were not prop
erly conducted. The frequency of mothers' group meetings was reported 
to have decreased over time. 

It was not possible to make any reliable estimate of the number of 
female community health volunteers actually working at any one time. 
However, once a woman is trained as a volunteer, even if she drops out 
she will still be contributing a lot to her family and the community and 
this may bring about remarkable change. Therefore, dropout should be 
considered as a natural phenomenon, and vacancies created by drop
outs should be filled by training other volunteers. At first, volunteers 
worked without any incentives. Later, they were provided with a monthly 
allowance of NRs 100 (US$ 3.30) for a short period of time. Although 
this was a nominal amount, its subsequent withdrawal led to a decrease 
in volunteers' activities. 

The urban community health volunteer programme was welcomed 
by the urban population. However, there was no prospect of the munici
pality financing the implementation of the programme by itself. 

Traditional birth attendants 

The unavailability of supervision and monitoring is the greatest factor in 
the low activity level of TBAs. Without any refresher training, TBAs 
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trained a long time ago are likely to have forgotten the skills they once 
learned. It is unrealistic to expect TBAs to carry out deliveries without 
training and supervisory support from the health post. 

Conclusions 

In 1987, CIH was formally introduced into Nepal's health system, but it 
only existed to a very limited extent. The system was centrally oriented 
and vertical programmes still played a dominant role, contrary to the 
assertions of the written policy. A community health volunteer scheme 
existed, but community organization and resource mobilization at com
munity level were only just emerging in practice. Kaski district was one 
of the forerunners in the implementation of community health 
programmes and received special funds. Therefore, its situation not only 
in respect of CIH, but also in respect of health care provision and 
health status in general, was better than that of most of the rest of the 
country. 

In 1993, we saw a remarkably changed situation in Nepal. The health 
system had been reorganized and a new generation of health managers 
had taken over key roles in the public health system, which was begin
ning the decentralization process. Mter experiments with abandoning 
the "region" as a functional level in the health administration, it became 
evident that a technical and supervisory link between the districts and 
the central level was essential. The central level had to accept a signifi
cant reduction in staff, which may have led to difficulties in maintaining 
its role in policy guidance and coordination. At district level, the hospital 
and the District Public Health Office were integrated, and activities for 
strengthening the district health system were under way. The process 
of putting health sector reforms into practice, however, certainly takes 
time. 

As regards CIH, the predominant feature was the renewed emphasis 
on health committees in the strengthening of district health systems. 
They played a m~or role in managing health posts in close collaboration 
with the health workers, as well as in mobilizing additional financial 
resources, particularly where cost-sharing systems had been introduced. 
The programme to improve accessibility by creating a network of health 
subposts at village level relied ori active community participation in 
order to assure ownership and sustainability. The female community 
health volunteer programme had been introduced countrywide, based 
on active CIH through mothers' groups. 

The change from earlier volunteer schemes to the scheme in ex
istence around 1990, without taking into account community concerns 
and the pre-existing and well established community health leader struc
tures, was certainly not done in a tactful manner. However, the system is 
now well established. As is the case with volunteer programmes in other 
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countries, the issue of incentives for this type of work had not been 
solved in Nepal and the activities of the female community health volun
teers depended to a large extent on the motivation of the volunteers 
themselves. 

Kaski district benefits from its geographical position at the centre 
of the V\'estern Region and from its past performance and earlier 
programme inputs. However, its situation in 199~ was less privileged 
compared with other districts. Therefore it seems that the modest 
progress in CIH which we observed in this district could equally be 
expected in other parts of the country. From the experience in Kaski 
district, we conclude that there exists a clear relationship between 
decentralization and strengthening of district health svstem activities 
and an increase of community involvement in health development at 
the local level. 
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CHAPTER 4 

The Senegal experience 
Wolfgang Bichmand and lssakha Diallo2 

Background 

The field work for this study was initially undertaken in November 1989. 
Informal interviews were carried out with representatives of various 
ministries, donor organizations and health staff, as well as with commu
nity representatives and members of health committees. A study visit in 
1992 to Fatick district and a final data update in December 1993 through 
key informant interviews allowed us a view of changes and developments 
in the system over the previous four years. 

Sociopolitical background of Senegal 

The Republic of Senegal is the westernmost country of continental 
Mrica, covering an area of 197000km2

. The country is situated in the 
Sahel belt. Agriculture is of primary importance to the Senegalese 
economy and to the country's workforce. In external trade, however, 
agricultural products play a more minor role: livestock, fishing and 
mining are equally important. 

In the past centuries, Senegal's history has been influenced by differ
ent Islamic dynasties and by the Wolof kingdoms on the coast. Senegal's 
colonial history gates back to the 17th century, but it was only at the 
beginning of the 19th century that the French established their colonial 
rule. In recent years, economic problems were aggravated by border 
disputes and ethnic conflicts with Mauritania, a tense relationship with 
the Gambia after the dissolution of the Senegambia Confederation in 
1989 and by internal political conflicts in the southern part, the 
Casamance. 

Like most developing countries, especially in Mrica south of the 
Sahara, Senegal has been engaged in a hard struggle for socioeconomic 
development since the country gained its independence in 1960. Several 
administrative and political reforms have been adopted to facilitate and 
accelerate this process of development (Sy, 1988). One of the most 

1 Environment and Health Department, German Development Bank, Frankfurt, Germany. 
2 Health and Development Institute, Chetkh An to Diop University, Dakar, Senegal. 
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radical and decisive of these was the reform of territorial and local 
administration initiated in 1972 and implemented through 1984, 
which completely changed the structure and operation of public 
administration in the country. It was based on four fundamental 
principles: 

• Decentralization, with the introduction of administrative autonomy for 
the "rural communities" ( communautes rurales), which comprise sev
eral villages. The reform gave these local communities a distinct legal 
status, the power to manage their own budget and take legal action 
and their own organs of management with democratically elected 
members. 

• Deconcentration, involving greater delegation of decision-making pow
ers to the leaders, administrative and technical officers in the regions, 
departments and districts ( arrondis.1ements). 

• &gionalization of socioeconomic development plans, with the prepa
ration of local development plans for the rural communities and the 
creation of integrated regional development plans. 

• Involvement of commzmitie.1 in all socioeconomic development activities 
concerning them. Because of the severe economic crisis which hit 
the country, this principle was particularly emphasized because of 
its significance for resource mobilization. 

The rural community was set up as the basic community structure 
under administrative supen·ision by the government authority (Sous
Prifet). A locally elected council ( wnseil rural) represents these commu
nities. Their decentralization includes budgetary autonomy. The 
communities vote their own budgets, which depend on local tax income. 
However, preparation and execution of the local budgets remain the 
responsibility of the government, and critics say that the decentraliza
tion policy has essentially strengthened the power of the local govern
ment bureaucracy. Eight percent of the budgets of rural communities 
(and 9% of those of municipalities) were earmarked for health-related 
investments. These funds were not supposed to be used to finance 
recurrent costs, but in practice they were often used to replenish drug 
stocks. 

Representative bodies were also created at the higher administrative 
levels (see Table 6). Participation by communities and co-management 
(cogestion) were established features in several sectors. Rural develop
ment, village water supplies, agriculture, social affairs, health and educa
tion all developed their own structures of participation, and some 
community representatives were members of many committees. 

Decentralization in Senegal, therefore, has to be seen as a major 
achievement, which gave considerable administrative and financial au
tonomy to the periphery and favoured direct and indirect participation 
through the establishment of councils. Government supen•ision and 
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Table 6. Senegal: administrative and health system structure, 1989 

Terrilorial adminislralion Public heallh syslem 

Communily Slruclural enlily Slruclural enlily Communily parlicipalion 
represenlalion 

Parliament national Mrmstry of Public Natrona! Health Councrl + 
government Health Natrona! Unron of Health 

Promotion Associations 

Regronal councrl + 10 regrons 10 medrcal regrons regronal health councrl + 
regional development hospital promotron associations 
commrttee 

Departmental councrl + 30 departments 
departmental 47 health districts (health committee + health 
development promotron assocratrons) 
commrttee 

Munrcrpal councrl 37 mumcrpalrties 599 health posts health committee 
Drstrrct councrl + local 89 drstrrcts 
development 
commrttee 

Rural councrl 318 rural 1409 health huts health commrttee 
communrtres 

13 465 vrllages 

control were maintained through the power to approve, to annul or to 
alter the decisions of lower levels, within defined limits of competence. 
New rural policies encouraged greater responsibility for the community 
at the periphery and disengagement of the state. 

Senegal had to adopt a policy of structural adjustment in 1984 in 
order to rebalance its budget, with severe consequences for spending in 
the social sectors. The 50% devaluation of the CF A franc against the 
French franc in 1994 brought immense problems for the import of 
foreign products, such as medicinal drugs. The crisis generally aggra
vated an already adverse socioeconomic and health situation. 

Senegal's health sector 

Health policies and strategies 

Senegal endorsed the concept of PHC proclaimed at Alma-Ata in 1978. 
In 1979 the Ministry of Public Health and Social Action was reorganized, 
and in 1981 a country-wide health programming exercise was carried 
out. The seventh Plan for Economic and Social Development (1985-89) 
contained a chapter on health which clearly outlined PHC objectives. In 
1989, a health policy declaration was issued by the government (Ministry 
of Public Health and Social Action, 1989). 

The major conceptual inputs into Senegal's health policy came from 
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PHC project experiences. A rural health development project, funded 
by the United States Agency for International Development (USAID) 
from 1976 to 1988, had aimed at developing a community health worker 
(agent de sante communautaire) scheme relying on supervision by trained 
health staff, as well as community mobilization and participation and 
introducing a drug supply system for the community health workers 
(USAID/Ministry of Public Health and Social Action, 1986). Another 
experience was an urban health project in Pikine, an important settle
ment area near the capital, Dakar, funded by Belgian cooperation from 
1977 (Diop et al., 1993). This project concentrated on the provision of 
professional care, through the construction of health centres and health 
posts in a seriously underserved area, and the training of community
financed health staff. The project promoted financial participation by 
the population in order to satisfy essential drugs requirements and 
implemented an effective community-financed drug supply system. 

In both projects, community participation, one of the guiding prin
ciples of PHC, was promoted in order to meet different objectives. 
Structural elements developed by the two projects, for instance the 
health committees (comites de sante) and the health promotion associa
tions (associations pour la promotion sanitaire) were implemented through 
the Ministry of Public Health and Social Action all over the country 
(Fassin et al., 1986; Cisse, 1988). Community financing of the comple
mentary drug needs of health infrastructures was also promoted by the 
ministry (Diallo et al., 1993). In 1986, in a document on achievements in 
PHC (Ministry of Public Health and Social Action/WHO, 1986), the 
ministry had stressed certain principles guiding its approach to commu
nity participation: 

• the awareness of the community must be increased in order to 
achieve participation 

• services must be organized on a community basis in respect of 
the selection of community health workers, planning and 
management 

• the government's responsibility for the population's health must be 
maintained, even if community financing is used 

• each health infrastructure must be supported by a health committee, 
composed of a finance commission, a public health commission and 
a mothers' commission 

• at the departmental level, all health committees should be organized 
into a coordinating health promotion association. 

In 1987, the conclusions of a workshop on community participation for 
health (Ministry of Public Health and Social Action, 1987) stressed the 
fact that, except for cofinancing, no effective participation of communi
ties in the managerial process had been established. But even this par-
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ticipation was mainly limited to those who were in need of services, and 
rarely involved all community members. 

In 1988 the Ministry of Public Health and Social Action conducted a 
survey on the organization and functioning of health committees and 
community health workers at different levels (Cisse, 1988). The main 
conclusions were: 

• community participation was an element in Senegal's health 
services, but participation was mainly limited to financial contri
butions 

• the concept of participation had not been fully understood, either by 
the communities or by the health professionals, and the two sides still 
found it difficult to communicate with one another 

• there was great variety in the composition and organization of health 
committees and a need to design a legal framework for CIH 

• the idea of coordinating bodies (health promotion associations) at 
departmental and regional level did not meet planners' expectations 
and was mostly rejected by community representatives. 

On the basis of the above findings, the Ministry of Public Health and 
Social Action drew up a set of strategic objectives with a view to promot
ing community participation in health (Diafate, 1994): 

• to strengthen the decentralization and deconcentration of resources 
• to strengthen information and health education in the commun-

ities 
• to promote intersectoral and multisectoral health collaboration. 

Necessary actions and reforms were identified: a reorganization of the 
ministry was recommended, together with a revision of the decrees 
relating to the rural communities' budgetary provisions for health activi
ties. Since 1979, the percentage of the national budget allocated to 
health had declined continuously, reaching its lowest level ( 4.2% of the 
national budget, or CFA francs 9000 million) equivalent to US$ 31 
million) in 1989/90. Meanwhile, the population was doubling every 23-
24 years. As a result, per capita expenditure on health fell by 3.4% 
annually in real terms during the 1980s (Diallo, 1993a). 

Community participation had thus been a subject of continuous 
interest in the Ministry of Public Health and Social Action, and in 1989 
a methodological guide to CIH was published (Ministry of Public Health 
and Social Action/Fatick Region, 1989a). A rough assessment based on 
data from 23 out of 30 departments showed that, in 1988, 69% of funds 
spent on drugs in the public health services were raised by community 
contributions, and only 31% were budgetary funds. With regard to the 
total recurrent costs, the ratio of community financing to regular budget 
financing was 46%:54%. Analysis of the structure of health expenditure 
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in 1989 revealed that expenditure in the public sector made up no more 
than 32% of overall expenditure on health care. The remainder was 
distributed between direct expenditure by households ( 41%), external 
assistance (17%) and mutual and insurance schemes (l 0%) (Diallo, 
1993a). Expenditure by households accounted for l. 7% of total private 
consumption. 

The national health system was meanwhile restructured into 45 dis
tricts, rather than the previous system of 30 districts corresponding to 
the 30 administrative departments of the country. In addition, a number 
of other actions contributed to the mobilization of much greater 
financial resources from users (Diallo et al., 1993): 

• the definition of a new organizational and legal framework for more 
appropriate health committees 

• the adoption of a new policy of essential drugs and the introduction 
of the Bamako Initiative strategy for community financing 1 

• the successful implementation of these innovations. 

A substantial number of health facilities had been established and 
equipped by the population during the efforts initiated in 1972, with the 
reform of territorial and local administration, and reinforced in 1978 
with the adoption of the PHC strategy. Increasingly, people's participa
tion was seen as important by decision-makers, not least because of the 
substantial funds which it brought to the health sector each year. The 
revenue collected at health facilities and put back into the health sector 
thus rose from CFA francs 203.4 million (US$ 0.95 million) in 1975 to 
more than CFA francs 600 million (US$ 2.2 million) in 1990. Some 50-
60% of this sum was spent on drugs, and 20-25% on recurrent operating 
costs. 

The growing importance of community involvement in financing 
made better organization a matter of continuing concern for decision
makers. The declaration on the national health policy of Senegal 
(Ministry of Public Health and Social Action, 1989) set as one of 
its strategic objectives the strengthening of CIH. The human resources 
development project financed by the World Bank sought to minimize 
the negative effects of structural adjustment in the social sectors, includ
ing health, and devoted an important part of its programme to the 
organization and strengthening of community involvement in health 
development (Diafate, 1994). This project finally led in 1992 to a revi
sion of the law governing educational, sports and cultural associations to 
include health committees. 

Health committees thus acquired legal status. In 1992 (Decret 
92.118) a presidential decree was adopted to determine the particular 

1 For further information on the concept and implementation of the Bamako lnitiatiYe, 
"'e Hamon&.: McPake (1993). 
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obligations to which the health committees should be subjected, and 
also their status. This decree gives a clear definition of the concept of 
CIH and sets out ways of achieving it. 

Population and health situation 

In 1988, the average population density was 35 inhabitants per km2
, 40% 

of whom lived in urban areas. The capital Dakar, with approximately 1.5 
million inhabitants, reached a density of 2700 per km2

• Forty-six percent 
of the total population was younger than 15 years and only 7% older 
than 50 years. The country was and is now experiencing high population 
pressure. The total population was 6.9 million in 1988, rose to 7.9 
million by 1993 and was projected to reach 7.9 million by the year 2025. 
During the period 1970-80 GDP grew annually by only 0.27% on aver
age, whereas average annual population growth over the same period 
was 2.7%. The total fertility rate was 6.1 and life expectancy at birth was 
estimated at 48 years. Infant mortality was 68 per 1000 in 1992 and 
mortality among children older than one but under five years of age was 
131.4 per 1000. Literacy rates were low- 25% among women and 38% 
for both sexes (World Bank, 1994). The mean level of enrolment in 
education was less than 40% (World Bank, 1994a). There are six major 
ethnic groups, the Wolof ( 40%), Serer, Fulani, Toucouleur, Dyola and 
Mahnke, each with its own language. The official languages are French 
and Wolof. 

Senegal is confronted with a variety of conditions contributing to a 
generally low health status of the population. These include: 

• the economic situation of the country, with problems resulting from 
the implementation of structural adjustment measures 

• the poor nutritional status of the population and the low adult lit
eracy rate, especially among women, 

• the demographic situation, particularly the rate of natural popula
tion increase 

• poor performance of existing health sen·ices 
• inadequate environmental health services and low standards of indi

vidual and public hygiene 
• unemployment and other social problems. 

The major endemic and epidemic diseases of past importance, such as 
trypanosomiasis, yellow fever, cholera and cerebrospinal meningitis, 
virtually disappeared in the 1960s, though continuous surveillance 
remained crucial. Malaria was still a m~or health threat, and since the 
mid-1980s, as in other countries, AIDS had become a growing public 
health concern. The leading causes of under-five childhood mortality 
were diarrhoeal diseases, respiratory infections and malaria. 
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Organization of the health system 

In 1995 the country had the following health infrastructure: 

• 17 hospitals 
• 49 health centres, of which 45 were district referral centres 
• 554 public-sector health posts 
• 448 rural maternity centres 
• 1409 health huts (cases de sante). 

In addition to these facilities, the private sector had 

• 275 infirmaries 
• 25 clinics and private consulting surgeries 
• 85 Catholic dispensaries 
• 211 private pharmacies. 

Other health facilities in the public sector are managed directly by other 
ministries, such as the Ministries of Education, the Interior, the Armed 
Forces and Justice. There are also a number that are directly managed by 
the 20 big companies in the country. 

The health centre with its health team is the basic functional unit, 
offering integrated preventive, promotive and curative services and su
pervision. At the village level, community health volunteers had been 
trained, some of them working in the 1409 health huts that existed, 
although their density varied considerably between regions. 

Between 1960 and 1988, population growth cancelled out a consider
able proportion of the improvements in health service infrastructure. 
One hospital bed was available for every 2000 inhabitants, and one bed 
in every health facility for 1250 inhabitants. On average, the number 
of health staff per 100 000 population around 1990 was as follows: 
physicians-6; nurses-14 (World Bank, 1994a). 

The various kinds of traditional medicine available - though not 
officially recognized - are of primary importance in private medical 
care. Some efforts to publicize phytotherapy as an easily available 
complement to drug treatment at health-post and community level had 
been undertaken by a Senegalese NGO (Environnement, Developpement, 
Action dans le Tiers-Monde- ENDA-TM). Quantitative data on the use of 
traditional medicine were not available, however. 

The financial constraints on the public health sector were increasing. 
At CFA francs 9000 million (US $31 million), the health budget in 1989 
reached its lowest-ever figure (2.4%) in the national budget, with a per 
capita health expenditure of CFA francs 1599 (approximately US $5). 
Salaries accounted for 68% of public health expenditure. 
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Community involvement in health development in Fatick Region 

Regional health structure and services in Fatick 

Fatick is Senegal's youngest region, created only in 1984. Its area is 
7935 km~, or 4% of the country's total area. Fatick (all data from Diafate, 
1994) is subdivided into: 

• 3 departments 
• 10 districts 
• 6 urban communes 
• 36 rural communities 
• 942 villages. 

The estimated population of Fatick in 1988 was 507 650, i.e. 7.3% of the 
total population, with an urbanization rate of 11.4% and a growth rate of 
1.81 %. Population density was 64 inhabitants per km~, and 57% of this 
population was under the age of 20 in 1988. The rate of school enrol
ment was 46.3% and the illiteracy rate 74.7%. The percentage of girls 
enrolled in education was 40.4% in primary schools, 27.3% in secondary 
schools and 26.1% in general secondary education. There was a high 
level of female employment in agriculture in the region. 

As in the country as a whole, health problems in Fatick Region are 
characterized by high morbidity and high levels of infant, under-five 
and maternal mortality. Statistics from 1988 showed maternal mortality 
at 850 per 100000 live births. 

In 1988, the Ministry of Public Health and Social Action allocated a 
budget to each health centre directly, in relation to the type and number 
of its health activities. The Regional Health Officer had no power what
soever over these funds, which were managed directly by the district 
medical officers. A separate budget was available for the region; about 
5% of total ministry funds were allocated to it. The 1987/88 budget of 
the five health centres of the region varied between CFA francs 5.2 
million and CFA francs 13.3 million (US$ 20000 and US$ 50000). The 
regional total was CFA francs 44.1 million (US$ 165000) of which 22% 
was for drugs, 16% for fuel, 7% for referral of patients, 19% for water, 
electricity and telephone and 36% for other expenditures. The sum of 
CFA francs 22.7 million (US$ 85000), or 51% of the region's regular 
health budget, was raised in 1988 by community contributions: 50% of 
these funds were spent on drug purchases, 20% an auxiliary staff and 
20% on small recurrent expenses. 

In 1988 the region had three departments, with a total of five health 
centres, 47 health posts and 295 village health huts. The health centres 
were all of equivalent status and led by medical officers who were respon
sible for all health activities within their area. The region employed 159 
health workers, about 25 in each centre. All qualified staff were on the 
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government payroll. Some auxiliary staff were paid by local government 
or by the health committees. Community health workers were not regu
larly paid: their remuneration was dependent on the decision of the 
local health committee. One thousand community health workers were 
trained or retrained in 1988. In a cascade system, the community health 
workers based at the health huts were supervised monthly by a nurse 
based at the health post. All the workers in charge of health posts met 
monthly at the health centre for monitoring, training and activity plan
ning. The medical officers in turn met bimonthly with the regional 
supervisory team. Regular communication with the medical region was 
possible through a telephone network. The management style at re
gional level was characterized by an objective-oriented team approach 
with delegation of responsibilities and clearly defined job descriptions. 

The regional health team was very active and developed a data
monitoring system, a regional health plan and a manual on the roles and 
functions of health committees, suitable as a descriptive text for the 
entire country (Ministry of Public Health and Social Action/Fatick 
Region 1989a, b). 

In 1994 Fatick Region had (Diafate, 1994): 

• five health centres (equivalent to district hospitals) 
• 59 health posts (equivalent to health centres in other countries) 
• 52 maternity centres 
• 295 health huts. 

Hence, in 1994 there was one health centre for every 84470 people and 
one health post for every 8590 inhabitants. The regional hospital at 
Kaolack, 45 km away, was shared with the Kaolack Region. Coverage in 
terms both of health facilities and of health personnel was still 
inadequate, although considerable efforts had been made since the 
introduction of PHC in 1978. 

The health personnel in the region comprised: 

• six physicians 
• seven higher-level health technicians 
• 21 state-certified midwives 
• 4 7 state-certified nurses 
• 42 health agents 
• 14 nursing auxiliaries 
• 10 recognized birth attendants 
• 11 support staff. 

Practice and problems of CIH in Fatick in 1989 

A total of 550 community associations in Fatick District were iden
tified as being involved in activities that had a direct link with health 
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(see Chapter 5, "Health development structures: an untapped 
resource"). 

In 1989, there existed elected health committees at every level of 
health infrastructure, most of them created in 1981 and re-elected at 
least once. The committees' main task was to sell "outpatient tickets", at 
a rate of CFA francs 50 for children and CFA francs 100 for adults 
(US$ 0.17-0.35), and to administer the funds collected. Each person 
who consulted the health services had to buy one of these tickets as a 
contribution to general running costs. The ticket vendor was paid from 
the committee's earnings, as were some of the auxiliary staff. 

All fees had to be agreed upon by the health committees and ap
proved by the rural community. The income was transferred by the 
committee's treasurer to a bank account, from where it could be drawn 
only by the joint signatures of the committee's president and treasurer. 
The chequebook stayed with the medical officer, who could thereby 
exert a certain control over expenditure. A secondary task of the com
mittees was to mobilize the population for immunization and for envi
ronmental health activities. A summary assessment by the regional PHC 
supervisor of the committees' performance at all levels of the system in 
carrying out these tasks revealed that 55-75% of the health committees 
were rated "good" and only 20 to 25% "bad". 

An evaluation of the USAID project in the early 1980s found "serious 
problems", as one-third of the health huts opened by the project closed 
within nine months and were abandoned by the community health 
workers. The services available seemed to be of little interest to the 
beneficiaries. As a consequence, utilization was low and there existed 
widespread unwillingness to pay the fees; or else, the density of com
munity health workers was too high to achieve a minimum level of use 
(Gray, 1983). The lessons learned from this experience led to a reorien
tation of the project approach, with training and information for com
munity representatives and health staff, as well as the introduction of a 
close supervision system (USAID and Ministry of Public Health and 
Social Action, 1986). 

The problems encountered with community participation are 
described below. 

Conceptual problems 

In most cases the role of the health committees was restricted to the 
financial participation of communities and the administration of col
lected funds. Some committees had even developed innovative and 
profitable methods of investing available capital, e.g. investment in live
stock and other small development projects. Community social control 
prevented the misuse of committee funds in most cases, and in some 
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villages additional fundraising activities had led to very satisfactory 
balances in the committee accounts. 

The involvement of communities in decision-making about health 
priorities had been neglected, however, and the community representa
tives themselves were not confident about expressing their views and 
questions. It was taken for granted that the health workers knew the 
priority problems of the population. On the other hand, few participa
tory community surveys had ever taken place. In some cases, however, 
the committees had undertaken environmental health activities, such as 
community cleaning campaigns. 

Organizational and management problems 

In Fatick Region, most of the committees had members who had partici
pated in information and training workshops and who were, therefore, 
to some extent prepared for their tasks. Where there existed mutual 
confidence, health workers often took over some of the organizational 
tasks. In some villages, on the other hand, activities such as dispensing 
chloroquine to infants were completely self-managed by the committees 
without any involvement of health workers. 

Health workers did not receive any training in management within 
the context of CIH. The informal interviews revealed that respondents 
thought that training in information, education, communication and 
supervision techniques should be included in the curricula of all health 
workers. As one district medical officer put it: "After three years of 
practice, every doctor has learned to come to grips with these problems, 
but it is learning by trial and error, and it would be better to prepare 
young doctors before posting them in the field, where they are con
fronted with unknown tasks". 

Communication problems within communities 

Some health committees did not seem to communicate enough with the 
communities they represented. These committees did not perceive their 
task as that of mediator and facilitator between the community and the 
public health system. Instead, they saw their role as an administrative or 
bureaucratic one. Sometimes political tensions and power-play within 
the community hindered communication. 

Problems of communication between the public health system and 
communities 

In order to facilitate CIH, health workers should play a supportive role, 
should have a positive attitude towards their communities and should 
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not try to impose their own views. In the early phase of the USAID rural 
health development project, health committees had been created in the 
villages according to criteria set by the project. It was only later that 
project staff realized that an earlier small project had already created 
village committees in the same area, and that some of them were still 
active. The imposition of new organizational structures, modelled 
according to the project's requirements, actually destroyed the pre
existing committees which had been working effectively. 

Developments in CIH in Fatick Region, 1989-94 

As shown above, the idea of CIH is not new in this region, dating back to 
1976. The Fatick project concentrated on the rural communities created 
by the administrative reform. Most of the health facilities built in the 
area at that time were financed out of the budgets of the rural commu
nities and equipped by the USAID project. More than 100 new health 
huts and five or six new health posts were created each year, with more 
than 100 community health workers receiving training, supervision and 
evaluation. 

However, in the 1980s, owing to a series of droughts and economic 
and social difficulties, problems began to emerge. The result was a 
breakdown in the functioning of the network of health posts and health 
huts. Community health workers, particularly the men, began to resign 
in large numbers after waiting in vain for village support. However, the 
principle of participation was maintained by the Ministry of Public 
Health and Social Action, which had adopted the PHC strategy. The 
feature that has remained is the financial contribution of users to the 
public services, as described above. 

Moreover, a recent WHO-supported study showed that there exist 
over 600 community organizations in Fatick Region with, on average, 
around 100 members each, of which some 15% dealt with health, water 
and sanitation (Diafate, 1994; WHO, 1994b). These organizations dem
onstrate the existence of CIH in a much wider sense than just financial 
participation by the users of public health services. 

Evolution of financial participation 

In 1989, the revenue raised from user payments was estimated at CFA 
francs 26 million. The local communities, communes and rural commu
nities likewise allocated CFA francs 26 million to health, or 11.5% of 
their budgets. The government budget for the functioning of the health 
services in the region was around CFA francs 45 million (US$ 155 000), 
and it remained at this level until 1991. Thus, in contrast to the urban 
environment ofPikine, described later in this chapter, in the rural areas 
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the contribution of the government to the operation of health facilities 
remained higher than that of other agencies. 

However, the financial participation of the population increased 
considerably in the rural areas, in spite of the enormous economic 
difficulties encountered during the recession. The launch of the 
Bamako Initiative in the region in 1992 had a great mobilizing effect. 
Elections were held to all the health committees, and new regulations 
governing the organization and functioning of health committees 
were disseminated to the administrative authorities and locally elected 
representatives (Diallo, 1993a,b; Diallo et al., 1996). 

Involvement of the population in health management was encour
aged: the people were to manage the stocks of essential drugs deposited 
at health centres, posts and huts, as well as using the revenue raised from 
sales and outpatient tickets to assure the replenishment of drug supplies. 
Health huts had 14 types of essential drugs, health posts 39, health 
centres 69 and the regional hospital 250. The drugs were sold to the 
patients for each episode of disease and in accordance with rational 
standard protocols for diagnosis and treatment ( ordinograms), which 
had previously been used only in health posts and centres. With this new 
approach, the financial contribution of the population was substantially 
increased. In 1992, after only six months, the total revenue from the sale 
of drugs and tickets for user participation in the running costs of the 
system amounted to CFA francs 90 million (US$ 327000). 

The government decided to match this increase in funding at 
district level. The government budget for health in the region thus rose 
from CFA francs 46 million (US$ 167000) in 1992 to CFA francs 
95.3 million (US$ 323000) in 1993. Thus the region which had func
tioned with CFA francs 85 million (US$ 309000) in 1992 found itself 
with more than CFA francs 200 million (US$ 678 000) in 1993, without 
accounting for the contributions of NGOs, other donors and the local 
communities. 

Problems and solutions 

Paradoxically, however, the rate of immunization coverage of children 
against the target diseases of the EPI declined continuously from 1989 
and was less than 50% of eligible children in 1993. The introduction of 
standard protocols at the health posts took effect only in December 
1993. Chloroquine prophylaxis attained little more than 40% of the 
target figure for children and 10% for pregnant women. 

In summary, then, although the population was willing to in<;rease its 
contribution to the financing of health, the organization and function
ing of the health services in the region were still far from adequate in 
1993. The measures introduced by the Ministry of Public Health and 
Social Action were designed to improve the knowledge, skills and moti-
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vation of health workers and populations during the second phase of the 
Bamako Initiative. Five modules were developed and tested by the pri
mary health care department in three districts of the country, dealing 
with: 

• microplanning of activities with the community 
• rationalization of curative care using standard protocols 
• monitoring of activities with community representatives 
• use of the management tools of the Bamako Initiative 
• budgeting for health posts. 

The teaching and use of these five modules in three test districts showed 
encouraging results for the provision of quality basic care for women 
and children. They also increased community involvement in the resolu
tion of nonfinancial aspects of their health problems. 

CIH in the urban department of Pikine 

The Pikine health project in a rapidly growing urban 
environment 

The capital of Senegal, Dakar, witnessed a spectacular increase in 
population (Salem & Arreghini, 1991). The number of inhabitants rose 
from some 250000 in 1975 to about 1.5 million in 1993. Pikine, a suburb 
and dormitory district for low-level civil servants, workers and shopkeep
ers, also had a rapidly growing population, rising from 8000 inhabitants 
in 1926 to 22 000 in 1952 and to more than 850 000 in 1992, doubling its 
population every five years. It was estimated that the population would 
be 1.15 million by the year 2000 and 2.19 million by the vear 2015. This 
is a poor population, where incomes are, at best, very modest, and for 
whom health care is always a financial burden. The population growth 
was associated with irregular land occupation, which in the past had 
been the reason for the expulsion of dwellers. Rebuilt slums housed 
about half of the total population. In 1975, an urban basic health care 
project, which could serve as a model for other areas, was started in a 
cooperative effort between Belgium and Senegal (Jeannee & Salem, 
1986). From the beginning, community participation was seen as the 
only way to achieve a satisfactory standard of services, given the scarcity 
of government funds. 

Originally, the inhabitants of Pikine had organized themselves 
around a charismatic leader living in the same neighbourhood area. 
Community representatives from about ten neighbourhoods had 
decided to set up a completely self-financed dispensary, which was then 
provided with a nurse by the government. The project provided techni
cal assistance for the construction of health centres and health posts, 
supervision of their activities, creation of a community-financed drug 

89 



COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

procurement centre and advice on setting up health committees within 
a legally recognized organization, the health promotion association 
(Medicus Mundi, 1990). 

In 1989, the Pikine project area consisted of two health centres, 26 
health posts, nine maternity centres and three health huts in an area 
of some 25 km~. However, in contrast to the USAID-financed Fatick 
project, the Pikine project worked with professionally trained health 
workers only, and did not promote the training of community health 
workers in the urban environment. The nucleus of the health system was 
the health centre, which provided basic curative services, including inpa
tient care, of a high standard. A close supervision and communication 
system had been built up, with the health centre staff supervising the 
health posts in their catchment area. This seemed to be essential to 
counteract the well known problem of patients bypassing the lower 
levels of the health system and seeking care at higher levels without 
referral (Fassin eta!., 1986). Regular staff meetings were held, as well as 
meetings with the community committees within the health promotion 
association. 

Practice and problems of CIH in Pikine in 1989 

The health committee with its elected representatives formed the basic 
community participation structure in Pikine. The health promotion 
association, as a superstructure of community organization, was essential 
because of the economic activities performed. The association managed 
the funds raised by financial contributions by the patients and owned the 
drug purchasing centre (Reveillon, 1987). 

Development in CIH in Pikine, 1989-94 

A fee structure similar to the one applied elsewhere in Senegal (CFA 
francs 75 for children, CFA francs 150 for adults, CFA francs 200 for 
antenatal care and CFA francs 2000 for delivery care) (approximately 
US$ 0.25, 0.50, 0.67 and 6.65, respectively) was operated. Fifty percent of 
the health committees' earnings were used for drug purchases, 25% for 
paying auxiliary personnel, and 8% for recurrent costs. The remaining 
17% were transferred to the health promotion association, which used 
7% for its recurrent overhead costs and 10% for sundry expenses. In 
1987 the Pikine project's total recurrent cost (excluding salaries) was 
CFA francs 131.5 million (approximately US$ 440000), of which the 
government contributed 15%, the project funds 9% and the population 
76%. The management of funds was the main activity of the health 
committees, which represented the full spectrum of political interests in 
the town. 

Health committees had been set up, organized and well supervised. 
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These achieYements needed to be consolidated in a way which would 
take account of the reforms and new programmes introduced by the 
government. The department of Pikine, which was covered by the 
project, was therefore subdivided into three independent districts, 
Guediawaye, Pikine and Mbao, each with a certain degree of autonomy. 
Each had a referral health centre, health posts and neighbourhood 
maternitv centre~. and a number of health huts. Each district drew up its 
own fiYe-year health and social development plan (1992-96) and 
decided on its own priorities for the first year. The project evaluation in 
November 1993 (Diop eta!., 1993) found that the specific objectives set 
for each district (with the exception of medical and surgical referral 
objectives) had been attained to a level between 50% and 100%. 

The measures taken (decentralization by the creation of three dis
tricts within the department, a more flexible arrangement giving each 
greater autonomy of action, and the preparation of strategic plans 
for each district) certainly contributed greatly to the improvement of 
public health. The application of the new policy and strategy orienta
tions of the Ministry of Public Health and Social Action in the three 
districts also increased the financial participation of the population in 
the provision of health services. 

Developments in financial participation 

The district of Guediawave alone succeeded in mobilizing CF A francs 
79.3 million (US$ 288000) in the six months of 1992 that the Bamako 
Initiative \\'as implemented, of which CFA francs 27.2 million 
(US$ 99000) (34%) was from the sale of drugs, and CFA francs 52.1 
million (US$ 189 000) (66%) from the sale of outpatienttickets (Diallo et 
a!., 1993). At Mbao, the total revenue raised in 1992 was CFA francs 
26.4million (US$96000),ofwhichCFAfrancs 15.8million (US$57000) 
(60%) was from the sale of tickets and CFA francs 10.5 million (US$ 
38 000) ( 40%) from the sale of drugs (Diop eta!., 1993). 

In all three cases, the revenue collected from users and managed by 
the health committees was considerably greater than the funds allocated 
by the project to the districts and exceeded the operating budget allo
cated by the government. A study in the three districts in 1993 revealed 
that the mean monthly revenue from the sale of drugs ranged in 1993 
from CFA francs 51000 (US$ 173) to CFA francs 1.5 million (US$ 5000) 
per health facility (Dieng, 1993). 

An annual budget of CFA francs 28.3 million (US$ %000) was 
allocated to each of the three districts of Guediawaye, Mbao and Pikine 
by the government in 1993. In addition, the project offered each of the 
three districts the possibility of expenditure up to CFA francs 500 000 per 
month (US$ 1700) in 1993. The project allocations had been much 
greater in previous years, standing at more than CFA fi·ancs 13 million 
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(US$ 44000) per district merely for running co~ts. After this period, 
expenditure by the project on investments and personnel remained 
high. 

In all cases, the considerable increase in financial participation bv the 
population observed in the three districts since the introduction of the 
Bamako Initiative demonstrated the potential ability of these districts to 
ensure continuity of essential activities, if financial support for the 
project'~ running costs were to cease. 

Problems and solutions 

The problems identified in the three districts during the 1993 evaluation 
were not related to resource availability, but rather to weaknesses and 
shortfalls in managerial efficiency. Despite several interYentions bv for
eign consultants to enhance planning and programming of activities by 
the PIPO method (planning of interventions by programme objectives), 
qualitv basic health care coverage was still far from adequate. Consider
able financial resources had been made available and the number of 
qualified personnel had been higher than normal in Pi kine department: 
as well as five Senegalese physicians, there were four phvsicians from the 
Belgian cooperation project and two biologist-pharmacists and vet 
the performance was still not satisf~tetory. This disturbing situation led 
the evaluation team to propose adding specialists in public health to the 
district health teams, based on the finding that the district of Mbao, 
which was the best managed in every respect, only differed from the two 
others by the fact that its management team was headed bv a specialist in 
public health. 

It is expected that the application of the second phase of the Bamako 
Initiative will contribute to correcting the shortcomings and inadequa
cies observed in the organization and management of activities. In 
practice, the first phase of the Bamako Initiative focused on the manage
ment of essential resources, including vaccines, drugs and funds, and on 
the procedures and mechanisms for the establishment of cost-recoverv 
and revolving drug funds in public-sector facilities. The second phase, 
already tested in three districts of the country (Bignona et a!., 1993), 
deals with strengthening the management of health activities and is 
based on strategie~ for improving basic health care coverage (Diallo 
et a!., 1996). One of the activities closely monitored in this phase is 
the effective participation of communities in the process of health 
management. 

The district of Mbao, more advanced than the others, will be used to 
launch this second phase. Hence, there is a real possibility that all the 
components of the Pikine project will be taken over by the government 
and the population in these three districts, without further recourse to 
foreign assistance. 
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Points arising from the case study 

• The community health worker network set up in the early 1980s was 
not easily sustainable under the adverse conditions of economic 
recession which undermined solidarity even in rural areas. Many 
health workers gave up their activities when their communities could 
not provide material support. 

• On the other hand, a number of self-managed community organiza
tions do exist in both rural and urban areas, and some have as their 
primary objective to contribute to health or to an improved and 
hygienic environment. The impact of these NGOs is difficult to 
assess, as no information about their activities has yet been collected. 

• The officially recognized form of CIH, which is regulated by govern
ment decrees, is organized through health committees, the main 
pillars of financial participation in Senegal's Bamako Initiative strat
egy. These elected community bodies play an active role in the 
process of co-management of health care structures and decide how 
the communities' financial contribution to the health system (rev
enue from fixed treatment fees and essential drugs sales) should be 
used. In urban communities, the financial contributions raised by 
these means already exceed the budgetary allocations by the govern
ment and rural communities, which had recently been instituted in 
order to support the decentralization process. 

• Since their first installation, health committees at all levels had been 
re-elected once before starting the implementation of the Bamako 
Initiative. 

• Another means of improving the decentralization process was the 
development of regional and district health plans. The government 
was preparing a framework for refresher training courses aimed at 
the general public and at health workers posted to the periphery. 

• Surprisingly, though, the quality of health care services still did 
not seem to be satisfactory, even though the financial resources 
available had considerably increased. Health care providers should 
concentrate on quality control ofPHC and referral activities, particu
larly since the quality of the services provided greatly influences the 
extent to which they are accepted by users. 

Conclusions 

The case of Senegal exemplifies how CIH can evolve within a legally 
structured framework, and it shows also some of the typical problems 
involved. CIH is now well established in Senegal, since the government 
restructured the health committees and introduced the Bamako 
Initiative. 

Senegal has developed an organizational framework for community 

93 



COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

partiCipation, in which the health committees are able to play their 
role as an integral part of the public health system. The traditions of 
democracy, decentralization and deconcentration have favoured the 
emergence of independent community organi1-ations in the health 
sector. The variations in composition and management which could be 
obserYed in 1989 seemed to guarantee these organizations an indepen
dent local existence, adapted to their specific social em ironment: 
this changed as the health committees acquired legal status and their 
particular obligations were fixed by a presidential decree, although the 
latter certainly facilitates collaboration between the committees and 
the public health system. At the same time, new health development 
structures were emerging at community level which did not have the 
formal role of health committees (see Chapter :i). 

vrith regard to financial participation and community financing of 
health services, both projects showed impressive results. The former 
Pikine health promotion association was managed in a very professional 
way. The urban em·ironment of Pikine certainly presents some advant
ages over the rural setting of Fatick, which may explain the important 
differences in the financial resources mobilized. However, even with 
the constraints of a rural setting, the communities of Fatick Region 
increased their contribution to overall funding of recurrent costs from 
57% in 1989 to 77% in 1991, and both government budget contributions 
and community funds had doubled by 1993. 

The improved financial situation of districts after the introduction of 
the Bamako Initiative reinforced the process of decentralization which 
was already under way. More emphasis should have been placed on the 
development of an effective managerial process and related skills 
throughout the country in order to ensure efficient utilization of the 
resources mobilized. The degree of acceptance of cost-recovery mea
sures among the population supports the view that the amount of 
financial participation requested was within the means of the users. 

The new tasks for health committees which result from the 
implementation of the Bamako Initiative necessarily increases their 
involvement in health management issues in general, beyond the admin
istration of funds raised through cost-recovery measures. This should 
include the finding oflocal solutions to the problems facing the commu
nities. This process had already begun with the elaboration of district 
health and social de,·elopment plans from 1991. 

In 1989, the lack of supervision of lower levels of the health service 
and the communication gaps between health workers and the communi
ties were evident. As part of the Bamako Initiative, the Ministry of Public 
Health and Social Action developed training modules for health workers 
which should improve their skills and capacities for information, educa
tion and communication, and motivation of and communication 
with health committee members in particular. The absence in certain 
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regions, including Pikine, of any framework for consultation between 
the population and technical staff about strategies and the overall results 
of the interventions was a shortcoming. 

The danger which must be avoided is reduction in the budget allo
cated by the State to the health facilities as financial participation by the 
population increases. The approach adopted in Fatick- increasing the 
government budget in line with the people's contribution- emphasizes 
the model of co-management between state and people and encourages 
the people's efforts. 

In conclusion, the evolution of community participation was very 
positive in the two study areas. Howewr, it is urgent to improve the 
system to meet the priority health needs of the population and provide 
basic health services of acceptable quality. For this it is necessary to 
improve the skills of those involved at all levels and increase their 
motivation. 
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CHAPTER 5 

Health development structures: an untapped 
resource 
Frances Baum1 and Haile Mariam Kahssay 2 

Background 

There are few areas of public health development which 
depend solelv on the technical know-how and involvement 
of health professionals. Instead, health and social development 
have become functions of many different and diverse inputs. 
This is especially true if health is seen as both a result and a 
prerequisite of development of the community (V\'HO, 1994a). 

This chapter is based on an internal WHO multicountrv study which 
explored the actual and potential contribution of various local commu
nity structures towards promoting health care and development within 
district health systems (V\'HO 1994b). The studv, which drew on data 
from nine countries, essentially sought to demonstrate that health devel
opment structures can be important mechanisms for promoting and 
facilitating CIH. 

The countries which formed the basis of this research differed mark
edly in terms of their social, cultural, political and economic setting. The 
focus of their research also differed. Nonetheless, common themes can 
be identified and some general lessons relating to the operation of 
health developmt>nt structures learned. All of the countries included in 
the studv were comparatively poor and characteri~:ed bv basic public 
health problems such as lack of clean water, high levels of infectious 
diseases, poor waste disposal svstems, high infant mortalitY, lack of local 
knowledge about risks to health and sparse provision of health services. 
In short, all the studY areas had multiple health problems but limited 
external and domestic resources to deal with these problems. There was, 
therefore, strong motivation to take action towards improving the health 
status of the population. 

The research was launched with a working understanding of what was 
meant by a "health development structure". This understanding was 

1 Department of Public Health, School of~1edinne. Flinder' llniYer<;itY of South Australia. 
Adelaide, Australia. 
'\~'orld Health OrgamLaliOII, Gene\,t, Swit?crl,md. 
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deliberately couched in general terms so that the researchers would not 
feel constrained by a specific definition. Health development structures 
were defined as: 

Groups and organizations, government or non-government, for
mal or informal, that can be used to bring about socioeconomic 
and health transformation in a given area. 

In the individual country reports, the following mam types of health 
development structure were identified: 

• mgam:::.atiom, g;roujJs or recognized bodies at the community level 
• informal or formal structures 
• distnct, subdi5trict and conmwnit)' level structures 
• structures more rllmf(1' linkPd to the existing district health sernce 

(e.g. health committees) or fpss direc1(1' linkPd (community groups, 
religious groups). 

Many health development structures require collaboration between the 
health sector and other sectors, such as education, agriculture and 
urban and rural planning. Health development requires health sector 
personnel to work outside their established hierarchies and organiza
tions and to develop networks and forms of collaboration that are 
significantly different from traditional working patterns in the health 
sector. The Technical Discussions of tlw Fortv-seventh V\'orld Health 
Assemblv (WHO, l994a) noted that community action for health could 
provide an important means of developing collaboration between sec
tor~. Thev also noted that such collaboration has often remained more 
an intention than a reality. Therefore, the studv on health development 
structures came at a crucial stage in discussions about community action 
and collaboration across sectors to promote health. 

Some of the groups identified (district councils and health groups. 
for example) are alreadv a part of the existing district health structure 
and their continued performance and viabilitY will often be influenced 
b) that structure. On the other hand, many groups spring from more 
deep-rooted tradition~ of local communi tv organizations and action, and 
have ~urvived and continued to function irrespective of the ups and 
downs of the district health structure. Indeed, the majority of the health 
development structures identified in the studv owe their origin to an 
age-old communitv tradition of mutual support and cooperation and 
have a long historv of community action. Often structures at this level 
have continued to exist despite the vicissitude~ of development policv 
and performance at the national level. The health development struc
tures identified in the study can be classified in the following way: 

• government-created structures involving the health sector and other 
sectors relevant to health (Colombia, Nigeria, Philippines) 
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• nongovernmental structures which are generally nationally or re
gionally organized and which may include "apex" structures- that 
is, structures which bring together one or more independent organi
zations (Colombia, Indonesia, Nigeria, Yemen) 

• formally constituted local groups, such a~ traditional organizations, 
cooperative associations, mutual aid groups and village health com
mittees (Indonesia, Jamaica, Nigeria, Senegal, Sudan) 

• local infrastructure facilities, such as schools (Indonesia, Jamaica, 
Nigeria, United Republic of Tanzania) 

• informal groups which have the potential to contribute to health 
hut which are not organized to do so, such as social clubs 
(Nigeria). 

An important conclusion of the research was the appropriateness of the 
term "structures". This term was used deliberately because of its general 
nature, which suggested something "structured" and "with shape"' with
out using more specific terms such as "group", "organization", or "body"'. 
All of these are structures, but structures with different forms, purposes 
and membership. 

Many of the health development structures listed above involve the 
people in activities relevant to health and organized through different 
local structures. They also reflect collaboration between the health sec
tor and other sectors, such as education, agriculture and urban and rural 
planning. Health development requires health sector personnel to work 
outside their established hierarchies and organizations and to develop 
networks and forms of collaboration that are significantly different 
from traditional working pattern~ in the health sector. The study 
has been able to shed some light on the benefits, both actual and 
potential, of health development structures in the promotion of health 
development. 

Health development structures and district health services 

Health development structures appear to undertake a wide range of 
health activities. They support the work of the district health service; 
they can mobilize local people for health care activities and, where 
resources are available, they can contribute directly to health service 
delivery at the district level. In more general terms health development 
structures also have an educational function vis-a-vis the population they 
represent. They can be involved in broader socioeconomic development 
initiatives at the district level and they can take on an advocacy function, 
promoting awareness of local health problems. Health development 
structures are involved in a very wide range of health-related activities, 
some of which are listed below. 
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Health service activity 

All of the structures studied had some role in supporting or providing 
health services. In Colombia, this involved planning the work of "pri
mary care units"; in Indonesia, it covered traditional birth attendants 
and the posyandu (integrated health post). In Jamaica, a community 
health committee provided fencing. a kitchen, a water tank and a refrig
erator for a health centre and carried out significant health education 
activities; in Nigeria, the study covered primary health care management 
committees; and in Senegal community organizations raised funds for 
the local health post and purchased medicines, including a pharmacy kit 
for schools. 

In Senegal, health development structures conducted an EPI 
campaign and in Sudan thev contributed to local health education with 
campaigns to eradicate harmful traditional habits, including female 
genital mutilation. In the United Republic of Tanzania, health educa
tion work conducted by village health workers under the auspices of the 
health development structures included nutrition, information about 
locally prevalent communicable diseases, family planning, immuniza
tion and the reporting of epidemics. The Nigerian study noted that 
these structures were well suited to providing health education and 
encouraging local people to learn new ideas about health because they 
were close to, indeed usually part of, the community, so that new ideas 
might prove more acceptable than if they came from an outsider. In 
Indonesia, the Village Community Resilience Board (LKMD) was re
sponsible for promoting community awareness of the importance of 
cleanliness both in the home and in public places. Finally, some groups 
were involved in training: in Jamaica this included first aid, cardiopul
monary resuscitation and simulated disease control exercises. In other 
countrie~, health development structures were responsible for training 
local health workers. 

Management of health services 

A number of the studies suggested that health development structures 
could have an important role in the management of district health 
services, making services responsive to identified community needs, 
making decisions about the balance between curative and preventive 
services and deciding on the best way to use resources. The Sudan study 
noted that communities are often conservative in their attitudes towards 
health sen•ices and often express a preference for curative services. The 
Philippine study, which focused on the municipal and provincial health 
boards, found that the provincial health board was more concerned with 
the management of hospital sen•ices, while the municipal board dealt 
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primarily with the management of broader public health issues. None of 
these boards had community representatives on them, which meant 
that, while they may have fulfilled the role of management reasonably 
well, they did not allow for community input in the management of the 
sen·ices. In the United Republic of Tanzania, the village health commit
tee was responsible for managing village health workers, receiving re
ports from them, selecting new workers and dealing with unsatisfactory 
performance. In Indonesia the posyandu, a health service unit at the 
community level, was managed by the community itself. 

Planning and policy development 

Planning and poliC\ development are usually functions of management, 
and good management is usuallv based on well thought-out plans and 
strategies. Reorienting health svstems to a primarY health care and 
health development approach requires particularlY good planning and 
policv development processes. However, while many of the studies rec
ognized the importance of developing local health plans which involve 
different government sectors and community organizations, little 
progress appears to have been made in this respect. The Colombian case 
study described in detail the efforts of the Kennedy district in Bogota to 
develop such a plan and similar efforts in the Barranquilla area to 
develop a local health network to encourage health planning and devel
opment. A number of the studies showed that health development 
~tructures were mechanisms which could give local people a significant 
input into local planning. One of the main objectives of the Village 
CommunitY Resilience Board (LKMD) in Indonesia wa' to assist the 
local authoritY in the development of policies to promote the health and 
well-being of the community. In Indonesia, planning appears to be a 
centrally controlled process, with onlY limited opportunities for local 
commu;1ities to have input into local area planning. The commtmit\' 
health committees in the Jamaican studv had a direct role in identifving 
local environmental health problems and then working out how thev 
should he solved. The problems were mainly to do with the prm·ision of 
effective sewerage systems and clean water. Significantly, however, none 
of the case studies documented instances wherebv local communities 
could contribute in anv significant wav to policy development at regional 
or national levels. 

Encouraging collaboration across sectors and with communities 

An overview of the studies suggests that health development structures 
have considerable potential to bring together both different sectors and 
different len:·ls of government. Local groups tend not to see issues in 
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terms of sectors, but in a holistic way that integrates rather than segre
gates issues - a horizontal rather than a vertical Yiew. The following 
quote from the Senegal study illustrates this point: 

The main aims and objectin·s pursued bv these associations are all 
concerned with improYing the quality of life of populations by 
increasing the possibilities open to them. The specific domains 
concerned [are], by order of importance, education, social condi
tions, health, culture, sport, drinking water, livestock rearing, 
the living conditions of young people and agriculture (WHO, 
1994b). 

In Colombia, the study of the Kennedy district barrio in Bogota 
showed that the existence of a committee to coordinate health activitie~ 
does not guarantee health development. Such a committee had existed 
in the study area for eight years but had still not succeeded in coordinat
ing local planing, according to the researchers. Various factors were 
mentioned which appeared to restrict the potential for coordination 
between sectors. These included the fact that the various organization~ 
did not have the same degree of decentralization, so that the officials 
had different decision-making powers; the absence of a strategic plan for 
the area; a division between politicians and technocrats; competition 
between the organizations, especiallv for resources; and a lack of com
mitment to coordination from the officials. 

Furthermore, the Senegal studv concluded that the regional deyelop
ment committee should take on the role of coordinating the activities 
of the community organizations at the district JeyeJ. The Jamaica 
studv selected health development structures which were already func
tioning Yery well. The researcher~ reported that these structures had 
already established strong formal and informal links with other organi
zations and structures. This network of links was seen as making each 
structure more significant in health development than if it had operated 
in isolation. 

Factors which influence the performance of health development 
structures 

The research tried to identif)· factors that contribute to the successful 
operation of health development structures. Such factors are complex 
and involve concepts that have been recognized in the health
for-all literature as crucial to understanding how health can be pro
moted: resource allocation, participation, collaboration between sectors, 
health service organization and management, developing appropriate 
skills, and social and political context. The research was successful in 
highlighting a number of these factors, which are further discussed 
below. 
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Resources 

Overwhelmingly the most frequently mentioned obstacle to the effec
tiveness of health development structures was the lack of resources for 
the promotion of better health. This seemed to be the case whatever the 
source of funding of the structure. The main resources available are the 
people who are directly involved in them; external support is often in 
short supply. The Colombian and Philippine studies, which concen
trated on structures closely associated with the formal health sector, 
argued that one of the key resource problems was that of shifting 
resources from curative medicine to health development and health 
promotion. Other studies which looked primarily at local structures 
noted that these structures spend a significant amount of their time 
fundraising. The Senegal studv noted that small organizations (under 
100 members) rarely received external funding. Often these structures 
were also engaged in raising money for their local health services. Lack 
of funds means that local people doing health education or helping to 
organize people must work as unpaid volunteers, which means that they 
may not be in a position to give as much time or effort to their role as 
they would like. 

A number of the studies pointed out that moves to decentralize 
health services and place more emphasis on communi tv action in health 
development have, in many instances, coincided with a situation of 
economic recession, which means that governments worldwide have less 
monev to spend on health services. Informal health development struc
tures may be one way in which the gap between supply and need for 
health sen·ices can be met. This raises important issues about the respon
sibility of governments to provide adequate services for their population. 
The report from Sudan, for example, makes the point that a good deal 
is expected from informal structure~ in that country because of the 
difficult economic situation. The Colombian report notes that there is a 
danger that the state will abandon its responsibilities for the health of its 
people and expect them to be more responsible for their own health 
even though they do not haw the resources to do so. The Jamaican study 
similarly reports the concerns of health workers that the efforts of local 
organizations to raise money for the health services may be seen by 
the government as absolving it from its responsibilities. Finally the Nige
rian study noted that cooperation had become even more necessary 
because of dwindling government resources, especially in the health 
area. In this respect there is a line of argument in the studies which both 
sees the health development structures in terms of their potential for 
cost-sharing and warns against plans to make local communities and 
their organizations shoulder more of the costs of health care at the 
district level. 
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Representation 

V\'hile the studies did not have the resources to collect data to show how 
representative the community structures were of the communities as a 
whole, they did refer to problems associated with the issue of represen
tativeness. This is an important question, since community participation 
efforts are often met by claims that the local people involved are not 
representative of the population as a whole. However, this argument 
ignores the fact that the involvement of even a few local people ensures 
more local input than planning and dewlopment by professional work
ers from outside the communitY. 

For example, one of the problems noted by the Philippine study was 
that 89% of the people on the municipal health boards were profes
sional medical and allied health staff, with just one representative from 
a nongovernmental organization. The Colombian study noted that the 
average "committee of community participation" had just five active 
members; the smallest had one member and the biggest eleven. The 
Indonesian report noted that village health workers or cadres were 
nearly always selected by the village head and that many were relatives of 
his or of other leaders in the community. Similarly, the jJO.I)'andu were 
established after consultation between the health authority and the 
village leaders, with little wider community im·olvement. The Jamaican 
study noted that the health development structures generally did not 
involve the local elites (who could be useful because of their resources) 
or indeed the poorer marginalized members of the communities. This 
study also noted that there were a number of other factors that affected 
people's participation in health development structures: these included 
the availability of transport, whether or not people felt safe moving 
about in their community and the amount of free time people had. The 
Nigerian study was the only one which attempted to consider the role of 
people who were not organized within any structure in their communi
ties. It noted that the group of beggars the researchers interviewed did 
not have much notion of their role in contributing to health and that 
this role was, in any case, severely limited by their extreme poverty and 
poor living conditions. Given resources, however, they might have the 
potential to improve their health. If health staff could discuss their 
situation with them, they are likely to be the best people to suggest 
solutions to their own health problems. 

In general terms, the research found that government-created struc
tures were less representative than local, informal groups. It was, how
ever, beyond the resources of the study to determine how many people 
were involved in some form of health development structure. Detailed 
local studies could assist in determining the untapped resources and 
skills in local communities and in determining how these could best be 
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utilized. They could also determine what approaches have been used to 
involve those who are traditionally less likely to become involved in 
community action. The Colombian study quoted information from a 
local NGO that suggested that more than 80% of the families did not 
participate in solving their own problems at a community level. Reasons 
suggested for this were: mistrust of the leaders, absence of training, 
unfriendliness between neighbours, lack of community meeting places, 
lack of resources provided by organizations to motivate people and the 
fear of political manipulation. If the poorer (and usually) sicker mem
bers of the community are not represented, then it is less likely that their 
perspective will be presented in local health plans, and their ability to 
address issues of equity will be limited. 

One point to note in this discussion is that the term "community" can 
itself be problematic. It is often taken to imply consensus and unity. In 
reality, however, communities are rarely so homogeneous: they mav be 
divided along lines of class, culture, religion and ~ex. Good development 
structures will need to negotiate these differences and ensure that all 
voices in the community are heard. 

The research suggests that the crucial role ofwomen in development 
is now well recognized and that women's groups play a key role in 
promoting health within households and local communities. 

Using existing resources 

A clear theme emerging from the research was the importance of build
ing on the inherent strengths in local communities, so that local people 
have a sense of ownership of health development structures. One typical 
comment, from the Sudan study, noted the "inherited spirit of self-help, 
extended family ties, tribal binding" that could, in the view of the 
researchers, be used to great effect in health development. Similarly, the 
Colombian report noted that the local people had certain values that 
related directly to health development. These include their love of 
children, large extended networks of friends and family. and their cre
ativity and resourcefulness in dealing with crises. The Jamaican report 
observed that manv of the effective links between organizations were 
based on friendships and a local spirit of cooperation (Box 2). A clear 
conclusion from the research was that people themselves are a crucial 
resource for health development, which is currently not utilized as much 
as it could be by the formal health sector. 

A related conclusion emphasizes the importance of building on the 
existing community infrastructure, rather than trying to establish a new 
and separate one which might have no local credibility. The Senegal 
report stressed the importance of this, describing the wide range oflocal 
organizations which had been largely overlooked as potential collabora
tors bv the district health services. The Colombian study areas were 
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Southfield Community Health Committee, Jamaica 

Southfield 1s a rural d1stnct of Jamaica Situated in the foothills of the Santa Cruz 
Mountains, w1th a population of JUSt over 15000 Nearly all the population work 
in farm1ng. The Southfield Community Health Committee was established in 
1984 By 1994, the Jamaican researchers studying the health development 
structures 1n their country commented that the health committee was " a 
model health development structure It expresses the fact that ordinary people 
can do much to 1mprove the health s1tuation of their community, if organ1zed 
and comm1tted, and 1f g1ven the chance and st1mulus to do so" (WHO, 1994b) 

Most of the members of the health committee are low-income farmers and 
workers, with some middle-1ncome members When the health committee was 
established, steps were taken to ensure that 1t had representatives from the 
ma1n groups in the local commun1ty, such as the L1ons Club (representing 
local bus1ness people), local churches and women's assoc1at1ons. The health 
comm1ttee is well supported by the local health centre A nurse from the centre 
IS secretary of the health committee she appears to command great respect 
1n the commun1ty and to be an Important element 1n the success of the 
committee A significant feature of the group IS the extent of friendship among 
the members and the cooperative commun1ty sp1rit this seems to create 

Typ1cal examples of the activities of the health committee are 

• dissemination of health Information to the community, including matenal on 
cop1ng w1th d1sasters such as hurncanes, th1s 1s done through health 
forums of which at least two are held each year 

• ident1ficat1on of health problems and their solutions 
• develop1ng and ma1nta1n1ng the local health centre by ra1s1ng funds for and 

upgrading the facilities; examples of activities 1nclude bulldmg a fence 
and a demonstration kitchen for teaching young people and people w1th 
diabetes, prov1d1ng equipment for the centre, planting flowers and lawns at 
the centre 

• providing goods and serv1ces for poor people 1n the community, such as 
vis1t1ng housebound people and ass1st1ng w1th clothing, food and latr1ne 
facilities 

characterized by high levels of dislocation and violence. This contrasts 
strongly with the village structure in Blitar in Indonesia, where a strong 
community structure with defined hierarchies was described. The Jamai
can report noted that health development structures were not as strong 
or effective in inner urban areas, where community organization for 
health is less common and violence is a major problem. Generally they 
appeared to be strongest in rural areas. 

Skills of local people 

The research concluded that, in general, local people had had few 
opportunities to develop the skills necessary for working with different 
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g<)\'ernment agenoes and other local organizations. Given the range 
of health development functions that might be performed in a local 
community. the ~kills needed could be extensive. For those primarily 
performing health education activities, they include knowledge of dis
eases, forms of prevention, basic drug therapies, the threat posed by 
environmental hazards and the workings of the health ~ystem. For 
people involved in organizing health development, the skills required 
may be more complex, including conflict resolution, budgeting, person
nel management, planning, strategy development, and organizing the 
community to take action to promote better health. The research con
cluded that most of the action to promote health currentlv take~ the 
form of health education: it is far less concerned with social action to 
change the physical, social or political living conditions that commonly 
cause illness. The work of educators such as Freire (1997) and V\'erner 
& Bower ( 1982) is particularlv important for enabling those involved in 
communitv organizations to develop the analytical skills and abilitv 
needed to bring about social change. Also, organizations whose rel
evance to health development is less immediatelv evident mav need 
some training that relates their activity to health. This is particularly 
critical since the research noted local people's assertion that health 
development was not their concern, but the responsibility of the State 
health authorities. 

Supportive health policies 

Health development structures will only be able to flourish where na
tional health policies offer a strong endorsement of a perspective on 
health based on a social, economic, political and environmental under
standing of health and disease. The principles of PHC provide such a 
framework. Brown (1992) draws the distinction between "health poli
cies" and "policies for health", pointing out that the former are usually 
concerned with the provision of care for sick people, while the latter 
have a far broader mandate and are often formulated outside the health 
sector. The role of the health sector in this regard is to identif)· the need 
for public health policy and to organize communities to lobby for its 
introduction. This role should be endorsed in health policy statements 
and will not always, of course, be uncontroversial. Such policies are likely 
to set the scene for a decentralization of health service management. All 
the countries in this study had such policies, but thev had been imple
mented with varying degrees of success. 

National health policies need to be supported with resources. In the 
Colombian case study in Barranquilla, the autonomous committee 
which was formed in 1990 by two NGOs to create a health network 
strategy received no resources at all from the health system. While, as the 
Senegal report pointed out, a balance has to be struck between promot-
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ing self-reliance and encouraging dependence on outside resources, 
health development structures are likely to need some resource input 
from the health system if they are to develop effective networks for 
collaboration. 

Acceptance of health development structures by health 
professionals 

Decentralization means different things in different contexts, and the 
organizational structures and processes that it has created varied consid
erably between the countries involved in this study. Decentralizing 
health services will contribute to the growth of health development 
structures, but it is also essential to encourage a strong commitment to 
developing partnerships with local communities and searching for inno
vative solutions to a community's problems. 

Health professionals need to feel that their work with communities is 
recognized and rewarded. The research found that this was generally 
not the case. Few examples of strong partnerships between the commu
nity and health professionals were identified. However, the Jamaican 
study found that one particular nurse had been very influential in the 
formation and progress of the Southfield Community Health Commit
tee. She was described as being "greatly loved and respected" by the 
members. The study emphasized that health professionals could be 
important catalysts in the creation and support of health development 
structures. Often, however, they had to work in their own time, with little 
support or incentive from the health service. Another effective partner
ship was reported by Nigeria, where the local university trained students 
at the district level and argued that this was important, among other 
reasons, because it exposed students to community organizations and 
their potential to contribute to health development. In Indonesia, where 
the health development structure had been set up by the government, 
links with the formal health sector appeared to be stronger. Here, the 
health development structures supported the work of the health services 
through, for instance, the Dasa Wisma welfare programme. Similarly, in 
the United Republic of Tanzania, the village health worker had formal 
links with the health service. In both these cases, health professionals 
helped to train volunteers. 

Another general conclusion of the research was that the formal 
government health sector should recognize the value of the more infor
mal, community-created structures that could contribute to health care 
and development. The study argued that all health professionals and 
health workers should appreciate the existing role and future potential 
of health development structures. In order to achieve this, health staff 
will have to be ~>rained to accept that their normal role of providing 
health services should be extended to working in partnership with local 
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groups. For some professionals this will be difficult, and they may be 
resistant to change. The process of change would be made easier if the 
organizational culture explicitly supported health professionals and 
health workers in developing links with community groups and facilitat
ing health development outside the formal district health system. It was 
also recognized that health professionals and health workers will need to 
develop an understanding and acceptance of the political context in 
which they will be operating. 

District health systems will need to allow their workers time to de
velop an effective partnership with community organizations and ac
knowledge the time and effort they put into maintaining community 
networks. Health service personnel often find it difficult to devote much 
time to health development. The report from Sudan noted that one of 
the factors inhibiting collaboration across sectors was the community's 
demand for curative services. Experience from developed countries sug
gests that demand is difficult to satisfY even when health service provi
sion is extensive. It may be difficult for health service planners to devote 
much attention to long-term issues of health development when there 
are so many immediate and obvious needs to be met. One solution may 
be to designate certain staff within the district health system to take 
responsibility for health development and encourage planning across 
sectors. 

Coordination between health development structures and 
the health sector 

It would appear that none of the areas studied in this research had a 
comprehensive local plan for health development. While many of the 
organizations studied were carrying out work which they considered 
valuable to health development, there were many references to the lack 
of coordination between these efforts and the work of the formal health 
sector. The Colombian case study provides an excellent example of the 
difficulties of coordination between different parts of the health sector 
and between health and other sectors. In both case-study sites (Kennedy 
local government area and Barranquilla) considerable difficulties in 
coordination were described. Gray (1989) has reviewed the evidence on 
the building of collaboration between different stakeholders in a devel
opment process. She concluded that, for collaboration to be successful, 
it should have the following five features: 

• recognition by stakeholders of their interdependence 
• a way of dealing with differences constructively 
• development ofjoint ownership of decisions 
• the existence of a shared vision 
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• acceptance that the process of collaboration IS a developing and 
changing one. 

The area of collaboration between agencies for the purposes of health 
promotion has been much discussed, but its application in practice has 
received little research attention. 

Local collaboration to produce a local health plan 

The importance of collaboration between health and other sectors 
is often stressed, but in practice it is often difficult to bring about 
effective coordination. None of the studies was able to report effective 
networks for collaboration across sectors. Such mechanisms require 
political and administrative support if they are to function well 
(Hancock & Duhl, 1986). Even if coordinating structures are estab
lished, it may be difficult to ensure the effective involvement of local 
people in them. The procedure used in meetings, for example, may be 
alienating to people not used to it. This has been shown to be the case 
in similar situations in Australia (Cook, 1995); it is even more likely 
in countries with lower literacy rates and fewer opportunities for 
education. 

Local government structures potentially have much to contribute to 
the coordination of local health development, and it would be useful to 
explore their role in more detail. The report from Sudan commented 
that the new emphasis being put on local councils (which contain 
elected community representatives) was expected to facilitate collabora
tion across sectors. The Nigerian research used a local government area 
as the basis for its study area. The WHO Healthy Cities project has 
prompted local governments across the world to become involved in 
health promotion activities. The project does this by encouraging action 
from all sectors in the city, recognizing that health reflects the social, 
economic and environmental state of a city, and by encouraging com
munity participation in health promotion (Kickbusch, 1989; Ashton, 
1990; Tsouros, 1990). Countries interested in encouraging health devel
opment structures should assess the capacity of local government to 
contribute, especially to the coordination of activities at the local level, 
and make the necessary policy changes to facilitate this role. 

A number of studies referred to the role of local health plans in 
encouraging collaboration. Much of the effort of the Colombian health 
development structures had gone into devising such a plan. The re
searchers conclud~d, however, that only a little progress had been made 
and that more coordination was needed, both between sectors and 
between the informal and formal systems. This was attempted in the 
Colombian area of Barranquilla, where 31 organizations, governmental 
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and nongovernmental, drew up the "Health Network 2000" project. 
According to the researcher, this committee kept operating because of 
the efforts of the NGOs, but did not get sufficient political or bureau
cratic support. The Indonesian study reported that health development 
in the Blitar area was primarily centrally planned. There was some scope 
for local planning, but mainly within the overall national, regional 
and district framework. An overall conclusion of the research was that 
some form of local health development plan would be useful for facilitat
ing community involvement at the district level. Box 3 summarizes the 
structure and roles of the Family Welfare Movement in Blitar district, 
Indonesia. 

Political and bureaucratic support 

Clearly, district-level health development is likely to be most effective in 
places where it enjoys strong political and bureaucratic support. It was 
evident from the studies that the political context in each country was 
important in determining the operation of the health development 
structures. For example, there is the contrast between Indonesia, where 
a less flexible, highly structured and centrally determined health system 
supports uniform health development structures which appear to leave 
little room for locally created groups, and Colombia, where the political 
system is more flexible, and where health development structures are 
varied and have to negotiate constantly with existing political structures 
in order to gain resources and legitimacy. In other situations, political 
changes within countries mean that the relationship between the health 
development structures and the government sector changes over time. 
This was the case in Yemen where, as a result of changes in central 
government policy, cooperatives have taken on a key role in the provi
sion of local health services. 

It is important to take into account the political context when assess
ing the potential role and functions of health development structures, 
since these structures are very dependent on local circumstances. The 
Sudan report suggested that local organizations such as young people's 
and women's popular committees have flourished since they were estab
lished in 1970 because of strong political support. On the other hand, 
the Nigerian study painted a picture of a lack of support for informal 
structures from the health sector. The study noted, for instance, that the 
local health professionals did not even know about the groups and clubs 
in their areas. While the local government did have a primary health 
care committee, little effort was made to involve local people, and the 
prevailing attitude was more constraining than encouraging. Finally, the 
Senegal research emphasized that development is a process that should 
be motivated and driven from within a community. The regional 
development committee could do more to coordinate and monitor the 
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Family Welfare Movement, Blitar district, Java, Indonesia 

Indonesia has a centrally determmed structure for community Involvement 1n 
health The aim of the lndones1an Family Welfare Movement (PKK) IS to assist 
the government in improving family l1fe and in contnbut1ng to the process of 
development The movement is based on commun1ty development principles 
and involves women 1n local commun1t1es in its operation At the village level, 
the Fam1ly Welfare Movement plays the following roles: 

• providing local information to be taken into account in policy-making at the 
distnct level 

• plann1ng Village development, including health and environment 1ssues; 
1ssues reported from Blitar d1stnct were disease prevention, reducing infant 
mortality and morb1d1ty, sustaining the health post, environmental conser
vation programmes, encouraging acceptance of contraceptive use, and 
maternal health promot1on 

The Movement has a centrally determined structure at the prov1nc1al, district, 
subdistrict and village level It provides an excellent example of top-down 
community Involvement 1n health structure. Inevitably, however, the power
holders 1n the local communities are the ones who are represented. For 
instance, it 1s decreed by the Ministry of Home Affa1rs that the chairwoman of 
the Family Welfare Movement team is the w1fe of the head of the local authority 
All women 1n the Village are able to JOin in the act1V1t1es of the movement and 
are responsible for encouraging as many households as possible to take up 
health-promoting activities. An associated scheme is the "Dasa Wisma" com
munity welfare programme, wh1ch organizes communities mto units of 10 
households or fam1l1es, each of wh1ch elects a head as the facilitator to 
encourage women to v1s1t the health post w1th their children for check-ups. The 
researchers believe that the Family Welfare Movement could be more effective 
1f cadres received better tra1n1ng and more 1ncent1ves to remain volunteers 
once they have been trained The movement has contnbuted to a decline in 
the morbidity and mortality of children under five and in improving the environ
mental health of their communities 

activities of the local groups and provide training and technical support. 
Yet it also warned that the regulations surrounding the operation of 
these groups and organizations should be kept to a minimum. 

Key issues for CIH 

The research into health development structures should be seen as part 
of the effort to promote the concept of the civil society and its role in 
development. Generally speaking, health development structures are 
part of the civil society in the sense that they exemplify the mosaic of 
local and national institutions operating outside government bureau
cracy. From the results of this study and from other research, a number 
of key issues can be identified which could have a major impact upon the 
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ability oflocal communities to get involved in health development activi
ties. These issues are summarized below: 

• The complexity of the social structures and organizations in a com
munity. In general, rural communities (for example, in Senegal) 
offer more opportunities for informal participation. In large urban 
areas (for example, in Colombia), participatory mechanisms are 
more complex and less accessible. 

• The degree of heterogeneity of class, culture, religion, values etc. in 
a community. The more homogeneous the community, the easier it 
should be to ensure genuine representation. 

• The degree to which people feel they can control events and 
influence the health of their community. The Disaster Preparedness 
Committee in Gordon Town, Jamaica, for example, prepared the 
community to cope with events (i.e. natural disasters) that they could 
not control and attempted to mitigate the effects of these events. A 
community that feels powerless to affect events is unlikely to be 
willing to participate. 

• The tradition of participation and community involvement in health
related matters in a region, and the way in which this tradition is 
translated into practice. 

• The willingness of the health sector openly to support people's par
ticipation in health development. This means ensuring that people 
can see how they will benefit from participation. People should not 
merely be encouraged to endorse decisions already taken by health 
professionals; the aim should be to achieve a mutually beneficial 
partnership (Arnstein, 1969; Brownlea, 1987). 

The research identified a number of global economic and political 
trends which are likely to affect the operation of health development 
structures in the future. These trends include a decline in government 
support for health and welfare service provision and a shift towards 
individual, family and community responsibility for health; and also a 
move towards the privatization of health services, with a parallel empha
sis on efficiency above other goals. On the other hand, trends likely to be 
more supportive of health development structures include the desire at 
the community level for increased participation, the increasing evidence 
of a commitment to effective health service decentralization and a con
tinued emphasis on PHC at the district level. Atkinson's (1996) research 
on health service reform in Brazil may yield useful evidence about the 
effects of these trends at the crucial district level. 

This research represents an important advance in the issue of com
munity participation because it has identified the role of health develop
ment structures within district health systems. For example, the 
countries involved have drawn up inventories of health development 
structures and documented their current and potential functions. The 
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study is an important first step in furthering understanding of these 
structures and their role as a "hidden health promotion system" (Trojan 
eta!., 1992). Recent research by both Toonen (1995) in Bolivia and 
Lackey (1996) in Kenya has confirmed the critical role that community
level structures can play in promoting health development. These struc
tures are a significant hidden resource that could be tapped for the 
purposes of health development. They already perform a variety of 
functions that contribute to health and they could do much more. 
Attention should, therefore, be paid to ways in which health services can 
reorientate their work so that they encourage and support health devel
opment structures. The study suggests that district health systems may be 
able to use them as a means of harnessing community resources for the 
purposes of health development. There is no doubt that they represent 
a resource that has been largely unrecognized by district health systems. 
Moreover, they appear to be important in ensuring that local health 
development is sustainable, promotes equity and encourages the partici
pation of local people. 

There are many different ways in which health development struc
tures can evolve and operate. Flexibility is important so that the struc
ture can develop in a way which is relevant to the needs of the 
community concerned. Local political, economic, cultural and social 
circumstances will shape the exact nature of the structures and the ways 
in which they interact with the district health system. Currently, they are 
largely ignored by the health sector but, in the future, health systems 
may well find that some modest investment in these local structures may 
bring considerable returns. In this present age, characterized by declin
ing resources for health service development, increasing decentraliza
tion of services (which often places greater responsibility on individuals 
and families), privatization of health service provision and the continu
ing attractiveness of vertical programmes designed to tackle specific 
diseases, a greater investment in health development structures may 
have benefits for health care and development which are urgently re
quired in so many countries in the world. 
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CHAPTER 6 

CIH: developing a methodology 
Peter Oakley 1, Wolfgang Bichmann 2 and Susan Rifkin 3 

Background 

CIH as a strategy is part of a wider movement to reform the more 
traditional forms of top-down development practice which, in the past 
decade, has given rise to the notion of "participatory development". 
Participatory development stresses both the involvement of local people 
at the various stages of the programme or project cycle and the need for 
a methodology of intervention which is consistent with this purpose. By 
the mid-1990s participatory development as a strategy had been widely 
adopted by government, multilateral and nongovernment development 
agencies and considerable experience had been built up. These experi
ences have shown that people's participation within a deYelopment 
project cannot simply be proclaimed; it has to be systematically deYel
oped on the basis of a clearly defined methodology. They have further 
revealed three key aspects of the development of an appropriate meth
odology of participatory development; the initial questions which should 
be asked in relation to the potential for promoting participation within 
a particular con text; the baszc prmciples which will guide the promotion of 
participation; and taking the first steps. 

Participation: asking the initial questions 

It is crucial that those engaged in efforts to promote participatory devel
opment understand and examine the political and cultural context in 
which the participation is to occur. Participation does not take place in 
a vacuum, and its development and progress will be influenced by a 
variety of factors inherent in the context. Time should be made avail
able, at the beginning of any participatory project, to identifY and 
analyse factors that might influence the process. In this respect a stake
holder analysis is a useful first step. 

In the preliminary and design stages of the project, it must be clearly 
understood that participatory processes do not necessarily follow struc-

1 Centre for Development Studies, University of'Wales, Swan;ea, V.'ale;. 
'Em Ironment and Health Department, German Development Bank, Frankfurt, Germany . 
. , London School ol Hygiene and Tropical MedKme, London, Engl,md. , 

114 



DEVELOPING A METHODOLOGY 

tural, predetermined and linear directions. Participation cannot be seen 
merely as an input to a project, but as an underlying operational prin
ciple which should underpin all project activities. Participation must be 
intrinsic to the project's development and not simply an activity which is 
used from time to time to provoke beneficiaries' interest. 

"Participation in development" is not the same as "participatory 
development". Projects must seek to promote a real and authentic in
volvement of people in the development process and not merely seek 
to make the more common, top-down and technocratic approach 
to project development more participatory. Participation implies a radi
cal change in project operations and not simply the adjusting of the 
project planning cycle, for example to allow for a degree of local 
involvement. 

A key element in the promotion of a participatory form of develop
ment is the training which staff receive in its methodology and tech
niques. In the past decade, participation has revolutionized project 
practice yet many staff merely have a general understanding. At the 
operational level, it is imperative for staff to be trained in participatory 
development to be effective in promoting and guiding it. At a higher 
level, it is necessary to consider participation and its principles, ap
proaches and methods as mainstream within an institution. 

In order to understand its progress and judge its contribution to 
project outcome, it will be critical to set up and operate mechanisms at 
the project level to monitor participation and subsequently evaluate its 
effect. To date this has proved difficult in participatory projects and 
many development agencies are struggling to devise appropriate 
systems. 

Principles for promoting participatory development 

The primary of people - whatever the purpose or ultimate goal of the 
project, people's interests, needs and wishes must underpin the key 
decisions and actions concerning the project. Project management 
should not involve the people arbitrarily, rather they must come first, 
and their interests must be taken into consideration during the whole 
course of the project. 

People's knowledge and skills must be seen as a potential contribution to the 
project - a project which does not seek to use local knowledge and 
skills may not only be less effective but will be squandering a useful 
resource. A participatory project should seek every possibility to base 
its activities upon local resources to avoid dependence on external 
ones, help develop local capabilities and thereby sustain development. 
Participation concerns developing people's capacities, which is best 
achieved by building on and strengthening their existing knowledge and 
expertise. 
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Peoplp's particijmtion includes womPn - participatory development is 
not restricted to men. Often, enormous social and cultural barriers 
hinder women's participation and these must be acknowledged. How
ever, participatory development should seek to bring about change and 
to create the circumstances that allow women to be heard. This is a 
sensitive and critical issue, but efforts to involve women in an appropri
ate manner should be central to the project's activities. 

Autonom_v a.1 opposPd to control- it is important to seek to optimize the 
local people's role in the project, and thus avoid leaving it under the 
absolute control of project staff. Such a principle is not always realistic 
and it should not be pushed too far if it proves impracticable. 

Lora[ actions a5 opposPd to lora[ rPsponses- it is essential to encourage 
local people to make decisions and to take action concerning the 
project, rather than let them respond passively to initiatives proposed by 
others. The more local initiatives are encouraged, the more a sense of 
ownership will develop among local people. The major obstacle may be 
project staff who are unwilling or unable to promote local ownership of 
project activities and outcomes. 

Allowing for somP spontanPity in projPcf dirPCtion- promoting people's 
participation means that the project should be allowed to develop based 
on the abilities of local people to play an increasing role and assume 
some responsibility. Unless the project is able to plan for and to accom
modate people's participation, it will remain a straigacket and may 
pursue predetermined objectives regardless of whether local people are 
involved or not. Participatory projects often take longer but, if they are 
truly participatory, the outcome is more positive and sustainable. 

Taking the first steps 

The critical first stage of any participatory process is to lay the basis for 
the relationship between project workers and the community. This 
requires planning, a clear goal, the skills and resources to launch and 
to guide the project, and the sensitivity and skills to establish and con
solidate a trusting relationship with the community. In the promotion 
of community participation in the South African health services, for 
example, the first steps involve a process of "starting out". The key stages 
in this process are: 

• selecting a community 
• gaining entrance 
• getting to know the community and creating awareness of the project 
• gaining the trust of the community 
• setting up a representative structure to manage the project 
• establishing the basis of community participation. 

The key issue is the notion of process and the fact that community 
participation is not merely an input to the project but the basis upon 
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which it will operate. Furthermore, participation cannot be assumed but 
has to be systematically encouraged, and means have to be created to 
make it effective (HSRC, 1997). 

The above steps are all drawn from a number of studies which have 
developed our understanding of strategy and methodology of participa
tory development (Burkey, 1993; Chambers, 1994; OECD, 1994; World 
Bank, 1995; Abbot, 1996; HSRC, 1997; Oakley & Pratt, 1997). These 
studies have also helped in understanding the key stages in the develop
ment of participatory strategy and the nature and the sequencing of the 
actions associated with this promotion. They also clearly illustrate the 
difference between the technocratic approach, which sees participation 
more as a means, and the less structured approach which sees participa
tion as part of the overall goal of a project. Furthermore participation 
is a process which evolves through a series of stages; from passive to 
active and direct involvement and it should not be seen as isolated input 
into a project's cycle. While much of the experience to date has been 
gathered in the fields of agricultural and rural development, it has 
served as a basis for promoting a participatory approach to health 
development. 

The development of a methodology of CIH 

Although in the 1970s and early 1980s the practice of participatory 
development was expanding and its methodology taking firmer roots, 
the health sector remained relatively untouched. While the literature on 
health development at district level stressed the importance of greater 
community involvement and explained how this could be promoted 
(Fonaroff, 1983), the sector as a whole never experienced the substantial 
shift in practice which characterized other sectors such as rural develop
ment. Therefore, in 1985 WHO convened an interregional meeting on 
CIH in Brioni, in the former Yugoslavia (WHO, 1985). The meeting, 
which constituted the first major examination of participation in the 
health field, focused on the methodology for implementing the concept 
of participation. Reviewing the practice of health development at district 
level, the meeting suggested that a number of entrenched practices were 
impeding the development of an effective methodology of community 
involvement in health. These included: 

• The rigid professionalism of formal health services leading to 
inflexibility concerning the need to reorientate staff towards a CIH 
approach. CIH will not flourish within the rigid confines of formal 
health practice where procedures are already established, and imple
mentation directed from above. 

• The tradition within formal health services of decision-making by 
professional health staff- the result is that local people are seldom 
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encouraged to contribute directly to decisions regarding health de
velopment. Health policy is formulated by health professionals and, 
if the people have a role, it is to help implement that policy. 

• The monopoly of health knowledge presumably held by professional 
health staff- too often local knowledge is regarded as inappropri
ate, unscientific and inconsistent with modern medicine. Few health 
programmes are openly based upon health knowledge derived from 
the people or seek to promote that knowledge as a basis for health 
development. 

• As with other formal structures, a reluctance and inflexibility on the 
part of established health services to contemplate different ways of 
doing things- CIH is a fundamentally different strategy of health 
care and development and will be seen as a challenge to existing 
practice. The implementation of CIH may be frustrated by bureau
cratic inflexibility, control and inertia. 

In the effort to promote the development of a methodology, the inter
regional meeting identified essential factors for the initiation and 
sustainment of CIH. The interregional meeting stressed the importance 
of preparation as the essential first stage of a methodology of CIH. The 
preparation was defined in terms of organization and communication, 
and it was emphasized that the conditions to promote CIH must be 
in place before it can begin to operate in practice. Structures must 
exist which will allow communities and health services to work together, 
research into community-based traditional health knowledge and prac
tice must have been undertaken, and health staff must be willing and 
trained to promote community involvement. As a way of stressing 
the transformation in the methodology of health development which 
would be required, the interregional meeting also compared what it 
called "conventional methodology" and "a methodology of CIH" (WHO, 
1985). Table 7 illustrates the differences between the methodology 
of conventional health practices and a methodology of CIH. It further 
reinforces the radical nature of CIH and the fundamental changes in 
health practice at the community level which CIH implies. It is not 
proposed as a universal model in any sense of the term. It is presented 
here to identifY likely components of CIH methodology. 

The work of the interregional meeting was further developed by 
the WHO Study Group on CIH which met in December 1989 (WHO, 
1991). The Study Group also considered the issue of methodology 
and, as well as reviewing a number of specific mechanisms and tech
niques, suggested three key principles which should underpin CIH 
methodology: 

• Emphasis upon the process of involvPmrnt: health projects which seek 
to promote people's involvement must be flexible and willing to 
experiment in promoting this involvement and not merely stick to 
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Table 7. Comparison of conventional methodology and methodology of 
CIH 

Conventional melhodology 

Use of mdtvtdual leaders 

Educatton as the deltvery of knowledge 

Central role of communtty health worker m tndivtdual 
contact 

lndtvtdual consultatton 

lndtvtdual home vtstts 

Verbal and written commun1cat10n of knowledge 

(Source WHO, 1 995) 

Methodology of CIH 

Development of group lmks and interest 

Educalion as the JOint exploration of knowledge 

Communtty health worker as a resource to the 
group collecttvely 

Open-door consultatiOn as a mechantsm for 
tnvolvement 

Workshops and semtnars around health 
problems and tssues 

Use of games and drama in communtcatton on 
health tssues 

rigidly determined project objectives and outputs. This principle is 
clearly in line with the overwhelming evidence to date which under
lines the importance in participatory development of allowing time 
for people's participation to develop, rather than hastening the pro
cess around a number of immediate activities. This time, of course, 
has a cost and it is on these two points of time and cost that critics of 
participatory development take issue. 

• There should be a balance between awareness-creation and health care 
activities: involvement requires the creation of awareness of health 
issues and time must be made for this despite the demands of health 
care delivery. 

• Building, where possible, upon a local base in order to ensure a 
secure and locally available foundation for future health develop
ment and minimize dependence on external sources of aid (see 
Chapter 5, "Health development structures: an untapped resource"). 

Furthermore, the Study Group looked in some detail into how CIH 
might operate at the district level. It concluded that, as a methodology, 
CIH will need concrete activities in which people can get involved. The 
Study Group concluded that an important element of a methodology 
would be to identifY such concrete activities. There will be a need for 
local structures or organizations to serve as facilitating mechanisms to 
help people to get involved in the district health service. Box 4 describes 
an example of how this was done in the Islamic Republic of Iran. 
Reviewing the practice in the health field to date, it would appear that 
the kinds of mechanisms listed below are helping to promote a process 
of community involvement at the district level. 

119 



COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

Women health volunteers, Islamic Republic of Iran 

The Women Health Volunteers proJect was implemented 1n 1990, 1n the south
ern part of the capital c1ty Teheran. It was an attempt to mobilize women from 
urban communities 1n order to make health centres more act1ve. It was also 
a step towards promoting commun1ty participation, creat1ng a bas1s for 
community-oriented med1cal education and health systems research by medi
cal students The project has recently been expanded to other prov1nces 

In th1s proJect, every female volunteer is in charge of 50 households and has 
regular contact w1th the urban health centre Ideally, volunteers w1th few 
children should be chosen, so that they have adequate t1me for the project. 
ln1t1ally, the catchment area of each health centre 1s determined by a census, 
which 1s repeated every year. The health volunteer is responsible for: 

• providing health education for the women 1n her area 
• encourag1ng fam1ly members to seek health care promptly when 

needed 
• reportmg important events occumng in her catchment area every month 
• attending weekly educational training sess1ons at her health centre 
• approach1ng other sectors of the community 1n an attempt to solve 

commun1ty problems 

At every urban health centre where this project 1s implemented, a maternal and 
ch1ld health technician 1s respons1ble for the project (WHO, 1994a) 

• Village health committees or similar bodies can form the organizational 
base for CIH. These committees often have a wide remit that includes 
identifYing local health needs, mobilizing resources for health devel
opment, and implementing and evaluating health projects. It ap
pears, however, that village health committees often look stronger on 
paper than they really are, serving merely to mobilize support for 
health projects and not really providing a basis for the control of 
health development by the people. 

• Community health workers or other individuals can help to link the 
health service with local people and indigenous health knowledge 
and practices. These workers are not outsiders and they help to allay 
people's suspicion of external projects. 

• Health campaigns can be mounted, in which a health issue is pro
moted at the regional or district level. Teams are deployed through
out a region in a mass information operation and seek to involve 
people in the proposed health action. 

• Diuussions and local meetings can be held, at which people can play an 
active part in the analysis of health problems in their particular area. 
These meetings should not be a one-way delivery of information, but 
rather a chance to listen to people's opinions, their perceptions and 
understanding of health problems, and their ideas about possible 
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solutions. Such discussions can lead to new insights into health prob
lems, combining aspects of popular knowledge with scientific and 
technical knowledge. Opportunities for open and equal discussion 
are a fundamental prerequisite of any process of CIH. 

• Drama, dance, festivals, art and song are innovative techniques for 
encouraging participation, which are now beginning to be recog
nized in the health sector. People may be more receptive to narrative, 
dramatic, and musical forms of communication than to purely 
didactic lectures and talks. These less conventional media are 
also excellent for building awareness, mobilizing people for action 
and encouraging them to think about particular issues. A~ people 
become involved, these types of communication help them to ex
press their own ideas and feelings about a situation. Finally, indig
enous forms of communication can have a unifying effect, helping to 
develop solidarity among a group of people over a matter of common 
concern. 

PAHO has reported on its experiments with the SILOS concept 
(sistemas locales de salud, local health systems) and work in the Americas 
to promote community involvement in health (PAHO, 1994). At 
the core of the PAHO methodology is the notion of cogestion (co
management) which denotes the explicit division ofresponsibilities and 
authority between health service staff and community representatives 
in the management of health care. Co-management has five main 
elements: 

• identification and discussion of the key health problems within a 
particular community or district 

• agreement upon a proposal for action 
• ongoing negotiation when decisions are needed 
• implementation of agreed plan of action 
• evaluation of the action with the involvement of all concerned. 

PAHO's experience to date is that CIH in the Americas is a difficult and 
potentially conflict-ridden process, for a whole range of political and 
social reasons. These observations have been echoed in other regions: 
there is a general recognition that CIH will not magically resolve 
all problems and that health services have to work to achieve success. Co
management is an important part of a wider process in the Americas to 
promote more effective citizen participation in public health policy and 
programmes. PAHO has managed to extend the principle of community 
participation in health programmes throughout the region and, despite 
the complexities associated with its implementation at the community 
level, has achieved a substantial breakthrough in terms of its widespread 
recognition. 

Furthermore, reviewing the implementation of CIH over the past 
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decade, Rifkin (1996) suggested the need for a fundamental paradigm 
shift with regard to the implementation. She argued that there are 
two diametrically opposed approaches to community participation; 
one which is essentially "target-orientated" and the other which seeks 
"empowerment". 

The target-orientated framework sees community participation as: 

• a way of mobilizing community resources to supplement health 
sen'ices 

• a means to an end 
• passive. responding to professional direction 
• a product of a PHC programme 
• best evaluated by quantitative methods. 

The empowerment framework sees community participation as: 

• a means of giving people power over their health choices 
• a means in itself 
• active and based on community initiatives 
• a process whereby communities are strengthened in their capacity to 

control their own lives and make decisions without the direction of 
professionals and authorities 

• best evaluated by qualitative methods (Rifkin, 1996). 

Rifkin further argues, however, that the above two frameworks share a 
common paradigm, which is that community participation is seen as an 
intervention to achieve a particular objective: health status improvement 
or a change in political relationships at the community level. Both are 
dogmatic, causal, exclusive in their interpretations and linear in their 
analysis. But, says Rifkin, the "paradigm is shifting" and she draws her 
evidence from Uphoff's (1992) "both/and" analysis of participatory 
methodology, which does not view community participation in terms of 
project interventions with fixed objectives, but more as a characteristic 
of the entire (health) system. The analysis does not automatically follow 
a linear or causal path but is a continuous learning process of interpret
ing existing events and relations. Rifkin's suggestions have yet to be 
tested, but she affirms that the use of this new paradigm will avoid the 
dichotomy between the existing two frameworks and allow both to be 
used for promoting CIH. 

While, in the early 1990s, there were several significant advances 
in efforts to develop appropriate methodologies for a strategy of 
CIH, there are still a number of unexplored areas. In the context of 
community-based PHC programmes in Kenya, Lackey (1996) argues 
that most "communities" start from the position of not knowing how to 
participate and that the process can falter if this fact is not taken into 
account by district health staff. Communities often feel that they have 
insufficient knowledge about health care to be able to participate effec-
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tively. In such circumstances, if efforts are not made to help them build 
a basis from which they can negotiate, their participation is bound to f~lil. 
Furthermore, there is the issue of how communities and people them
selves perceive the notion of participation. In many societies there is 
little tradition of "participation'', and its mechanics are not well under
stood. In such situations, there is a need to establish some kind of 
common ground first and to adjust any external process to local prac
tice, rather than implementing a participatory methodology immedi
ately (Lackey. 1996). 

Another major issue concerns culture and how the notion of commu
nity participation is perceived in different cultural contexts. While most 
communities will have their own established practices and traditions of 
internal regulation, mutual support and involvement in community 
activities, "participation" concerns externally supported planned social 
change. Different communities may, therefore, react differentlv to ef
forts to promote their participation in a health development project. 
Woelk (1992) examined culture in relation to participation in health 
programmes in Zimbabwe and concluded that, given factors such as 
marginalization, community stratification and local political influences, 
community participation would not be easy to generate or sustain. Fur
thermore, Stone's (1992) review of cultural influences on community 
participation in health noted that many community health programmes 
have overemphasized structural factors in health care systems rather 
than cultural factors within local communities, which has often caused 
health service staff to overestimate the community's likely response. 
Culture is not an obstacle to community participation, but it must be 
understood before participation is externally promoted. 

Finally. there is the perennial issue of what a co1mnunit1• is in the 
context of community participation. This question hangs over much of 
the debate about participaton· methodology, and it is not one that can 
be easily answered. The main thing is to be aware of this unresolved 
question and to take account of it in the promotion of community 
participation. Many geographical communities may contain many differ
ent "communities" with very different attitudes to health and illness, 
which use a very different range of traditional cures and healers 
(Helman, 1994). Communities are seldom homogeneous. There are 
alwavs different interests, needs and levels of power. Furthermore, differ
ent community interests are not always compatible. Not everybody in a 
community will be motivated to participate in the same way. Occasion
ally, the focus of a programme will only appeal to certain community 
members. Child health programmes, for instance, can seem to have 
greater relevance for women than men. 

A set of guidelines on participatory development for health and 
welfare personnel at the local and district levels in South Africa under
lined the importance of clearly defining "community" in the context of 
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health dnelopment and suggested that health staff should ask the 
following questions in defining the limits and characteristics of local 
communities: 

• \\-'hat are the major constituent elements of the community and the 
relation between them. For example, does the communitv comprise 
a number of villages or clusters of housing? \\-'hat is the relation 
between these villages or clusters? 

• V\'hat kinds of representative organizations (e.g. tribal authorities, 
political parties, etc.) exist in the community, and what sections of 
the community do they represent? 

• How do these representative organizations relate to other, higher
level organizational structures or authorities such as local authorities, 
and district-lew! civic structures? 

• V\TI1at community organizations have existed in the past? V\1lat were 
their successes, failures, and decision-making processes? 

• V\'hat economic activities and opportunities exist in the community? 
And how may these be strengthened or utilized by the community? 

• V\TI1at cultural patterns and traditions exist in the community? And 
how may these be utilized in or influence the proposed project? 
(HSRC, 1997). 

Lessons from the case studies 

In conclusion, effective and meaningful CIH also concerns nzjormation, 
which is the means by which communities are empowered and able to 
participate actively in promoting health development. The basis of anv 
methodology of CIH, therefore, must be the provision of information 
to communities: health and welfare issues, for example, how to plan a 
health dewlopment activity, resources available outside the community 
for health development, and existing networks of health and social 
development groups which could support their activities. Knowledge is 
power, and the medical knowledge of health professionals has enabled 
them to control the health development process. CIH, however, implies 
a transfer of this knowledge and the strengthening of communities' 
knowledge base to facilitate their effective participation. 

The foundations for creating a methodology for CIH are beginning 
to be laid, but there is as yet no detailed protocol for changes in the way 
district health services and their staff define and promote the strategy. 
The detailed analysis below of the three case studies in Chapters 2-4 
provides lessons for the development of a methodological fi·amework for 
CIH. 

The case studies in Chapters 2-4 all describe attempts to implement 
a strategy of CIH at the district level, albeit in different contexts. It is not 
our aim, therefore, to make comparisons between the case studies, but 
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rather to stress their common o~jective. The physical differences be
tween the tropical forest of Bolivia, the hills of Nepal and the open 
savannah region of Senegal could hardly be more distinct, and these 
particular contextual characteristics directly influenced the approach 
and style of CIH adopted. A common thread between the three case 
studies, however, is the pre-existing commitment to CIH as a basic 
principle of health care implementation. It seems that in these three 
countries the arguments for CIH were recognized and that, in some 
areas, a district-level strategy had already evolved. For the purposes of 
developing a methodology, the following factors appear to be shared bv 
all three case studies and are therefore likely to contribute to the crea
tion of an operational framework for CIH. 

National political context 

All three case studies underline the central importance of the national 
politiral contPxt in creating both a climate and a framework conducive to 
a strategy ofCIH. In each of the three countries studied, action had been 
taken at the national level to promote the kinds of authority and re
sources needed at lower levels of the administrative structure for strate
gies like CIH to function. The nationwide structure of health councils 
and committees in Bolivia, the former Panchayat system in Nepal and 
the administrative reforms dealing with deconcentration and decentrali
zation in Senegal all provided political and administrative frameworks 
intended to be favourable to development initiatives at the local level. 
Subsequent reforms or changes in each of the countries have served to 
underline both the critical importance of the overall "framework" and 
also the need to translate commitments at the national level into practi
cal applications at the district level. Both the changes in the Bolivian 
Government during the early 1990s and the restructuring of the health 
system in Nepal at the same time in practice slowed clown existing 
movements for reform. Subsequently, however, the new national health 
initiatives in Nepal in 1991-93 and Bolivia in 1993-94 served to give 
fresh impetus to the health sector and, in particular, to primary health 
care and community involvement. Senegal has enjoyed relative stability 
thanks to the 1989 national health policy, in conjunction with several 
efforts at human resource development. 

Decentralization of health services 

In each of the three countries, CIH experiments were begun on the 
assumption that the political conditions were generally favourable and 
that moves towards greater people's i1wolvement in health activities 
would be supported at the highest level. This is an important point 
to make and a reminder of the need for caution in any attempt to 
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introduce CIH in contexts where the political climate might be 
unfavourable or ewn hostile to efforts to devolve authority or responsi
bility to lower lewis of administration. The common element in the 
three countries is the fact that the vital legal fi·amework for health 
decentralization was already in place at the time of the study. 

The case studies are also important for what they can teach us about 
implementing CIH at the district level. One main task of the research 
was to describe the everyday practice of health care and development at 
the district level in order to identif)' and document proce~ses of commu
nity invoh·ement. 

Definition of terms and objectives 

It will be difficult to implement CIH if there is not a clear and unambigu
ous understanding of its meaning. '"'e saw in Chapter I that there is no 
universal consensus on the meaning of CIH as a basic principle of health 
development. and that meanings will vary in different contexts. The 
case studies confirm, therefore, that while broad national statements of 
commitment are important, it is even more critical to translate such 
statements to the district level to sen·e as a basic h·amework for imple
mentation. In each of the three case studies this translation to the 
district level was incomplete or ineffective. In Caranavi district in Bolivia, 
a district-level movement in favour of CIH was stimulated and efforts 
were made to disseminate an understanding of CIH within the district 
health structure. In NepaL on the other hand, there was little evidence 
of any concerted effort to interpret and explain the national process of 
decentralization to the district level or to create an atmosphere condu
cive to people's participation. In Senegal, although there was little 
initial evidence that broad national principles of deconcentration and 
decentralization would be supported b) any concerted effort, local 
financial participation structures did begin to emerge in district health 
sen·ices. 

If CIH, therefore, is to be effective operationally at the health district 
level, a recognized definition and an atmosphere conducive to its imple
mentation must be created as a first step. It will be of little u~e merely 
delivering the concept of CIH to health district staff and asking them to 
implement it: thought must be given to how this can best be done (initial 
training, seminars, explanatory literature, small pilot-study areas etc.). 
In Caranavi district, Bolivia, the experiment began with several months 
during which staff tried to disseminate the idea of people's involvement; 
they did this with limited resources and over difficult terrain, but they 
felt that it was important to convince health service staff of the principle 
of people's involvement before seeking to develop it more systematically. 
The case studies clearly reveal the continued need to "'interpret" CIH 
right down to the district level. 
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Minimum health district infrastructure 

Given the labour-intensiveness of a process of people's participation and 
the need for regular and easy contact between health professionals and 
local people, it will be difficult to implement a strategv of CIH if a 
minimum health district infrastructure does not exist. The term "infra
structure" here refers to a number of things: staff, physical infrastructure 
for health care delivery, transport facilities and the medical inputs re
quired to sustain the district health programme. However, it is not just 
a question of the availability of this infrastructure in quantitative terms: 
its quality will be equally important. It could be argued, therefore, that 
unless there i~ a minimum health district infrastructure which is ad
equate in both quantity and quality, a strategy of CIH should not be 
attempted, since its success would be doubtful and failure might preju
dice future health development initiatives. In each of the three case 
studies reviewed, the evidence was that a minimum health district infra
structure existed before CIH was implemented but the quality of these 
infrastructures proved disappointing. 

In spite of limited funding, difficulties of direct contact and lack of 
appropriate supervision, both health staff and community leaders in 
each of the case-study countries laboured to promote more effective 
community involvement. In Senegal, however, the efforts to promote 
this involvement in the form of financial participation bv the community 
in the district health service yielded "impressive results" and helped to 
generate considerable income at the district level. This is a positive move 
which led to an injection of resources at the district level which the other 
two countries lacked. If this financial participation succeeds in establish
ing solid links between the health service and communities at the district 
level, then it may be possible to build upon these links and achieve a 
wider understanding of community involvement. 

Initial district study 

Some form of initial or baseline studv of the local context is a common 
feature of most development strategies, and it is just as important in the 
implementation of CIH. The concern here, however, is not to make a 
broad-based study of, for example, the epidemiological characteristics of 
the district, but rather to assess the potential for CIH. To date, there are 
few guidelines on how this might be done. The factors which may need 
to be considered are largely qualitative or non-material and derive from 
the social and cultural characteristics of the district. 

The important issue here is the need to undertake this kind of survey 
at the district level, perhaps not in a formal sense, but at least as an 
ongoing line of enquiry. Such a survey does not have to be extensive or 
detailed, but it will need to be included in district work plans: and it will 
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also need a suitably qualified person to conduct and manage it. Not even 
this kind of limited suryey was undertaken in any of the three countries 
studied, with the result that those managing district activities had little 
detailed knowledge of what factors or mechanisms might promote com
munity involvement. 

The researchers identified the following types offactor as potentially 
influencing community involvement; these would provide a basic frame
work for an initial district study: 

• Existing political and social structures: a fundamental issue which 
would conh·ont any development intervention. The Nepal case studv, 
for example, referred to the rigid social hierarchy and caste system 
which characteri~:e Nepalese society: while the Bolivian study recog
nized the emergence of new community and social relations forged 
among immigrant~ h-om the highlands. 

• Existing structures of participation: the Panchayat system in Nepal 
(later abolished), the health committee structure of Senegal and the 
juntas verinale.1 (neighbourhood councils) of Bolivia. Inevitably, some 
form of internal structure will exist within established communities, 
and people will be participating in one form or another in these 
structures. Thev need. therefore, at least to be noted, but more 
positively to be built into the process of im'Olvement. 

• Existing levels of knowledge and perceptions of health: local people 
will already have their own understandings of health and ill-health 
and these will have been instrumental in defining traditional medical 
concepts and therapies. It is a grave mistake to assume that local 
people have no perception of or views on health and to ignore or 
bypass, for example, indigenous healers or traditional birth atten
dants. A fundamental principle must be to recognize and build on 
existing health perceptions and not seek to override them with exter
nal ideas and practices. 

• Local people'~ attitudes towards development interventions: the 
Nepal stuch referred to people's suspicion and mistrust of develop
ment initiatives. The Senegalese researchers highlighted problems of 
communication between health serYice staff and local people and the 
Bolivian studv reported on the patchy nature of people's response~ 
within the health district. The suspicious peasant who i~ "resi~tant 

to change" has long been a common phenomenon in development 
activities. Few development initiatives receive unlimited local acclaim 
and manv seem to cause negative attitudes on the part of local 
people. But there are usually explanatiom for such attitudes, and 
attempts must be made at least to understand them. 

The above types of factor do not constitute an exhaustive list, but they 
are adequate for basic guidance about what to look for. The implication 
of all this, however, is the need for support at the district level to carry 
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out even this basic socioeconomic assessment. It is unrealistic to expect 
staff whose training is essentially medical to undertake this kind of work 
on their own; they will need support from social scientists, and medical 
training will need to be revised. But, as we see from the case studies, few 
if anv health districts in countries like Bolivia, Nepal and Senegal have 
the support of social scientists. This is an issue which clearlv needs 
attention. 

Density of population 

The evidence from the case studies suggests that, certainly with any pilot 
programme, it will be easier to promote people's involvement in districts 
where the population is not too sparse. Vl':hile people clearly should not 
be excluded fi·om greater involvement in health development merelv 
because thev are difficult to reach, in the first instance it will be impor
tant to build up the district's experience bvworking with people who are 
both more concentrated in numbers and more readilv accessible. In 
each of the three case studies, CIH was promoted in districts with the 
above characteristics, although in Bolivia difficult\' of access because of 
the broken and frontier-type terrain hampered district staff's efforts. 
People "s involvement can develop as a result of proximitv and the 
building-up of links between neighbouring groups; such a process de
mands plwsical closeness and readv contact. 

Orientation of professional staff 

If district professional staff are to plav a major role in promoting and 
supporting people's involvement in health development, then their atti
tude towards and their understanding of people's invoh ement will be 
crucial to its success. All three case studies confirmed that. at both the 
national and district level, most professional staff have not received any 
particular preparation for this new and challenging aspect of their work. 
The V\'HO Study Group similarlv identified professional staff training as 
a lev element in the promotion of CIH (V\'HO, 1991). The problem. 
hm,·ever, is not merelv a local one, but must be addressed at the source 
of professional staff training; the simple fact is that it will be difficult to 
promote greater people's involvement if professional staff are not 
trained to do so and continually supervised. The Bolivian case ~tudy, for 
example, confirmed the almost total lack of staff training and supervi
sion and also the rapid turnover of phvsicians at the district level which 
made continuitY impossible. More seriously, the Nepal studv pointed out 
that many professional health staff saw local people as '"ignorant" and 
"uneducated", attitudes which are clearlv detrimental to promoting 
people· s im"Olvemen t. The need for professional staff training and for
mative supervision is a major lesson not only of the case studies, hut of 
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CIH practice in general to date, and it will remain acute until a more 
thorough reorientation of professional training takes place. 

It would appear that, since the initial studies were undertaken, there 
have been no major changes in the training given to professional staff to 
enable them to support a process of community invoh·ement. The 
Nepalese case study revealed the serious gaps in district staffs know
ledge of CIH. In Bolivia, there has been little systematic effort to build 
upon the knowledge gained and generated by earlier health district 
staff: indeed, the situation may have even deteriorated with the loss of 
valuable professional knowledge. In Senegal, there has been a lack of 
consistent supervision at the interface between the district health sen·ice 
and the communities, which means that staff at that level have been 
unable to develop their own skills for promoting community im·olve
ment. Essentiallv, health seiTic~~. both nationally and at the district level, 
have been seeking to transform the way they provide health care and 
develop health services; however, they were not giving their staff the 
necessary skills for this task. In each of the three countries, it was clear 
that district staff were expected to promote an approach in which they 
had little training. Until this situation can be remedied, district health 
sen·ices will continue to struggle with their task. 

Local organizations 

Clearly, it will be easier for peoplf' to become involved if some organiJ:a
tional arrangement has been made for this purpose. At the health 
district level, we art' talking not merely about the health service struc
ture, but about "ome parallel organization whose specific purpose is to 
promote peoplf''s involvement. Across the development sectors the link 
between organization and participation has long been established, and it 
is equally relevant in the context of CIH. This is confirmed by all three 
case studies, each of "·hich describes and examines district organiza
tions intended to facilitate people's involvement. In each of the health 
districts studied, parallel structures had been set up as vehicles for 
people's involvement, which seems to indicate their importance for the 
process. 

Unfortunately, these parallel organizations do not always work as 
effectively as intended; each of the three studies reported problems or 
difficulties, for example with community or village people's health com
mittees. In Bolivia, despite national-level political support, district-level 
people's health committees existed more on paper than in reality; the 
study reported that in Caranavi district these committees were essentially 
"weak, uncoordinated and lacking in direction". In Nepal, a series of 
health committees at ward, Panchayat and health post level had been set 
up, but they met infrequently, were dependent upon community health 
worker support or suffered from a lack of continuity owing to political 

130 



DEVELOPING A METHODOLOGY 

changes. In Senegal, the village health committees seemed to hm·e a 
limited role; the study concluded that these committees seemed to 
be interested only in the financial aspects of community involvement 
and were le~s concerned to promote and support wider involvement. 
Leaving aside Bolivia, where health committees have vet to emerge 
as real actors in the district health system, the functions of these 
committees concentrate on two specific areas: (a) the collection and 
administration of local financial contributions to the district health 
services, largely in the form of payment for sen·ices and (b) the manage
ment of community health facilities and the mobilization of local re
sources to maintain them. To date, therefore. the role of the committees 
is largely supportive and administrative; they have yet to assume any 
wider role in such areas as policy discussion, community mobilization or 
training. 

Clearly. the lesson that emerges from this situation is the need to 
examine more carefully the nature and expected rule of village or 
community health committees. It is one thing to design and proclaim a 
structure: it is a different matter to make it fulfil it~ expected role 
effectively. Any extemallv designed organization will have to relate to, 
and be influenced by, existing patterns of internal organization and 
political factionalism. It is unrealistic to expect village or community 
health committees to be neutral or unaffected hy their immediate con
text. Furthermore, experience shows that organizations designed by 
outsider~ cause problems of internal adaptation and often remain "for
eign bodies" largely dependent upon external support. There i~ no 
magic formula for introducing external organizations into existing struc
tures: what is required i~ careful analysis, sensitivity and a willingness to 
train and prepare local people adequately for the tasks expected of them 
and to support and supen·ise them afterwards. 

Community-level health workers 

Ovenvhelmingly, studies of the practice of promoting people's involve
ment in development activities point to the key role of health develop
ment workers at the community level. For the purposes of CIH and 
district health services, two types of worker are concerned: first, the last 
line in the district health sen·ice, the community or village health worker 
and second, the traditional or community-based health auxiliary. In 
each of the case studies, both these levels of health worker were identi
fied and the importance of their role in providing CIH was recognized. 
In Senegal the community health worker, in Nepal the village health 
worker and in Bolivia the health auxiliary all sen·ed as the basic link 
between the district health service and local communities and villages. 
Furthermore, in the community itself community health leaders and 
traditional birth attendants (Nepal) or people's health workers (Bolivia) 
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served as the first point of contact with the formal health service and 
were incorporated into the health care activities of those services. In 
each country, therefore, at the level at which community involvement 
would be most intense and real, different kinds of health workers were 
available to work with and support the process. 

The three case studies, and in particular the Bolivian study, not only 
reaffirm the kev role of these community-level health workers, but also 
identify several important issues. None of these communitv-level worker~ 
was completeh· successful in promoting people's invoh·ement. The 
central question in this dilemma appears to be: what is the basic role of 
these workers within a strategy of CIH? More conventionally. such work
ers fulfil a medical or, more broadly, a health care role in the com
munities in which thev operate, and their responsibilities. training and 
support reflect this role. If these workers are to broaden their role, 
this raises questions about their responsibilities and training. It also 
raises the question whether a health serYice can take existing commu
nity-level workers and, with training and other support, adapt them for 
a broader role, or whether there is a need to redefine completelY the 
content and nature of the community-level worker's role. CertainlY, the 
case studie~ confirm that it is not enough merely to broaden the roles of 
existing staff or to create additional cadres of workers and expect them 
to be effective immediately; on the contrar), detailed attention must be 
paid to defining expected roles and providing appropriate training and 
support. 

Monitoring and evaluation 

The Nepalese and Bolivian case studies both touched upon the is~ue of 
monitoring and evaluation of community involvement. Indeed, the 
Nepalese case studv was partlv an exercise in trying to formulate an 
approach to the monitoring and evaluation of qualitative concepts like 
''involvement", and it contains much relevant material. The Bolivian case 
studv noted the absence of anv monitoring or evaluation in the district 
health strategv of CIH and suggested that this would be needed if the 
process of involvement was to be understood. In none of the three 
districts studied had any svstematic approach to the monitoring and 
evaluation of communi tv invoh ement been set up. Indeed, this issue i~ 
still being explored and there are as vet no tested models. Monitoring 
and evaluation are, however, a crucial part of the m·erall proces~ of 
communi tv involvement and need to be incorporated into health sen·ice 
operations. In this respect, the health sector 'hould learn fi·om the 
practice of other sectors. vVith the ever-increasing adoption of people's 
participation as a basic element in development strategie~. more and 
more effort is being put into devising approaches to evaluate community 
participation. There i~ a need for indicators to assess the extent of 
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community action and also to estimate the effects of this action on the 
health of a giYen population. Such indications would be both qualitatiYe 
and quantitative and related closely to understanding the concrete 
outcomes of a health development approach based upon community 
action, as outlined in the following section. 

Lessons from community action for health 

The initial literature on community action for health (CAH) has sug
gested ways in which community participation in health deYelopment 
might be put into practice. Drawing upon participatory methods from 
the Yarious sectors, the following haw been identified as the key ele
ments in the process of CAH (World Council of Churches, 1994): 

• DeoPlop lmdershijr recognize and support current and potential 
leaders at the community, district, national and international level. 

• EnhanrP commitment: cultiYate the skills and attitudes of indiYiduals 
who are strategically placed to mobilize others in CAH. 

• Build on peoplr>'.l raparitie~: equip people for participation by expand
ing what they know, feel and are able to do. Health workers and those 
in related sector~ need to learn how to become partners facilitating 
primary health care. 

• Build nl'fwmk1: develop a network of collaboration of interested repre
sentatiyes in government sectors, nongoyernmental organizations 
and district offices. A network proyides support and encouragement 
and a mechanism with which to collaborate and foster political 
will and commitment. 

• Cr!:'ate a "rritiml mass": initiate and support a programme aimed at 
mobilizing groups which are large enough to change opinion. EYery 
communitY, district or nation needs leaden who can generate the 
collective force needed to achieve health for all. 

The above five goals, constitute a set of operational principles for CAH 
which add an important dimension to the methodological development 
of CIH. The next stage will be to take each of these goals and explain 
how thev could be translated into a plan of action: an appropriate 
methodology will be required for goals such as "supporting leaders", 
"equipping people for participation" and "mobilizing groups", for ex
ample. V\'e must then determine how this strategy is to be put into 
practice. The key to the CAH approach is the use of community partici
pation for explaining and addressing the muse~ of ill-health (see Box 5). 
Analysis bv local people is an essential part of CAH, and the role of 
health professionals should be to enable people to analyse their situa
tion, reflect on the root causes of their ill-health and together define 
actions to address these causes. 
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Principles of a community action approach to health development 

• There needs to be an acceptance that any Improvement m health status 1s 
not related to health serv1ces alone 

• It needs to be understood that Improvements 1n health are l1nked to 
general1mprovements 1n the level of bas1c education, l1v1ng cond1t1ons and 
lifestyle 

• Health professionals need to recogn1ze that the1r role should be supportive. 
not directive 

• It 1s important to recognize the need for partnerships and 1ntersectoral 
collaboration 

• Community act1on is only meanmgful when the people themselves 
have determmed the1r own priont1es and des1gned the1r own respons1ve 
act1on 

(Adapted from World Council of Churches, 1994) 

A special issue of the journal Coutact (V\'orld Council of Churches, 
1994) put forward three distinct approaches to promoting communitv 
participation in the context of primary health care. 

1. Primary health care as an extension of health services 

This type of programme is based at the health facility or institution. It 
often has volunteer community health workers operating as extension 
workers. The planning and operational process is dominated lw health 
professional~ using a "top-down'' approach. The activities are often 
biased towards the selective primarv health care approach. The use of 
"appropriate medical technology", such as growth monitoring, oral rehy
dration and immunization, is centraL In this approach. community 
participation tends to be limited to contributions in cash or labour, 
and to the consumption of services. Community members follow the 
instructions and advice given by health professionals. There is usually 
little opportunity for the communities to contribute their own 
ideas, skills, experience and opinions. The agenda is set bv health 
professionals. 

2. The community-based health care model 

In the second approach, health issues are addressed on the basis of a 
broader understanding of what health is, and how to take care of it. 
These community-based health programmes are developed in the con
text of human dignity, development and total well-being. Action for 
health may therefore lead to plans for social action and holistic develop-
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ment. The community-based programmes recogniLe that people are 
alreadv taking care of their own health. All are facing daily challenges 
with the knowledge and resources they already possess. They contribute 
their knowledge and skills as well as their resources and labour. 
Power and decision-making within the programme are shared with the 
communi tv. 

The community-based process involves the community and external 
resource people interested in or working on health issues in discussions 
about their beliefs, behaviour and actions for health. Working as a 
partnership, the group is more likely to produce ideas which are both 
appropriate and effective. The community leads the way in analysing the 
problems and seeking solutions. The resource people support the neces
sary individual and collective action. The role of the resource people is 
not to take over responsibility but to help people achieve their planned 
action. Health workers have to remind themselves that they cannot 
ensure good health: they can only enable the people to pursue their own 
CAH. 

This approach respects the community's concept of health, which 
often goes beyond the western view. It is more likely to produce lasting 
changes in behaviour and lifestyle because people have discmsed the 
issues for themselves, defined their own priorities and come to their own 
conclusions about what is needed. Health professionals have to persuade 
people that empowerment may be preferable to being given health 
services as "charity". 

3. Popular action for social change 

In the third approach to community participation in action for health, 
the people acknowledge that diseases are not always caused by "germs"'. 
They become aware of the economic and social injustices that help 
to cause ill-health. They also plan their own programmes. This new 
awareness may move them a stage further, leading them to recognize 
that they need to plan and organize popular action for social change. 
This type of participatory action has come about as a result of a pro
gressive change in the understanding of the concept of health, which 
has come to be understood from the point of view of the community 
rather than that of the individual. The struggle for health becomes a 
struggle for social justice. Collective action undertaken by disadvantaged 
people challenges the unjust structures that perpetuate ill-health. For 
example, demonstrations against structural adjustment programmes 
remind the authorities of the effects of cuts in health and education 
budgets on the lives of the people. Collective action puts pressure on 
local and national authorities and industry to address people's health 
needs. 
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An emerging methodology for CIH 

In summary, it can be seen that, despite barriers which include profes
sional opposition, rigid top-down decision-making in the health sector, 
professional monopoly of health knowledge and inflexibility and reluc
tance to change in the health services, a methodology for CIH is begin
ning to emerge. 

The identification of principles for involvement, including emphasis on 
the process itself, the recognition of the need for balance between 
awareness creation and health activities and the necessity of building a 
local base, is a contribution to the methodology. Another contribution 
is the identification of activities, such as the creation of village health 
committees, the deployment of community health workers, the use of 
health campaigns, the convening of local meetings and discussions 
and the use of drama, dance, art and song, which promote and sustain 
these principles. A third contribution is the recognition in CAH of kt'y 
rlements of the process, which include the development of leadership, 
the enhancing of commitment, the building on people's capacities, 
and the creation of networks and of a critical mass of people to 
initiate and support CIH-type programmes. CAH has also contributed 
to a "dissection" of community health programmes, which has cate
gorized approaches and defined principles in this approach to health 
development. 

The case studies in this volume have identified a number of factors 
which must be considered in the development of a methodolot,')'. These 
include: 

• the importance of the national political context 
• the critical role of decentralization of health services 
• the need to clarifY definitions of terms and ol~jectives 
• the need for a minimum health infrastructure 
• the need for initial studies 
• the need to assess density of population 
• orientation of professional staff 
• identification of local organizations for participation 
• the role of community-level health workers 
• the need for monitoring and evaluation. 

A major contribution has also been made by the emerging methodology 
of people's participation in development. The latter has provided a 
language and concepts which are slowly beginning to change health care 
from the absolute domain of the health professional to one which 
involves those most affected by health care and health care service~. This 
methodology is still at a formative stage. It will be strengthened by the 
experiences and analysis of methods (tools) which have been devised 
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and applied to promote and support CIH. In the next section, some of 
these tools will be described and analysed. 

Qualitative methods for developing and supporting CIH 

As noted above, the growing body of experience in the whole area 
of participatory development has had an important influence on CIH. 
This influence can also be seen in the development and application of 
methods, which are the tools for applying a methodology. Tools for 
both participatory processes and CIH rely increasingly on qualltativP 
rather than quantitative research methods (quantitative methods show 
how much there is of a problem, while qualitative methods show 
what exists, and why). The shift to qualitative methods has not been 
easy in the field of health where, traditionally, professionals have asked 
"how many people have this problem?" rather than "why does this 
problem exist?". However, with growing experience supporting the 
use of qualitative methods, both to provide accurate information and 
to stimulate community participation, these methods are gaining 
legitimacy. 

With the acceptance of PHC as the basis for most governments' 
health policies, qualitative research methods became prominent in the 
planning and management of health care. Planners and managers con
cerned with the acceptance of health interventions and services have 
had to depend on information which is by nature less meaningful when 
quantified. This includes data about people's attitudes, beliefs and prac
tices, as well as their views about both the modern and the traditional 
health care sectors. In addition, as Patton (1990) emphasizes, qualitative 
methods are people-oriented methods. Because they are based on in
volving people in the information process, they have great potential for 
promoting the participatory process and CIH. Qualitative methods are 
used to identify how individuals and groups perceive the world around 
them and to identif}• different views of reality. They are used to examine 
the depth of a problem rather than its breadth. In the health field their 
use has been recognized because of the need for planners to understand 
how cultures, societies and people view both health itself and any inter
ventions which are being applied. They have been extensively used to 
investigate AIDS and to identify ways in which sexual behaviour might 
change in order to limit the spread of sexually transmitted diseases. 
Qualitative methods are used because they are flexible, focus on the 
process and are iterative. They have been applied to developing hypoth
eses, to preparing quantitative surveys particularly when little is known 
about the topic, to investigating and interpreting data fi·om sup;ey find
ings and examining topics which are sensitive and might profit from 
"brainstorming". 

Qualitative methods have their roots in the discipline of cultural 
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anthropology. Their scientific rigour and validity rest on the concept of 
triangulation. This means that data collected from one source is vali
dated or rejected bv checking with at least two other sources or methods. 
The ~ources include secondary data review, personal (often key infor
mant) semistructured interviews and researcher observations. Kev toob 
of qualitative methods are described below. 

Interviews 

Interyiews can be carried out either with individuals or with groups. 
Their purpose is to understand what the respondents perceive as their 
realitv. For this reason, semistructured interviews, that is interyiews 
which have a broad outline of topics but allow for the unexpected, are 
the best. Both group and indi\idual interviews can be used to explore a 
topic. Such a mixture enables planners to cross-check information as 
well as expand or examine ideas in depth. Focus group interviews. that 
is group interviews in which participants are fairly homogeneous and 
have shared experiences of the topic under discussion, have become 
increasingly popular. Used with other qualitative methods and types of 
interYiews, the: contribute important information. 

Observations 

Observations are undertaken at the same time as other investigations. 
They are done to confirm or question the information given by respon
dents in interviews and/or documents and to discover new information. 
In public health programmes, most observations are participant observa
tions, where the planner is involved with people rather than observing 
them without their knowledge. 

Use of secondary source materials (documents) 

Secondary source materials (documents) include both published and 
unpublished material. The latter often proves to be more difficult to 
find, but also more rewarding. Unpublished material includes govern
ment reports, health records, consultants' reports and unpublished uni
versity research. They often provide a good starting-point for further 
investigation. 

Contributions of rapid appraisal 

In recent years, in the wake of the development of rapid appraisal 
methods (see Box 6), an important new set of tools is being developed 
and applied. These are visualizations, where the information is recorded 
in diagrams and pictures. The result of this approach is that data collec-

138 



DEVELOPING A METHODOLOGY 

Rapid appraisal methodology 

Rap1d appra1sal IS a methodology used by development planners to gather 
relevant 1nformat1on about a set of problems 1n a short penod without a large 
expenditure of professional t1me and f1nances and w1th Involvement of com
munity members (WHO, 1988b). Although 1t 1s often used Interchangeably 
w1th the term "rap1d assessment", there are s1gn1f1cant differences between 
them Rap1d appra1sal emerged from the work and expenence of Robert 
Chambers and h1s colleagues at the Un1vers1ty of Sussex in the late 1970s, 
while rap1d assessments were developed by epidemiologists and anthropolo
gists 1n the f1eld of health and nutrition in the USA (Scnmshaw & Hurtado, 
1987, Scnmshaw & Gleason, 1992) Rap1d appraisal and its vanants rapid 
rural appra1sal, where ma1nly outs1ders obta1n and use information, and partiCI
patory rural appra1sal, where information is also collected and analysed by 
local people thus g1v1ng them ownership, differ from rap1d assessment 1n that 
they 

• use mult1disc1plinary teams 
• emphasize the involvement of commun1ty members 1n both Information 

collection and analys1s 
• highlight the appraisals as an 1terat1ve process (repeating methods to ga1n 

new understanding and building upon that understanding) to 1mprove 
plann1ng, rather than as merely an 1nformat1on collect1on exerc1se (Th1es & 
Grady, 1991; Chambers, 1994) 

tion is valued as a process in itself and not merely as a meam of obtaining 
information. It reflects the orientation of Korten (1980) who suggests 
that development activities have the greatest chance of success when 
they are seen as part of a learning process rather than as an administra
tive blueprint. For participatory processes and CIH. these developments 
have opened up new possibilities for involving people, particularly the 
poor and illiterate, in the information process and have created the right 
conditions for the empowennen t of these groups. De Koning & Martin's 
( 1996) study of the use of participatory research methods in health 
demonstrates the increasing use of qualitative and rapid appraisal tech
niques in the health field. Of particular importance are the appraisal 
techniques and various other methods that field workers can employ to 
create a picture of the communities in which they work. 

ll./>alth or well-bPing ranking allows the investigator to explore patterns 
of economic disparity by asking individuals to identif) proxy indicators 
of wealth in their communities and then identify households which 
display these indicators. Careful preparation is required. A list of house
holds in the community is compiled, and the name of the head of each 
household is written on a separate piece of paper or care!. The planning 
team identifies key informants and then asks what their perception of 
wealth is. The informant is then asked to sort the cards into piles of 
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wealth classes. These are then reviewed and changes are made if neces
sary. Finally, the informants are asked to identify the main features of the 
household's livelihood strategy. The ranking is cross-checked with other 
rankings from the same list and a final wealth rank list is compiled. 
The ranking tool has been used to identifY groups to be targeted for 
interventions. It has also been applied to the comparison of strategies for 
specific problems and to the assigning of priority to solutions to specific 
problems. 

Seasonal ralendan require respondents to describe the environment 
according to seasonal changes, and record these changes as illustrations. 
Religious and community ceremonies which occur at the same time 
every year can be used to cross-check them. Calendars can be drawn in 
a linear fashion to show a typical year and to compare between years, or 
they can be drawn in a circle. Local material such as stones or grain is 
used to show such occurrences as the amount of rainfall, food consump
tion, disease occurrences, prices, income and expenditures, debt, etc. 
This tool enables people to express their own understanding of the 
relationship between occurrences at certain times of the year. To local 
inhabitants, this representation often means more than government
produced statistics. 

Mntrires are tools which enable information to be ordered and struc
tured. They include problem-solving matrices and matrices used by 
researchers to analyse the decisions of local people concerning choices 
of, for example, crops, food preferences or health care. For example, 
interviewers ask local people to identify a class of objects (e.g. food 
crops) which are important to them; then the people are asked to name 
the most important object in the class. The good and bad characteristics 
of the object are elicited from the interviewee, who thus eventually 
comes up with a list of criteria for assessing the value of the object. This 
is placed on a matrix with the objects across the top and the criteria 
down the side. Matrices are often a diagrammatic representation of 
answers to direct questions about choices. "Best bets" matrices, for ex
ample, list alternative development strategies which are analysed accord
ing to the possibilities for successful implementation. 

NiaPJnng has been used in rural areas, with villagers creating their 
own maps in order to analyse the social and economic features of the 
place where they live. Local community members are asked to create an 
illustration of their environment. As many people are illiterate, this is 
often done with local materials such as sand, coloured soils, stones etc. 
A map can be used to identif)' spatial relationships and to locate poten
tial resources. It also can be used to explain how things work, to analyse 
changes in an area over time and to monitor changes related to a specific 
intervention. 

Tran.1Prf analyses are undertaken by key informants and the inter-
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viewers, who literally walk through the area of interest. The term 
"transect" applies both to the way the information is collected and to the 
way it is analysed. During these walks participants walk right across the 
area a number of times, from different starting-points, observe it, talk 
with residents and among themselves, identifY concerns and seek prob
lems and possible solutions. The information collected is then mapped 
onto a transect diagram which can be vertical, looped or sweeping. One 
advantage of this technique is that both residents and researchers 
often discover resources and practices they did not know existed. 

Visual aids have become more varied and more popular as the inter
est in rapid appraisal has grown. Particularly among communities with 
poor or no literacy skills, researchers have found these devices to be 
good tools for the exchange of information as well as for mutual recog
nition of perceptions and problems between themselves and their re
spondents. The techniques that have been described emerge from 
qualitative data gathered from the interaction between the researcher 
and the respondent. With the exploration of these techniques in partici
patory rural appraisal, there is an even greater effort to share the expe
rience between the collector and the informant(s). Because the 
approach is iterative, the technique used initially may be modified or 
replaced by a new technique. The use of these techniques is a learning 
experience as well as a way of collecting data. 

In the field of health, several rapid appraisals have been facilitated by 
WHO guidelines on participatory appraisal (Annett & Rifkin, 1995). The 
guidelines were designed as a tool to help district managers, originally in 
urban areas, to obtain quick, accurate and timely information and in
volve community leaders (key informants) in data collection and analy
sis. Using qualitative methods, the guidelines have helped planners and 
managers in both developed and developing countries to decide what 
information they need to plan district and local health programmes, 
how to get the information and how to analyse the information once it 
is collected. They have formed the basis of rapid appraisals in the United 
Kingdom (Ong, 1996), United Republic of Tanzania (Annett & Rifkin, 
1995), Bolivia (Secretaria Nacional de Salud, 1991), and Cameroon (de 
Koning & Eichmann, 1993). 

Fig. 2 is an illustration in pyramid form of the kinds and levels of 
information which can help health planners and managers at the district 
level structure information gathering. The basis of the information 
needs is the community, its organization, structure and capacity to play 
a role in health care and development. This initial analysis is then 
supported by information relating to the immediate context- physical, 
socioeconomic and disease profile - and then upwards through a third 
layer, before all the information is then taken into account in policy 
formulation. This information pyramid is a useful means by which a 
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Health policy 

Health and 
environmental Social services 

services 

Physical Socioeconomic Disease profile environment environment 

Community Community organization Community 
composition and structure capacity 

WH098348 

Fig. 2 Information pyramid 

rapid appraisal exercise can be structured and broken down into more 
manageable components; it can also help in assigning responsibilities 
for data and information collection. 

Assessing CIH 

A key element in the promotion of CIH is an assessment of community 
potential for inYolYement in health care and deYelopment actiYities at 
the district level. This is a crucial first stage of any community inYolve
ment process and should be conducted in a systematic way. To be 
effective, CIH will need understanding and support at the community 
level and it should not be assumed that all communities will be able to 
contribute effectively. Because communities are not always homoge
neous, it is important to understand their socioeconomic composition in 
order to assess the potential for commtmal activity and action. Rifkin et 
a!. ( 1988) suggested a series of five key zndicators which could be applied 
to COJllmunities at the district level in order to assess their potential for 
involvement, as follows: 

Need5 assessment 

• How were needs identified? 
• Did identification relate only to health service needs? 
• Was the community involved in needs identification and assessment? 
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• Did the assessment strengthen the role of a broad range of commu
ni tv members? 

LmdenhijJ 

• 
• 

• 

• 

V\l1ich groups does the leadership represent and how does it do so? 
Is the leadership paternalistic and/or dictatorial, limiting the 
prospects of wider participation for various groups in the 
community? 
How does the leadership respond to the needs of poor and 
marginalized people? 
Have most decisions by the leadership re~ulted in improvements for 
the m<~jority of the people, for elites only, or for the poor onlv? 

Orgrmi::.ation 

• 

• 

• 

Have new organizations been created to meet defined needs, or have 
the existing ones been used? 
Are the organizations flexible and able to respond to change, or are 
they rigid, fearing a change in control? 
V\'hat changes have taken place in the organizations since the intro
duction of health programmes, and do the changes benefit profes
sionals or community members? 

Re.1own' mobilization 

• 

• 

• 

What has the community contributed, and what percentage is this of 
the total programme costs? 
Have resources from the communitv been allocated for the support 
of parts of the programme which would otherwise be covered by 
government allocations? 
V\l10se interests are served by the mobilization and allocation of 
resources? 

Managemmt 

• 

• 

• 

• 

Are decisions solely in the hands of professionals, or are they made 
jointly with community members? 
Have the decision-making structures changed in fanmr of certain 
groups, and, if so, which groups? 
Have management structures expanded to broaden the decision
making groups? 
Has it been possible to integrate non-health needs? 

A ranking matrix for each indicator then has to be elaborated 
which will determine the scores and ranks assigned to describe each of 
the five categories. The findings also rely on visualizations to help make 
the various dimensions of the assessment more clear. 
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This method has already been used within national health services 
and systems in a number of countries, such as Nepal (Eichmann, Rifkin 
& Shrestha, 1989). Other examples came from Cameroon (de Koning & 
Eichmann, 1993), Indonesia (Nakamura & Siregar, 1996), the Philip
pines (Laleman & Annys, 1989), Sweden (Ejaras eta!., 1991) and the 
United Republic of Tanzania (Schmidt & Rifkin, 1996). This compre
hensive but manageable set of indicators should give an accurate picture 
of the level and the quality of community participation at the district 
level. It is important to note that the framework must be used from the 
very beginning of the health programme or project, so as to establish a 
very clear picture of the initial situation. The indicators should then be 
used over time to monitor changes in events and performance and to 
ensure that district health staff have an up-to-date understanding of the 
situation. It is essential to understand that the five process indicators 
must be monitored continuously and are not for one-off assessment. 

So far, this framework seems to have been used only with external 
support. The challenge remains to extend its use more widely within 
district health services. 

Comment 

The development of a methodology for CIH is just beginning. Obstacles 
that must be overcome include not only those which are inherent in the 
development of any new methodology, but also those inherent in the 
resistance of the health profession to community involvement in health 
care. Despite these problems, there is a growing interest in and support 
for methodological development, and it is clear that the foundations 
have been laid. One of the greatest challenges is how to translate the 
processes that create community participation into indicators for moni
toring and assessment. The experience so far suggests that, while certain 
conditions create an environment conductive to community involve
ment, not all these conditions need always to be present, nor do they 
take the same form in different environments. The health sector has, in 
theory, espoused the principles of CIH. However, in terms of methodol
ogy, health practice at the district level has yet to progress to the point of 
basing health 'development on general and popular involvement rather 
than on professional determination. 
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CHAPTER 7 

Concluding discussion 
Peter Oakley1 and Haile Mariam Kahssay2 

The balance sheet 

The early 1990s witnessed a continuing commitment on the part of 
governments, international deYelopment agencies and NGOs to the 
promotion of effective community participation across a wide spectrum 
of development activities. In 1990, for example, UNICEF undertook a 
review of the participatory approach with relation to its work (UNICEF, 
1990); in 1993 the OECD similarly undertook a detailed review of the 
concept with regard to its effectiveness in improving the work OECD 
supported (OECD, 1994) and in 1994 the World Bank issued a major 
statement on the importance of community participation to its work and 
incorporated a participatory approach into its loan operations (World 
Bank, 1994). The Forty-seventh World Health Assembly agreed on the 
need for a more action-oriented focus on community participation. It 
argued that more could be done to pool the energies and resources of 
communities with those of the formal sector and to bring about the 
behavioural change necessary to make community participation a real
ity. It concluded that effectiye community participation could transform 
heath care and delivery at the district level. 

V\1lere it has occurred, participation in the decision-making pro
cess and in determining how resources are allocated within the 
health sphere has also enhanced the public's sense of responsibil
ity for specific projects. It has also helped ensure that people's felt 
needs are covered and that the approaches taken are consistent 
with local social characteristics and preferences, while building on 
the important indigenous knowledge base and expertise which 
exists in every community (WHO, 1994a). 

In the 1990s the debate concerns the ways in which the fundamental 
paradigm of health care and health development needs to change. 
There has been a modification of the understanding of CIH which dates 
back to the mid-1980s, and which should be seen in the context of the 

1 Centre lor De\'clopmcnt Studic,, llnn·er,ity of W,\Je,, Swan,ea, Wale,. 
'V\'orld Health OrganiLation, Geneva, SwtiLerlancL 
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emerging agenda of health sector reform. The general tone of the 
statement is one of "partnership" between communities and formal 
health serYices, with the former assuming greater re~ponsibilities, both 
administrative and financial, for the maintenance and development of 
these services. Some might argue that this is an inappropriate direction. 
The recent past ba~ seen intense activity in the field of community 
involvement in ht .~lth development: a great deal of information, publi
cations, research and workshops have contributed to pushing the 
work forward. V\1Iat, then, have been the general outcomes of this 
activitv? In this respect, perhaps several areas of achievement should be 
emphasiLed. 

Achievements in CIH 

• In comparison with, for example, the early 1980s, there is now a 
more widespread awareness of and, although to a lesser extent, a 
commitment to the concept of people ha\ing both the right, and the 
knowledge and skill~. to plav a role in the health care and develop
ment of their bmilies and of the communities in which thev live. The 
reasons for and the arguments behind this situation han:· been 
looked at in Chapter 1. The language of "participation" has become 
common currency in the field of health development, as in other 
sectors, culminating in the notion of community action for health 
(CAH), which was discussed at the Technical Discus~ions of the 
World Health Assembly in 1994 (WHO, 1994a). M<~jor health policv
maker~ and professionals are likely to be at least aware of the concept 
of communitY involvement as it applie~ to the health field. Thi~ is a 
substantial achievement, even if there mav now be conflicting inter
pretations of what CIH means in practical terms at the health district 
level. 

• In parallel with the above and, probably often as a result of it, there 
has been a recognizable, although not great, advance in the practical 
understanding of the concept of community involvement and experi
mentation with it as a methodology for health development. The case 
studies in Chapters 2-4, the literature used in the other case ex
amples and WHO documents (1994a and 1994b) all attest to the fact 
that in many countries health services and different local groups are 
trving to make a practical reality of the concept of CIH. The literature 
on health care and development in the 1960s and 1970s, for instance, 
starklv contrasts with that of the 1980s and 1990s. The Alma-Ata 
Conference is largely responsible for the change, and its vision and 
me~~age appear to have been embraced at operational level, al
though senior administrators and policy-makers may still find the 
discourse uncomfortable. 

• CIH has also resulted in a wider understanding and interpretation of 
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issues related to health care and health development. It has "prised 
open" the health field, so long the unique preserve of the medical 
profession, and introduced, for example, political and sociological 
analysis. Better health can no longer be seen purely in medical terms: 
the reasons for poor health need a broader analysis. Similarly, CIH 
has demonstrated the relevance of terms such as "empowerment" in 
matters of health and suggests how powerlessness might be the root 
cause of poor health. The issue of power and health is now raised 
whenever people intend to find meaningful solutions to poor 
people's health problems. Furthermore, "equity", "solidarity" and 
"political framework", for instance, are terms which have entered the 
jargon of health development and attest to the growing influence of 
participatory approaches (WHO, 1995). 

• Doing more with less money: in the context of a substantial decline 
in the resources available for health and health services in the 
past decade, particularly in developing countries, there is the increas
ing suggestion that CIH can help health services to extract the 
maximum from the limited resources they have. While the notion of 
greater effectiveness in the use of resources has always been at the 
heart of the participation debate, the evidence for this assertion 
is not yet overwhelming. It could perhaps be argued that where 
health services have promoted CIH, this has led to wider health 
coverage with existing resources: however, this argument has yet to 
be proved. 

Problems facing CIH 

It would be wrong to assume that community involvement is now a 
widely accepted and implemented principle of health development. The 
debate, dating back to the 1980s, on the performance of primary health 
care as a strategy of ensuring minimum access to and availability of basic 
health services at the district level, remains inconclusive (Macdonald, 
1993). Community participation is a basic tenet ofPHC but some ques
tion whether the strategy has been widely and faithfully implemented. 
Werner (1993) and Werner & Sanders (1997), for example, have consis
tently criticized the failure to adhere to the Alma-Ata Declaration and to 
adopt PHC as a basic health strategy, with the resources necessary to 
make it effective. Thus, the impediments to the promotion of CIH 
remain formidable but not insuperable. 

• The concept of community involvement has always been subject to a 
wide range of interpretations and the absence of a common working 
underst~nding at the health district level can be one of its biggest 
weaknesses. Some interpret CIH in terms of a real transfer of author
ity and responsibility; others limit it to a form of sponsored collabo-
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ration with a built-in reward system. The former is the more authen
tic interpretation; the latter does little to build up long-term commu
nity skills and understanding of health development. Indeed it is in 
the area of interpretation that most unresolved debate lies. Earlier 
interpretations of CIH were couched in such terms as ''rights" and 
''ownership"; today, many see the concept more in terms of its useful
ness as a strategy for cost-recovery (Toonen, 1995). 

• Despite more extended coverage with community health workers, 
the building of health posts, national-level structures of "citizen par
ticipation" and the existence of many types of community organiza
tion, it is probably accurate to state that the vast m~ority of the 
world's people continue to haw little or no access to any kind of 
structure that might give them the opportunity to get inYOived. 
Cassels (1995) points to this crucial issue of access and argues the 
need to understand why, at the country level, access is denied to so 
many people. To date, there is little evidence that national health 
services are putting much effort into promoting the means of com
munity involvement. If a sound base already exists, CIH can begin to 
develop; if not, there is often little momentum for change. 

• Much has been written about the enormous and genuine problems 
which formal health services encounter in ti)'ing to come to terms 
with the implications of community involvement for their own man
agement structures, method of operations and training needs. The 
issue was discussed in detail by the V\'I-10 Study Group in 1989 
(V\'I-10, 1991) and the observations of that group are still valid. Many 
would argue that the fundamental obstacle to any redefining of the 
paradigm of health care and development lies in the entrenched 
thinking and practice of traditional health sen·ices. These sen•ices 
are still wary of local communities which seek to define health prob
lems, prioritize them and contribute to their solution. Zwi & Mills 
(1995) rightly point to the issue of accountability and the critical 
need to open up entrenched health services to allow representatives 
of local people to become involved. 

WHO's agenda for action 

Rifkin (1996) has questioned whether CIH has lived up to its early 
expectations. She affirms its critical importance for PHC and health 
development in the resource-poor countries of the world, but concludes 
that the lack of a "common frame" has reduced its impact upon national 
health sen•ices. But CIH is an evolving concept, and thinking and prac
tice will adapt to the overall political and economic climate in which 
health development takes place. The still-endemic nature of poverty in 
many parts of the world, the "different" perspectives on health and 
health development between "developed" and "less developed" coun-
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tries, the gulf between increasingly technologically driYen health care 
and indigenous practices and the hard demands of economics - these 
will all be issues which will influence the course of future health develop
ment strategies. In this respect, a number of relevant questions might 
help to determine this course (WHO, 1994a): 

• 

• 

• 

• 

• 

• 

How best to strengthen people's effective participation through, and 
as part of, the health-for-all strategy? 
How best to encourage the community to enter into a viable and 
sustainable partnership with the formal health sector? 
How best to facilitate the formal health sector's active involvement in 
enhancing community initiatives for health? 
How to ensure that development activities are viewed holistically, and 
health truly seen as one of the integral and essential components of 
the development process? 
How to "translate" scientific data into the type of information that 
can be used by the community in reaching technically valid decisions 
together with the health sector? 
How best to ensure that resources can be generated and sustained in 
support of community action for health? 

If the above questions were answered, it would substantially advance the 
cause of community action, since there still seems to be a need for a 
dynamic and radically different agenda addressing the health needs of 
the vast majority of the world's population and based upon strategies 
which seek to ensure the effective participation of communities. 

Health sector reform 

The above issues relating to CIH are relevant to the ongoing debate on 
health sector reform. Changes in people's health and in the patterns of 
disease, political changes favouring decentralization, the ever-increasing 
cost and the ever-diminishing prospect of universal access to health care, 
combined with increasing economic pressures, are all critical elements. 
Against this background, the future is neither clear nor certain. Strate
gies for health sector reform vary from country to country. However, 
a number of common elements have emerged. The role of government 
has tended to change from that of a provider of health services to that 
of a regulator; health could be seen in economic terms as a commodity 
whose supply and quality depends upon the financial resources of the 
"consumer". However, there is evidence that health service decentraliza
tion programmes lack adequate resources, are rarely supported by 
appropriate research and usually fail to meet their stated objectives 
(Bossert, 1996). Nevertheless, the decentralization of government health 
services is seen as critical to improving efficiency and to ensuring that 
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services respond to local health needs and conditions. There has been 
major debate on the roles of the public and private sectors in health 
care. In most countries, the state, despite its inefficiency, remains the 
only credible provider of the basic services required by millions. Thus, 
new ways of financing health care and services will be crucial, given the 
changing role of government. While the policy options will vary depend
ing on the country context, debate has focused on usa charges. The 
alternatives appear to be either a charge at the time of treatment, a pre
payment system or some form of collective community financing of 
health services. The question of charges not only raises issues such as 
"equity", but has in the past undermined broader and more active 
approaches to CIH, and reduced community participation to an exercise 
in cost recovery. 

In a major review of the health sector in 1993, the World Bank 
suggested that there were three main lines of action for governments 
(World Bank, 1993): 

• Foster an enabling environment for households to improve their health: this 
includes economic growth policies which it is hoped will result in 
more direct income for the poor and greater investment in education 
and public health activities and policies designed both to recognize 
and to strengthen women's position and role in health development. 
In low-income countries in particular, the emphasis upon the need 
for widespread involvement in education is underlined in order to 
increase the potential of the population both to respond to, and 
to take some lead in, policies of economic growth. Economically 
sounder communities and families will be better able to take some 
financial responsibility for their health needs. 

• Improve government spending in health, both in terms of the manage
ment of public health services and the provision of essential clinical 
services to the poor. In recognition of the immediate health needs of 
the majority of the people of most developing countries, this im
provement would also include a reduction in government expendi
ture on such things as tertiary care facilities and specialist training. 
Finally, there is the recommendation that more government spend
ing should be allocated to public health where, it is suggested, the 
greatest health development impact could be made. 

• Facilitate the involvement of the private sector in health care delivery, making 
use of incentives such as privatization of health services, cost-recovery for 
services and the extension of national or private health insurance 
schemes. It is argued that community financing, in the form of user 
charges and prepaid insurance schemes, is the only viable solution to 
the problem of providing sustainable health services to huge popula
tions in resource-poor countries. In this respect the Bamako Initia
tive, which was launched in 1988 and which seeks to capture, for the 
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public sector, resources that people have to spend on health, is being 
studied with interest (UNICEF, 1990). 

Clearly, health sector reform is a complex debate which already puts 
pressure upon national health services to respond. In particular, there 
are concerns about placing the burden of health care costs on the 
shoulders of the poor, the consequences of increasing privatization of 
health services and the implication that reduced government spending, 
as a result of adjustment policies, could lead to a narrower- i.e. more 
selective - approach to health care. Strategies appropriate to more 
developed countries may be inappropriate in less developed ones. While 
the overwhelming cost of health care provision may be the issue in one 
country, in another it may be more availability and access. Although such 
reforms as those mentioned above are rooted in the efficient use of 
economic resources, it is unclear in what ways people are seen as a basic 
resource in them. 

In these reforms "health" ceases to be seen as an intrinsic right, but 
instead becomes more like a consumer good for those who can afford it. 
On the other hand, health as a "right" emphasizes access and the 
development of appropriate health services on the basis of people's 
involvement. Technocratic proposals for health sector reform seem to 
address the problems associated with increasing demand for increas
ingly expensive health care in more developed countries, but their 
relevance to the health needs of the majority of the world's population 
is questionable. Issues such as "prevention", ''equity", "access" and 
"affordability" are still very relevant to health sector reform in a lot of 
countries, and these are issues that may not be appropriately handled by 
market mechanisms. 

Whither CIH? 

The above reform proposals need to be judged against the ovetwhelm
ing inability of desperately poor peoples, in particular in the least 
developed countries, to pay for their health sen~ce needs over and above 
the taxes they pay to their governments. It is difficult to see the link 
between these proposals and the realities of the largely non-monetized 
economies in which half the world's population lives. Privatization, cost
recovery and insurance are biased towards curative care; the health 
needs of most of the world are still concerned with prevention and 
public health. 

In this latter scenario, the concept of community itH"olvement re
mains valid, and it could be argued that, in its original conception, it is 
still a viable strategy for bringing health sen·ices to, and promoting 
better health among, the world's population. CIH essentially sees people 
as a resource for, and not merely as users of, health services; the current 
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proposals for health reform tend to see health care in purely economic 
terms. Furthermore, health development is not concerned merely with 
trying to provide economically sustainable curative services; it ha~ a 
much wider remit and it is concerned with the health of people and how 
they can contribute to health development. In particular, CIH can help 
promote a number of key concepts which should be important in any 
concept of health reform: 

• Equity of distribution in the prov1s10n of health care is, given the 
inherent divisions in any social structure, almost an impossibility. 
However, CIH offers the best opportunity to begin to redress what, in 
many countries, is a marked imbalance. Market forces alone, by their 
very definition, will be much less responsive to issues of equity. Walt 
( 1994), for example, has noted the increasing role of special-interest 
groups in securing access to and influencing health sen·ice policy, 
thus skewing such services even further in favour of the more politi
cally and economically powerful. 

• The mobilization of wpport and resources both to sustain and to 
extend the coverage of basic health sen·ices; remarkably. some 
suggestions for reform seem to overlook this in their concern to get 
the professional health structure functioning better. If proposals for 
health reform addressed the issue from the opposite perspective, a 
more balanced (and realistic) set of proposals might be established. 
V\'hile nobody argues about the need for economic efficiency and 
effectiveness, there is much debate about whether they can be only 
professionally led. In this respect, the pioneering work ofPAHO in its 
promotion of the concept of co-management at the district health 
level (SILOS) is providing invaluable insights into effective commu
nity participation (PAHO, 1994). 

• The creation of communi[_~· will and values to decide what is important 
in health development. Such concepts are both qualitative and frus
tratingly unrigorous but, even so, they offer an antidote to the poten
tial lack of values of exclusively market-led and professionally led 
health services. ·whatever the context, it is probable that most people 
have an explanation for poor health and views on what needs to be 
done; involving people will promote good health as an important 
value and will show that people can at least try to do something 
about it. 

• The integration of health into the other areas of development work 
which are also important to people. The concept of community 
im"Olvement is not unique to the health sector; it has emerged as a 
fundamental principle of much development activity. The more 
widely it is adopted in development work, the greater the prospects of 
revolutionizing entrenched methodologies of project invention. 
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At the time ofthe late 1990s, the health sector risks reverting to a disease
based, technical and positivist approach to health care and develop
ment. V\'hereas community involvement is increasingly influential in 
other development sectors, in the health sector it has not made a break
through with regard to national systems and policy-makers. However, 
there is strong evidence that when local communities have a sense of 
ownership of a development initiative, it has a greater chance of making 
an impact. For this reason, community involvement in health should be 
accepted as a key principle of any proposal for health sector reform. Its 
achievements to date have been solid if unspectacular; the difficulties 
of implementation are increasingly well understood. CIH as a vision, a 
guiding principle and a strategy has earned its place in debates on the 
future of health care and development. Good health is a basic human 
right, and community involvement is a basic prerequisite for ensuring 
that poor people have the chance to enjoy this right. 

In a review of primary health care, Werner & Sanders (1997) under
scored the importance of community participation. They concluded that 
the relative success of health programmes and policies which maintain a 
community-oriented approach, and the failure of those which do not, 
highlights the importance of community participation in attaining 
health for all. 
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