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PREFACE This document has been prepared for the Technical 
Discussions on Community Action for Health. It is 
primarily intended to facilitate the discussions of the 
three working groups that will be formed within the 
framework of the Technical Discussions, and is designed 
to provide information on a selected number of issues 
which are relevant to the overall theme of Community 
Action for Health. The issues covered in the document 
should help participants in their deliberations and may 
contribute to new thinking on the subject. The paper is 
thus not intended to be an exhaustive overview of the 
subject, nor is it intended to provide a definitive set of 
proposals for action. 

The paper also includes a number of selected case studies 
of projects underway in all the W H O regions. The case 
studies have been interspersed throughout the docu-
ment, and wherever possible may help to illustrate the 
text. Lengthier descriptions of these and other case 
studies are being prepared for inclusion in the final 
report of the Technical Discussions. 
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INTRODUCTION �Community Action for Health implies a 
significant change in approach for both com-
munities and ¿fovernment.yy 

aA genuine partnership between the health 
system and the community has yet to evolve 
in many countries•” 
WHO Director-General, Dr H. Nakajima 
Implementation of the global strategy for Health for All by the Year 2000: second 
evaluation: Eighth report on the world health situation, Geneva, Wor ld Health 
Organization, 1993 

The involvement of communities in their own health 
care is neither a new concept nor a new practice. People, 
either as individuals or as members of communities, have 
inevitably always taken steps to meet their needs in the 
areas of food, shelter, safety and health. 

The approaches taken by different communities and 
countries have often varied considerably, however. At 
times, they have reflected current knowledge and local 
concepts of the cause of the problem. At others, they 
have been influenced primarily by perceptions of what 
might constitute appropriate interventions. They have 
also been affected by the extent of locally available 
resources or those forthcoming from government and 
other sources. Invariably they have been determined by 
the type of relationship that existed between the commu-
nity and the formal health system. 

Today, some sixteen years after Alma Ata, the concept of 
community action is receiving greater interest and 
support than ever before. Governments, communities 
and nongovernmental organizations (NGOs) are explor-
ing the possibility of creating innovative types of partner-
ships for health which could contribute to making the 
goal of “health for all” a reality. 



A47/TECHNICAL DISCUSSIONS/} 5868 

EMERGENCE OF At one time or another, most countries have alluded to 
TU F 广ПК1 广 FDT the

 c o n c e
P

t
 community action in planning their 

I ПЕ w n v C r I health systems. In 1846, for example, the American 
health reformer Lemuel Shattuck stated, in what was to 
become a highly influential report, that

 w
it behooves 

every individual citizen to seek out and remove every 
removable cause of disease and death, in whatever 
section of the city, under whatever circumstances, and 
among whatever class of citizens, it may appear.” Along 
somewhat similar lines, in 1946, India's Health Survey 
and Development Committee, under the leadership of 
Sir Joseph Bhore, recommended that for health care to 
become accessible to all people a greater and more active 
involvement of community was required.* 

In 1977 the World Health Assembly resolution on 
^Health for all by the year 2000”，and then in 1978 the 
Declaration of Alma Ata, called for international com-
mitment to involving the public in the design, choice 
and delivery of health care and specific interventions. 
More recently, the United Nations Conference on 
Environment and Development, held in Rio de Janeiro 
in 1992, stressed that safeguarding the natural environ-
ment through actions for sustainable development serves 
human health needs; it also emphasized that equity and 
participation should form the basis on which planning 
and action in this area can be built. 

O n the whole, however, the theme of community action 
in health has met with a mixed response and despite the 
many instances of expressed interest, it has rarely been 
vigorously taken up at a central level or been systemati-
cally translated into broad national action. The few 
examples of practical application of the concept of 
community action have remained sporadic, limited in 
scope and not easily sustained. 

O n the whole, policy-makers and health care providers 
appear to have remained sceptical about the benefits of 
the community engaging itself in health care activities. 
They have been even more hesitant about the 
community's role in defining health problems, prioritiz-
ing them and contributing to their solution. 

* Report of the Health Survey 3nd Development Committee, Vol. 1, Published by Manager 
of Publications, Delhi, Printed by Manager, Government of India Press, Calcutta 
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Most governments have maintained the position that 
health and health care is best handled at a central level 
and that health care is a public service that can be 
delivered to the people only by professionally trained 
staff. Philosophies and approaches such as these have 
limited opportunities for community action for health 
and governments have not felt the need to encourage or 
facilitate greater community participation in the planning 
and implementation of health care. 

Health care has continued to be seen as essentially a 
question of medical care and has accordingly beeen 
entrusted to trained health professionals, with only 
limited involvement of community groups and the lay 
public. Meanwhile the rapid growth in, and complexity 
of, scientific knowledge and medical technology during 
the 20th century has even further justified the greater 
specialization of health care within the framework of 
medicine. This, in turn, has served to concentrate 
decision-making for health within the medical profession 
and has contributed to a partial rejection of non-profes-
sional involvement in health matters. 

This "distance" between the lay public and the decision-
making process in health matters has grown and become 
more problematic. For while on the one hand, health 
care has become increasingly political, costly and admin-
istratively complex, there has also been a growth in 
expectations and in the capacity of the public to express 
itself in this area, especially when dissatisfied with exist-
ing approaches. 

This development has not been lost on health planners 
whose appreciation of the role of the community has also 
changed. They realize that the character and distribution 
of health and disease patterns have changed dramatically 
in the last fifty years so that different approaches are now 
needed in the prevention and the treatment of disease 
and in the allocation of resources. In industrialized 
countries, noncommunicable diseases such as diabetes, 
coronary artery disease and cancer, as well as injuries 
caused by accidents and violence have increased and 
become far more significant than the communicable 
diseases that were major causes of morbidity and mortal-
ity and around which health services were traditionally 
structured. The need for new approaches, especially 
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community-based ones, has been also highlighted by the 
rapid spread of H I V / A I D S in both developing and 
developed countries. 

In developing countries, where poverty-related commu-
nicable diseases have still not been effectively controlled, 
new health problems related to life-style and living 
conditions are now becoming more prominent. Many of 
these emerging health conditions are not amenable to 
the curative care that is currently available, and tend to 
become chronic and costly. 

LOSANCiLES 

In response to the growing problemofviolenœand intentional injuries, the Los Angeles County 
Health Department Injury Prevention and Control Project established a Violence Prewntion 
Coalition in 1991. The coal ition brings together a broad mix of people and professional groups, 
including representatives of the lay community, local business, medical professionals, 
enforcement officiais, NGOs, the academic community, schools. 

The Coalition was created out oí a mutual belief that the current level of violence and resulting 
health problems in Los Angeles are unacceptable, and that the subject of violence must be 
broughtifitoavrélef perspeclive that engagesthecoflimunitymoreactiveiyinfeprevention. The 
purpose and activities of We Coalition include: 
• tracking and sponsoring legislation; 
• investigating the media's role in violence; 
• identi^ing curriculum being used by schools; 
• investigating the effect of violence on the schools; 
• establishing a comprehensive educational campaign about the effect of violence on the 

community; 
• exploring community resources and programmes; 
• developing interactions between community based organizations. 

As part of the project, community members are now engaged in measuring the magnitude and 
type o{ violence that occurs around them, and are developing and promoting activities and 
programmes specifically designed to respond to these problems. Using the talents and 
expertise of the various disciplines represented in the Coalilion, steps are also under way to 
evaluate the effectiveness of prevention programmes and to develop initiatives that will reduce 
the intact of violence on individuals and families. A sefies of public debates and workshops 
has been put into motion and regular injury prévention talks are given at local schools and 
workplam. Alr^riy there are indications that as a result of the Coaíítion's шгк , sensitivity to, 
and awareness of, the implications of violence have risen considerably in the local community. 
Source： ComrminicSion from Or Billie Weiss. Director of the Injury Prevertion and Control Proiect, County ol Los 
Angeles, Oepartmeirt of Heatlti Services 
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At the same time, there is a growing understanding that 
many if not most of these problems could be prevented 
through greater public health emphasis on behavioural 
change and community-based support for action at the 
level of the individual. Such approaches call for a new 

of partnership between the community and the 
al health sector. 

Parallelling many of these changes, governments and the 
people in both developing and developed countries have 
seen the costs of medical care spiral. For as the technol-
ogy of modern care has become more sophisticated and 
complex, it has also become more expensive and the task 
of providing good-quality tertiary care to all people has 

MALAWI 

in 1990 a village primary health care committee in Malawi received a special $5000 grant from 
WHO. Using this, it was able to achieve an extensive impact by finding creative ways to 
"re-cycle" the money in several health related domains. With technical assistance from the 
district primary health care technical committee, Mlambe Mission Hospital and the Chileka 
Health Center, the village primary health care committee had already identified child health and 
illiteracy as priorities and had begun an extensive growth monitoring of under fives, was 
conducting functional literacy courses, and had begun construction for an under 5 clinic. 

With the $5000 the primafy health care committee not only completed and furnished the clinic, 
buttheyalso builta birth clinic. They then invested in poultry asan additional income generating 
activity and used the meat and eggs as food supplements for feeding malnourished children. 
They established a successful drug revolving fund for the freatment ol malaria and diarrhoea, 
and built and maintained two protected wells. 

Over the course of the period covered by ttiese activities a reduction in child malnutrition has 
been observed in Puli village and in some ol the neighbouring villages. Diarrhoea is no longer 
a serious problem and eye infections have decreased. Imrnuniation coverage has reached 
nearly 100%, and the number of supervised deliveries has increased. Future plans of 丨he Puli 
village primary health carecommittee include the production of slabs for pit latrines, protecting 
more v^lls, maintaining a woodlot for fuel and extending functional literacy to men. 

The Village Health Committee is composed of 11 women and 9 men including the Chief, the 
Traditional Birth Attendant and several health volunteers. Capital funds are kept for the village 
by the district commissioner, but receipts from income generating activities are retained by the 
villagetreasurer and expended by the village ChairmanJhisinffiative appears to be sustainable 
based on the successsful "re-cycling" of funds, participaiory management and diversification 
ot undertakings. The major lesson learnt here is that a little money can go far if motivation and 
management are assured. 
Source: WHO. Regional Office for Africa 
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become increasingly difficult. Even in developed coun-
tries, many social groups now have less access to quality 
health care than they did twenty years ago. Finding 
alternative methods of meeting many of their health 
needs, and especially preventing chronic and major 
health problems has therefore become a priority for all 
governments. 

The weight of growing health care costs has inevitably 
been felt by the poor in industrialized countries and 
most people in developing countries. Often lacking 
insurance and social security coverage, they have usually 
been unable to benefit from the progress that has been 
achieved in modern medical technology. 

The concentration of the poor in urban areas has made 
this problem both more noticeable and, at the same 
time, more difficult to address. For while the gathering 
of people in given areas offers advantages for outreach, 
the urban health systems of most countries were not 
designed to cope with such large populations and few 
can increase their capacity to do so through existing 
infrastructures. 

A number of social and political changes have meanwhile 
made the public more aware of its right to participate in 
the health development process. Improvements in the 
education of people everywhere have coincided with a 
greater exposure to communication networks that 
constantly difRise new ideas and values about standards 
of living, and often quality of life. As a result the public 
and, in particular, public interest groups feel more 
confident about the contributions that they can offer and 
far more able to take up technical and political issues and 
provide guidance on what options should be pursued. 

In many situations the involvement of the community 
has been spurred by the fact that expressions of concern 
about health care services have remained unanswered. 
Gradually, special health interest groups have emerged 
which, although originally intended to represent special 
concerns and problems, have gone on to mobilize funds 
and technical expertise in areas such as muscular dystro-
phy, cancer, tuberculosis and other diseases which they 
felt were not receiving adequate attention. With time, 
these groups have begun to provide technical direction 
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to researchers and policy-makers, and in so doing have 
begun to set an agenda for partnerships based on mutual 
respect between the community and the formal health 
sector. 

Thus, the urgent need for community action for health 
arises from a combination of factors. O n the one hand, 
the community has gradually come to realize its need 
and responsibility to assume a greater share of the 
initiative for its own health care. O n the other hand, 
there has been a growing awareness among health care 
decision-makers that without community action, much-
needed behavioural changes will not occur and opportu-
nities to prevent major causes of mortality and morbidity 
will be missed. 

At the same rime there has been a growing recognition 
that much more can be achieved by pooling the energies 
of the community with those of the formal sector and 
that it may even be possible to reduce the overall costs of 
services. At another level, community participation in the 
development of health-related action has been seen as 
having an intrinsic value for participants themselves and 
as providing an important catalytic base from which 
further development efforts can emerge. 

Where it has occurred, participation in the decision-
making process and in determining how resources are 
allocated within the health sphere has also enhanced the 
public's sense of responsibility 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. 
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PHILOSOPHICAL 
UNDERPINNING 

ccTo address health in a meaningful wayy we 
must start by redefining what health is and 
considering the relationship between wellness 
and the key components of our living and 
working environments. ̂  
“In many cases, solutions to our health chai-
lenses can be mounted at the local level, with 
people and communities taking the lead....It 
is within communities where collaboration 
can occur most effectively, where resources can 
be pooled most ejficiently’ and where the re-
sults of positive action and change are most 
manifestly recognised.” 
US National Civil League, Health Community Handbook, 1993 

Interest in community action has come about as a result 
of a variety of factors. First of all, there has been a 
growing realization that the involvement of the commu-
nity in health matters is essential for reasons of both 
efficacy and impact. Secondly, major changes have 
occurred in political philosophy and practice which have 
favoured community action, making it both more 
feasible and “legitimate”. 

O f the many factors that have enhanced community 
action, the move towards

 a
democratization

w
 in national 

and local government has probably been one of the more 
important. The process has been evident in most parts of 
the world, and in many it has been quickly translated 
into both reform of the political system and program-
matic action. 

Underpinning many of these reforms and changes has 
been the post-colonial recognition of the right of all 
peoples to self-determination. Building on the indepen-
dence movements of the 1950s' it has continued since 
then and given rise to phenomena such as the move-
ments for civil rights in the United States of America and 
against apartheid elsewhere, and to the growing political 
legitimation of special interest groups including those 
concerned with the elderly, the handicapped and people 
of same sex preference. Recognition of the right of all 
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people to pursue their self-development and well-being 
has been a central and dominant theme within all these 
movements. 

In parallel, and growing from similar historical and 
philosophical roots, has been an increasing concern for 
the principles and defence of human rights and dignity. 
Even though cultural differences still exist with respect 
to how these principles should be interpreted and 
implemented, they have received more attention during 
the past two decades than ever before. Indeed, it is now 
questioned whether there is any possibility of making 
real advances in social development where human rights 
are not respected. 

World opinion has also been influenced by recent events 
such as the Rio Declaration on Environment and Devel-
opment and in particular, Principle 1 of the Declaration, 
which enshrines the concept that human beings are at 
the centre of concerns for sustainable development and 
are entitled to a healthy and productive life in harmony 
with nature. 

Everywhere in the world there have also been signs that 
governments are becoming more willing to decentralize 
their national administrations. This gradual change in 
attitude has been prompted in part by the increasing 
costs of maintaining centralized bureaucracies, but at the 
same rime there has also been an acknowledgement of 
the need to “tailor” policies and programmes to the 
characteristics and requirements of regions, districts and 
communities. 

Another important and related ingredient has been the 
growing realization that highly centralized systems, and 
especially authoritarian ones, are incompatible with most 
of the opportunities that present themselves for social 
development. Many of these systems have proved 
insufficiently flexible to meet the challenge of emerging 
social needs and have been incapable of fostering the 
internal spontaneity required to adapt to current interna-
tional economic and political conditions. 

Meanwhile the growing complexity of society has 
highlighted the special health problems of women, the 
elderly, the poor, refugees and displaced persons and 
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other marginalized groups, all of which have tended to 
be neglected by both health and social services. In recent 
years these groups have won greater recognition and 
become more socially and politically active. Their views 
have done much to broaden the panorama of political 
interest and options to which community action initia-
tives can respond. 

Many of these changes have occurred against a backdrop 
of economic growth which has become more region-
specific and has favoured some countries more than 
others. The gap between developing and developed 
societies has become even wider, as has the difference 
between rich and poor people in most nations. Even in 
highly industrialized and economically developed coun-
tries, the numbers of people affected by poverty have 
risen. The growing evidence of this gap and its implica-
tions for future global development has motivated 
greater international commitment to enhancing the 
social integration of all people and reducing the impact 
of poverty. 

Reaching the poor and others w h o have traditionally 
been underserved, whether in inner city and perturban 
slums or elsewhere, nevertheless poses a number of 
sociocultural and logistical difficulties. It is now evident 
that many of these difficulties can only be overcome if 
and where there is active involvement of the people most 
concerned. 

Just as important as this recognition of how to overcome 
the problem of coverage, however, has been the growing 
political acknowledgement of the existence and social 
presence of these different groups, and the philosophical 
commitment to a world order in which they all have a 
right to participate. These changes in political and 
philosophical thinking have had profound implications 
for how health and social development is approached, 
and the idea of popular involvement has become more 
pertinent than ever before. 

In this regard there has been a growing acceptance of 
the role and contribution of nongovernmental groups in 
health development. For a long time marginalized to a 
secondary position in the health arena, N G O s have n o w 
become increasingly incorporated into health activities 
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and their potential as partners is being built on by health 
and social sectors alike. Part of the reason for this evolu-
tion in attitude has been the demonstrated technical 
competence and political acumen of many of these 
groups, as well as their ability to mobilize and represent 
community interests. 

In line with these various social developments, and the 
greater involvement of NGOs, has been the emergence 
of the concept of “partnership” in health and develop-
ment. A reflection of the need for other sectors to 
participate in health matters, the concept of partnership 
has also signalled the fact that sharing of responsibility 
with communities deserves to be seen in a broader light, 
with all parties pooling their respective resources to 
achieve commonly agreed upon goals. 

Throughout much of the world this growing acceptance 
of the responsibility that communities, N G O s and others 
can and should share in health development has coin-
cided with the tendency to demystify medicine and has 
reflected a desire to incorporate the empirical/indig-
enous knowledge and expertise found in many commu-
nities. There is a feeling that contemporary public health, 
by building on those resources, could begin to close the 
gap that now exist between the professional and the 
public worlds. 



A47/TECHNICAL DISCUSSIONS/} 13 

CHANOINO “It [community health] cannot be attained 
CONCEPTS AND unt“ individual has learnt to realize that 

R FÀ • ITI F《neÍ0bbouv，s health is a matter of as much 
concern to himself as his owny that it is his 
own effort which must help to decide the health 
pattern of the community circle in which he 
lives and that only a combined co-operative 
endeavour on the part of all workers in the 
many fields of activity in that circle can yield 
results that are worth achieving.” 
Report of the Health Survey and Development Committee, Vol. 1, Published by 
the Manager of Publications, Delhi, printed by the Manager of India Press, 
Calcutta, 1946 

The involvement of communities in programmes rel-
evant to their own development is not unique to the 
health sector. M u c h the same is occurring in other social 
sectors, where it has already been effective in bringing 
about policy reform, better planning, and a more egali-
tarian allocation of resources. Nor, as was indicated 
above, is the practice of community involvement new; it 
has occurred throughout history. 

Nevertheless, important changes have recently come 
about in the way in which the role of the community is 
regarded. These changes, together with the terminology 
used to refer to the role of the community in develop-
ment covered, in a 1989 W H O publication which 
explored the different concepts, some of the reasons that 
have contributed to their evolution, and their implica-
tions.* They are summarized below. 

COMMUNITY PARTICIPATION 

T o date the term “community participation” has been 
used primarily to refer to the “means” by which commu-
nities have played a role in health development; it has 
covered processes such as mobilizing and using the 
economic and social resources of a community in order 
to achieve pre-determined targets. In this sense, the 

•Oakley, P., Community Involvement in Health Development. An Examination of the 
C r i t i c a l Issues, Geneva, WHO, 1989 
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results of community participation have often been 
perceived as being more important than the process of 
participation in itself. 

Participation, however, no matter how and why it is 
mobilized, often leads indirectly to improvements in the 
relationship between the community and the formal 
sector. In many parts of the world, for example, environ-
mental and health benefits have accrued from commu-
nity participation initiatives even when this participation 
has assumed a “passive” form. This has been especially so 
when the activities that have been generated have been 
consistent with local views on needs and desired out-
comes. 

W h e n participation is seen as an end in itself, on the 
other hand, the active input of the community is called 
for from beginning to end and not simply in terms of 
providing resources. Participation as an end in itself has 
been actively promoted in a number of projects, and 
where it has actually occurred, participation has often 
taken on a life of its own and served to enhance the self-
confidence of the community. This, together with the 
emergence of a sense of c o m m o n purpose, has helped 
provide a context in which other health development 
interventions could be initiated. 

V I F T N A M 

is à village m a mountainous area of Ha Son Bînh Pro 
itiûn ofabout 3000. It has a district hospital, a commu 

"Да! Chau suffered from a lack of reliable, adequa 
of water were a small, polluted and intermittent stream and targ 
metres, which also dried 叩 periodically. 

ince in Vîet 
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watef. The only sources 
Is dug to a depth of 30 
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MARGINAL, SUBJTANTIVE AND STRUCTURAL PARTICIPATION 
Participation can be characterized in terms of three 
stages: marginal, substantive and structural (WHO, 
1989). In marginal participation, community input is 
“limited and transitory and has little direct influence on 
the outcome of the development activity”. Substantive 
participation is characterized by the community being 
actively involved in determining priorities and carrying 
out activities, even though the mechanisms for these 
activities may be externally controlled. In structural 
participation, the community is involved as an integral 
part of the project and its participation becomes the 
ideological basis for the project itself. In this latter case, 
the community plays an active and direct part in all 
aspects of the development process and has the power to 
ensure that its opinions are taken into account. 

SPONTANEOUS, INDUCED OR COMPULSORY PARTICIPATION 
Experience has also demonstrated that participation can 
be characterized as spontaneous, induced or compulsory. 
In general, "spontaneous" participation refers to local 
initiatives which have little or no external support and 
which, from the very beginning, have the power to be 
self-sustaining. “Induced” participation, which appears 
to be more common, results from initiatives which are 
external to the community and which seek community 
support or endorsement for already defined plans or 
projects. “Compulsory” participation usually implies that 
people are mobilized or organized to undertake activities 
in which they have had little or no say, and over which 
they have no control. 

COOPERATION AND POWER SHARING 
Participation can also be classified on the basis of 
whether government is actively seeking cooperation or 
wishes to promote power sharing. Where cooperation is 
sought, people are usually granted the right to receive 
information, to protest, to make suggestions and to be 
consulted before decisions are implemented. In power 
sharing, the community is understood to have the right 
to share in all decision-making and has the power to veto 
ideas that are not in line with its own objectives. 
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COMMUNITY INVOLVEMENT 

The concept of community “involvement” in health has 
evolved from a range of experience accumulated over 
time. The difference between involvement and participa-
tion is perhaps more one of breadth than anything else. 
Community involvement is defined as “".a process in 
which partnership is established between government 
and local communities in planning, implementation and 
utilization of health activities in order to benefit from 
increased local self-reliance and social control over the 
infrastructure and technology of primary health care” 
and as “".a process whereby communities, families and 
individuals assume responsibility for their own health and 
welfare, and develop the capacity to contribute to their 
own development and that of the community". 

Community involvement clearly presents a broader 
concept than participation, especially in the way the role 
of the community is seen vis-à-vis government and the 
development process. It is none the less susceptible to 
the criticism that, while bringing into focus the notion of 
partnership between the formal health sector and the 
community, the relationship is still biased in favour of a 
government or public sector point of view. 

COMMUNITY ACTION FOR HEALTH 

The increasing popularity of the term “community 
action for health" responds to many of the conceptual 
and operational limitations inherent in the term "com-
munity involvement”. Not only does it imply a partner-
ship between the community and the health sector, but 
it goes further and also denotes a pro-active role for the 
community and the implicit objective and obligation of 
the formal sector to share power rather than merely to 
foster cooperation. In the context of community action 
for health the community is an agent for health and 
development rather than a passive beneficiary of health 
and development programmes. 

EXTERNAL OR INTERNAL FORCES 
Ideally, community action for health arises from within 
the community itself, and is then essentially run and 
supervised by the community using community-gener-
ated resources, with collaboration from the formal sector 
in the form of technical and financial support as and 
when required. Examples of this kind of venture are few, 
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PHILIPPINES 

The smallest political uniî in the Philippines is called a "barangaf. Each of these units has a 
population of approximately 5Ш0 people with a barangay captain as head, chairing a council 
of 12 members. The City of Manila has over 900 barangays of which 248 are considered to be 
underserved in terms of health services. All are in low-income slum areas. 
tn 1982, one of these d^ressed barangays in the district of Pandacan, Manila, was selected as 
an area in which to develop an urban primary health care model to be used tn enhancing health 
services in Manila's slums. A project was developed with the Manila Health Department using 
the training of health centre stafi in primarily health care activities as an entry point. The staff of 
a centre serving а с丨usier of barangays agreed to participate in a community development 
initiative in the target barangay. 
In partnership with Ihe barangay council, particularly its chairman, a number of health activities 
were undertaken, including the establishment of a health committee, the construction oía health 
subcentre, and epidemiological mapping of the barangay. These activities soon expanded to a 
broader range of community development activities including beautification programmes, 
garbage collection, income generation, the cultivation of herbal gardens and eventually to the 
promotion of immunization and breastfeeding. 
WHO's project ended in 1987 but the barangay council's active participation in health services 
continues to this day. Based on the experience of the project the City of Manila has s叩ported 
the extension of urban primary health care to other depressed barangays of the city. 
Source-. Comnumícáion from Or Evangeline G. Suva, Manila Health O f t e r , Manila Health Department 

however, and there are far more instances where com-
munity action is triggered by an agency (including a 
government health agency), N G O or individual external 
to the community itself, but with active community 
involvement and initiative. 

There are a number of reasons for this. Often it is a 
reflection of the community's greater concern with the 
symptom or presentation of the problem than with its 
underlying causes and conditions. The community, 
moreover, may also have learned to adapt to, and "live 
with", the problem and in so doing become relatively 
indifferent to the need or possibility of changing it. The 
community may also regard investment in curative care 
as being more relevant than in investing community 
resources in health promotion and problem prevention, 
which are seen as iong-term and difficult to achieve. 

Where communities have become indifferent to their 
health problems, or where they do not see the necessity 
for investing in long-term strategies, community health 
action frequently needs to be mobilized and encouraged 
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from the outside. Accordingly, technical and financial 
back-up from agencies that have experience in these 
areas can often be instrumental in stimulating what is 
seen as necessary action. 

The fact remains, however, that while many health 
decision-makers support the principle of community 
action for health, few countries have yet invested the 
resources and the political time that is required to 
develop the mechanisms needed. This is especially true in 
the case of financial and administrative initiatives. 

UCANDA 

TASO was the first organized community response to the AIDS epidemic in Uganda, and one 
of the first anywhere in Africa. !n 1987 sixteen Ugandans v^io were affected by AIDS (because: 
they or members of their family were infected) decided to set up a voluntary organization to: 
orovide psychosocial support for people affected by AIDS. Twelve of the founding members 
haw since died of AIDS, but since its inœption, TASO has provided counselling, medical care 
and social support to owr 14000 people with HIV/AIDS and their families. 

The TASO Community Initiatives bepn in 1990 when TASO staff realized that many of the 
clients who came for HIV/AIDS counselling had few options for fellow-叩 support. TASO then : 
began to recognize the urgent need to empower peopleat the local level so that they could tackle 
AIDS-reialed problems themselves. After discussions with a number of community groups, 
TASO realized 8iat people who were given the basic skills needed lor home care, counselling 
and AIDS education would go on to extend TASO's services and eventually reach out to more 
peopleand correnunities. 

The objectives of the TASO Community Initiatives are: 
* to provide AIDS education and to promote behaviour change at the grassroots leve!; 
• to involve the community in the cafe of people with HIV/AIDS; 

v :* to promote positive attitudes at the community level towards HIV/AIDS; 
• to set up a referai system for TASO and other AIDS service organiz^ions; 
• to support community efforts to .alleviate the socioeconomic consequences of the AIDS 

epidemic, 

By 1993 there were already seven TASO centres providing services throughout Uganda. 
Together they have 97 counsellors, 3 supervisors, and 6 trai ners. The services they provide now 
reach more than 3(Ю00 people a year, and include counselling, condom education and 
distribytion, home care, incoiTie-generating activities, feeding programmes and payment of 
orphans' school fees. The centres have also developed music and drama groups, youth groups 
and peer education projects. 
Source. "Living Positively with AIDS", Hampton, J., Aids Support 0r^ni2í«¡«i , TASO Uganda, Strategies for Hope, 
Vol. 1,1991 
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ESSENTIAL 
CONSIDERATIONS 

“In coping with the problem of how to stay 
alive and healthy, millions of poor people have 
little to support them but their own knowledge 
and efforts.” 
Oakley, P., Community Involvement in Health Development, An Examination of 
the Critical Issues, Geneva, WHO, 1989 

THE NEED FOR NEW MECHANISMS 

Public health experience so far points to a growing need 
for new mechanisms for mobilizing and supporting 
health development, and to the benefits that can accrue 
when these mechanisms build on local capacities and 
interests while still complementing the plans and provi-
sion made by central and regional level government. 
Where local community concerns and human capacities 
are not involved and utilized, public sector health 
provision and approaches can easily prove inadequate to 
meet the health care aspirations of the people, or indeed 
to reach out to all segments of the community equally. 

Whatever form the new mechanisms take, experience 
indicates that major emphasis will need to be given to 
the social and health characteristics - as well as the needs 
- o f the communities or population groups concerned, 
and to providing more comprehensive and egalitarian 
coverage and access to services. 

In many instances it is the social and cultural characteris-
tics of local groups that determine the extent to which 
interventions are acceptable, realistic and likely to be 
taken up by the community. Tailoring action to these 
characteristics, moreover, is always best done in concert 
with the community. 

FINANCING 

The increasing costs of health care have made it progres-
sively more difficult to finance health systems in the 
traditional way. In many cases, administrative costs have 
begun to outweigh the costs of maintaining the health 
care infrastructures available at community level and 
financially are further limiting the possibilities of improv-
ing health care coverage. Moreover, in many countries 
health promotion and health care continue to be ac-



20 COMMUNITY ACTION FOR HEALTH iii 

corded a relatively low degree of priority compared with 
economic development goals, which still tend to be seen 
as more politically attractive. 

Even so, community action for health should be re-
garded as a means of releasing the potential for health 
action in every individual rather than as a method of 
mobilizing finances for health from within the commu-
nity. Irrespective of the level of activity in the c o m m u -
nity, the formal health sector should ideally seek to 

FINLAND 

A community-based project to prevent coronary heart disease was launched in the county of 
North Karelia in 1972, The county had 180 000 inhabitants and was characterized by low 
population density, tow socioeconomic status, high unemployment and a large farming and 
forestry sector. The frequency of coronary heart disease was high. The initiative to do something 
:about this came from the community itsetf with a petition to the Governor, all North Karelian 
:members of the national parliament and f印resentalives of many governmental and nongovern-
mental organizations in tfte area. 

The project involved community action using the health service structure as a backbone. The 
main programme activities included: 
• media-related and general educational activities with local newspapers and radio; 
• production and dissemination of health education materials; 
• support to community meetings and campaigns; 
• training of doctors, nurses, social workers, teachers, representatives of voluntary organiza-

tions and informal opinion leaders in the county; 
• reorienting the health services towards better control of hypertension and keeping hyperten-

sion register, as wetl as providing secondary pre^ntion for myocardial infarction patients; 
• support for community organization activities such as fieart associations, housewives' 

groups and sports clubs; 
• cooperation the food industries sucfi as dairies, meat processing industries, bakeries 

and groceries; 
• monitoring and evaluation and dissemination of evaluation results to the population: 

There has been a significant decline in mortality and incidence of cardiovascular diseases and 
a reduction in theprevaienceof smoking, in mean serum cholesterol concentration,and in mean 
diastolic blood pressure. Stmilaf activities have been widely adopted throughout Finland. The 
project was successful primarily because it promoted the provision of a broad range of 
community-based primary health care servicesand the involvement of various оШег commun-
ity organizations. ft also benefited from tfte dissemination of educational messages through the 
mass mediaand through opinion leaders, all of which helped to create a social Mraosphere that 
was favourable to the adoption of new lifestyles. 
Source: The North Kareiia Projœt, Puska, f»., ed. Comprehensive catdlomcular community control programmes in 
Europe. Copenhagen, WHO Regional OHice for Europe, 1988 {EURO Reports & Studies, No. Щ 
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support community initiatives and commit resources to 
primary health care development. 

O f the financing mechanisms that already exist to 
support community action, the funding of N G O s w h o 
invest resources in community health action has become 
the most c o m m o n system. Initiatives which are not 
organized according to this type of arrangement seldom 
appear to receive systematic assistance from the public 
sector or from national health systems. 

DECISION-MAKINO 

W h e n partnership arrangements are being promoted 
between government health systems and the community, 
the latter should always be involved in the decision-
making process. Indeed, to the extent possible, the 
community should be made responsible for many of the 
decisions that pertain to its own health development and 
governments should assume the role of a partner in 
providing the support required. Ideally this same type of 
distribution of responsibility and power should also apply 
to the setting of local health priorities and the planning 
of project implementation. For unless the community 
sees itself as having an important role in deciding upon 
health interventions and sees these as meeting the 
people's own perceived needs, community action is not 
likely to be self-sustaining. 

Care needs to be taken, however, to ensure that commu-
nity action for health is not assumed to relieve the 
government of responsibility for providing primary 
health care at the community level. Resource support, 
whether in the form of human, money or material 
resources, remains a constant responsibility of govern-
ment, and community action has to be seen as a true 
partnership between the community and the formal 
health sector. The community must take a pro-active 
role, but always with the implicit and explicit backing of 
government. 

In recent years there has also been a growing realization 
that if communities are to feel that they have a share in 
the “ownership” of health interventions, they must also 
be able to share responsibility for their management. 
This important requirement has often been among the 
most difficult for government health systems to concede 
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to the community. Yet unless some major degree of 
responsibility for supervision and management can be 
devolved to, or shared with, the community, health 
interventions are unlikely ever to be perceived as belong-
ing to the community, which is in turn unlikely to invest 
the necessary time, effort and other resources in commu-
nity action for health. 

ITHIOPIA 

Dufing 1974-1991, the Tigray region was one of the areas most affected by the civil war, and 
government functions including health services were suspended. The Tigray People's Libera-
tion Front (TPIF) 8ierefore introduced reforms establishing village and district-level govern-
ments based on direct participation of communities. Communities were given the opportunity 
to take a leading role in farmland allocation, water and soil conservation programmes, and 
construction of clinics and health posts. This direct participation was reinforced by drought and 
famine which drove the population to rely more on themselves for the promotion of health 
and welfare. 

A primary health care system was established in which communities helped to plan, implement 
and provide health services through health committees, village health workers (VHWs) and 
traditional birth attendants (TBAs). In alt, 88 clinics were established and over 30Ш VHWs and 
TBAs were trained. The VHWs were involved primarily in malaria control, providing early 
diagnosis and treatment, vector control by means of environmental management and general 
sanitary measures, epidemic control and provision of weekly prophylactic antimalarial drugs to 
pregnantwomen during the transmission season. The TBAs playedan especially important role 
since almost all deliveries were domiciliary. A scheme of cost-sharing in the purchase of 
essential drugs was aiso established in which community members conlributed in cash or by 
providing соштипйу service. 

Then at the end of the war there was a h ¡§h rate of dropouts of VHWs and TBAs and the challenge 
to the newly-established Transitional Government was how lo maintain the commitment of the 
correnunities in active participatory action. WHO is now collaborating wilh the Tigray Regional 
Government and the Ministry of Health to determine which elemente of №e projœt are 
sustainable now that peace prevails. WHO is also coiiaborating m the development and 
implementation of a communíty-íased malaria control project tollowing №e same approach as 
during the war, in which the communities are responsible tor the selection, supervision and 
support of VHWs and TBAs and tof the impiemeníatíon of programme actlwties. The roie ofthe 
local govemmentandthe health sector is to coordi nate and provide technical support and drugs 
andsincethe implementatiorioftheproject т 1 9 9 2 , о ш 7 ( » VHWs and TBAs have been trained 
m primary pre卿8_on and control of major diseases, witíi particular emphasis on malaria, and 
are providing service to over one million people. As a reailithe patient load in the clinics and 
health centres his already started to decline. 
Sources. The Health Systan Alternative tí ffte TPIF, 1987, Unpol ished report, Ethiopia 
N^ionat Organt2âi№ tor the Contro! of Mai如a and Other Vector-bome Oteases, 19%. Sren^he i íng of tieal№ 
smices 丨trough community b a ^ d malaria control activities in Tigray： project proposal. Ettiiopia 
Barnabas 6., 1993. Health Gare in Tigray, Northern Ethiopia (review). Unpublished report. 
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DECENTRALIZATION ANDTAILORINC SERVICES 
TO LOCAL NEEDS 

One reason for the recent trend towards decentralization 
of health services has been the growing realization that 
local conditions and needs are often best met when the 
planning and management is undertaken closer to the 
populations and health needs in question. 

As indicated earlier, a number of groups, particularly the 
poor, have become more sizeable everywhere and have 
become increasingly marginalized from good-quality 
care. W o m e n , the elderly, young people, and the dis-
abled are also groups with specific needs, rights and a 
desire for action options that are rarely being met 
through health systems as currently structured. Respond-
ing to the requirements of these groups calls for their 

SCOTLAND 

In a series of economically deprived areas, the lay public successfully stimulated academic 
research which was of relevance to their self-identified health needs. The findings of the 
subsequent research study proved useful for other communities around the United Kingdom. 

The initiative started in the early 1980s, when a community development project was set up in 
a poor neighbourhood of Edinburgh. The aim was to create channels for people in the 
community to communicate their own health needs and concerns to policy-makers. One of the 
overriding worries ol the residents was their damp and mouldy housing conditions. Because 
they felt these were adversely afferting their own and their children's health, a group of 
concerned women set out to work with community development staff. One of the outcomes of 
their initiative was a tape-slide presentation entitled "Home Sweet Home," which went on to be 
proved highly educational for the local women themselves since it allowed them to collect data 
and state their case in a logical way. it also required them to interview local officials and 
pofiticiaris about how housing policies and programmes were formulated. Later they went on 
to show their tape-slide presentation at a meeting at Edinburgh University and this went on to 
challenge res^rchecs to take up the problems identified in the presentation. 

As a result, controlled research studies of damp housing and health status were carried out in 
bjinburgh, Glasgow and London. Tenant groups from all over Edinburgh used the findings in 
their city-wide campaign for beBer housing and the results were also used to persuade housing 
authorities in Glasgow and Liverpool to renovate damp properties and monitor residents' health. 
In Glasgow, №e tenants used the research findings to enlist the support of the European 
Community in a solar energy demonstration project to test ways of creating warm, dry dwellings 
with iow heating costs. 
Source. Jane Jones, Oepî. ot Community E t o t i o n , Moray House Instilute, Heriot-Watt University, Edinburgh 
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active participation in defining their own needs, and this 
is only possible when there is greater “social proximity” 
between them and the health systems in question. 

Within this context, planning at community level is 
an essential part of the challenge of tailoring services 
to local needs. It can help overcome some of the difficul-
ties encountered in setting local health priorities from a 
central level, and can also contribute to establishing a 
dialogue between central government and the 
community. 

THE AMERICAS 

SMAIP Protects (Health, Environment and the Fight against Poverty) have tíieir origin in the 
1989 Confer舶ce on Cooperation for Health (îtaiy), sponsored by the ifetlian Government and 
countries m Latin America and the Garibbean, ШсЬ bighlighted powrty, environmental 
degradation aad the need for peace ir> the region. Four countries, (Brazîi, Colombia, the 
Dominican Republic and Peru) ш е invited to enter into a partnership with tialy and 
РАНО脚 0. 

In Brazil (Fortaleza, Ipatinga and Salvador) planning at local level was done m worksttops with 
elected representatives from the Local Health Commission, informal health agents (local health 
volunieers) and personnel, who: 
* anafjised the health situ迪cm and identified pmbiems and needs; 
• itienliecl priorities and critical aspects whose modification would significantly aifect 

outcomes; 
• elaborated propof ^Is with specific obiecîives; 
* iofïnulated strategiesand deîermined what m扣hantems to use torfoiiow-upancl evaluation 

ot commitments. 

The accoinpHshments have mcluded the decentralization ând organi2ation of health surveil-
la^eictiviiies althêlocaJ I眺丨,training otcomironitymsTibersto pârliclp^ë in îbe monitoring 
of diarrhoea and cholera m Ibetr community an<l other surveillance measures, and the 
strengihening of managerial capacity at the local level.： 

In Colombia (Aguablanca in Cali), community leaders and health personnel formulated the 
goals and activities of the project and identified common needs. A co-management model was 
used to plan and implement activities and a series of community priorities were established and 
activities irnplementKj in pr imaiyf t^care, commutiSy-basál rehabilíMíon.and the training 
oí local midwives 丨or m^ernal and child Ш Ш care activities. Ttie Valle llniversiiy is now 
working on a research project evaluating dilierertt meltiods to feríate and social 
participation and its contribution to the strengthening oí the local health systems in Cali. 

In the Dominican Republic (Salcedo) where ihe objective was to reorient the health sen/ices 
system towards a health development approach, the project focused or» slreftgthening local 

contirmd 
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EQUITY IN HEALTH 

A basic principle underlying the concept and practice of 
community action for health is that steps must be taken 
to ensure a more equitable distribution in the provision 
of health care. The currently uneven coverage provided 
by many health systems has become both more obvious 
and less acceptable. Today it is seen as one of the main 
obstacles to achieving health for all, and community 
action appears to present an important opportunity and 
way to redress this situation. 

ШММЫШ (continued) 
health systems, defining a functional organizational structure, developing local planning and 
programming instruments, and establishing a network of government institutions, NGOs and 
community groups that could form part of the local health system and develop situational 
analyses wlh their participation. Some of the main achievements of the project have been: the 
development ol local capacity for concerted action and loca丨 fund management; mobilization of 
focal human and materia! resources; strengthening of capacity for planning and monitoring by 
the community; involvement of iocal government in health development; interdisciplinary and 
interinstitutional work. 

In Peru {Chorrillos district in Lima), a major objective was to enhance the capacity oí the 
community to participate in decision-making on health and environment. The emphasiswas on 
improving knowledge about health and encouraging the involvement oí local people in health 
education activities, includingthe training of local health agents to develop basic sanitation and 
health promotion activities. The project has effectively increased local capacity to manage and 
administer health sen/ices, improve health conditions and introduceenvironmental protection 
measures. It hasalso focused on increasing the capacity ot people to establish partnerships with 
governmental bodies, NGOs and others in health and environmental work. Innovative activities 
have included training local health personnel and popular health agents in conflict resolution 
methods and negotiating skills, establishing a co-management model for health development 
in Chorrillos, and incorporating community involvement in the basic surveillance system. 

Source. SMALP Project, Series "SILOS'-HSS/SILOS-27-2993, pp 100, PAHO/WHO-ISBN 92 75 32096 9 

However, while community action initiatives have the 
potential to mobilize and involve many sections of the 
population, the fact that a health initiative is community-
based is not in itself a guarantee that all needy groups in 
society will be reached with the type and quality of care 
that is needed or desired. For this to be achieved, a type 
of planning is needed that goes out of its way both to 
address the issue of equity in care and also to ensure that 
all the groups concerned are involved in the planning 
and implementation phases. 
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WOMEN AND HEALTH 

Most primary and secondary health care interventions 
inevitably involve activities that are initiated at the family 
level and are ultimately undertaken by women. In most 
countries, w o m e n nevertheless remain a relatively ne-
glected group as regards their own health and their 
acknowledged role and involvement in health promotion 
and maintenance. 

It is therefore important that the principles of equity 
referred to above are visibly applied to women. C o m m u -
nity action for health can be one of the more effective ways 
of reaching women and integrating them openly in deci-
sion-making on their own and their family's health matters. 

INDONESIA 
The role of women in the promotion of family welfare in Indonesia was officially expanded to 
include health in 1957, when the idea of family welfare education was initial ly i ntroduced ̂  the 
Ministry of Health during its Home Economic Seminars held in Bojor West Java. Later when the 
Ministry of Health oí Indonesia formulated the 4th Five Year Health Development Plan, its main 
objective was to lower the infant arid child mortality through integrated health care at the 
community level. The women's organization, the Family Welfare Movement (PKK) enthusiasti-
cally took up this objective and decided to link these healfli efforts with its own cwnrminitywork. 
As a result of the planning process that then took place with the different communities on how 
besi to deliver an integrated package of heaith care for infants and children, the "Posyandu" 
movement was formed and a series of integrated health care delivery posts were set up. The 
Family Welfare Movement, which initially started with a focus on improving the status of 
women, played a crucial role in converting the Pospndu initiative into a social movement that 
has gone on to encompass a large number of communities, The network of women volunteers 
quickly expanded and soon one volunteer was being selœted from every 10 households. As a 
result, it became possible to expand the number of integrated health posts, with tlie number of 
volunteers se ized and trained evenbjaiiy feaching a total of.1.5 million. 
Today, members of the Family Welfare Movement conduct health awareness campaigns among 
the population, record vital life events, promote self-сшв for minor ailments and provide 
primary care including nutrition, growth monitoring, immunization, diajrhoeal disease control, 
control of acute respiratory i n M o n s , and promotion ofenvironn«ntal healtí). in order to make 
the most of the different resources available and дй the support from the fofmai sector, the 
Ministry ol He^Bi has worked closely with both the M in i f y of Interior and with local govemrrent. 

Thanks to these joint efforts, Indonesia recorded a marked declirœ in its infant mortality rateand 
the accomplishments о丨 the PKK were internationally acknowledged in 1988 when it received 
the Sasakawa Health Prize from WHO andtheyauricepate Awardfrom UNICEF, lis exanplehas 
gone on to inspire interest in other countries of the Region. 
Source. Primary Health Care in Indonesia. Ministry of Health. Republic of Inttonesia, Jakarta. 1980 
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YOUNd PEOPLE AND HEALTH 

The energies and interests of young people can be an 
important ingredient to community action for health. 
Young people are emerging as an important population 
group all over the world, with special health needs and 
social aspirations, but also with a unique potential to 
contribute to health development in general. At the 
same time, the involvement of young people in health 
matters can offer them possibilities and options for 
realizing their own goals and helping to ensure their 
social integration within the larger health development 
process. 

The fact that young people are at special risk of health 
hazards connected with their behaviour and lifestyles 
(e.g. injury, smoking, sexually transmitted diseases, 
including HIV/AIDS) also provides important opportu-
nities to use community-based action to create a social 
climate in which their lifestyles and immediate living 
conditions can also be modified. 

THE ELDERLY AND HEALTH 

Throughout the world the numbers of elderly people are 
increasing. For a variety of technical, social and cultural 
reasons, many of the problems of the elderly have not 
been addressed in a comprehensive fashion. Within many 
communities, however, the elderly represent a potential 
economic force and embody a corpus of information and 
experience that can be usefbl to both themselves and 
others in the community. 

Experience shows that the elderly are very willing to 
collaborate in community action for health activities and 
are usually able to devote more time than others to such 
action. Because many of their problems and concerns are 
relatively new to the health care system, the elderly are 
often the best placed to identify, quantify and develop 
responses to them. Like other groups, however, they 
need to do so in close partnership with the technical and 
service resources of the formal health care system. 
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JORDAN 

In Jordan the Basic Minimum Needs/Quality of Life project is being executed by the Noor AI 
Hussein Foundation which is a nongovernmental organizatton, in cofiaboration with sewral 
government ministries and with financial and technical support from WHO. The project vras 
launched in 1989 with advocacy and intensive social and community preparation, organization 
and training. Villages have obtained support from intersectoral teams, and social and income-
generating projects have been initiated and included in alt primary health care components in 
the 12 villages covered by the programme. The projects include animal husbandry, fruit and 
forest seedlings development, fish farming, production of dried yogurt, sewing and kaitting, 
improvement of kítchensandíoüets, and production of baskets and other handicrafts. Substan-
tial improvements in the qualiiy of life of the people and a change in №eir attitudes have been 
reported, and they have been much more involved in the planning and implementation of local 
development Improvements irt quality of life were primarily related to tiousing, sanitation, and 
primary health care services, and bettef health status indicators. 

The Jordanian experience is an example of how change in formal relations and practice can be 
aehieved through an NGO which in turn enhanced the commitment of the formal sector. The 
project has effectively demonstrated the benefits of teamwork and how village development can 
be improved by entrusting local committees with the task ot formulating needs and options for 
local action. 
Source-. Communictiion from the Division of Health Systems Oevelopment, WHO, Regional Office for the Eastern 
Mediterranean 
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POTENTIAL FOR 
CONFLICTS 

“People must be informed partners in deter-
mining their own health as well as the health 
and quality of life of the community，re£fiony 
and country in which they live•” 
Meeting Global Challenges: A Position Paper on Health Education, International 
Union of Health Education and WHO, Dec. 1991 

Most organizational relationships have a potential for 
conflict at some point in the process of their operational 
development. Community action for health, in which 
both the community and the formal health sector have 
to share responsibilities and work, is no exception. Many 
of these potential conflicts, however, can be effectively 
avoided or minimized by anticipatory and contingency 
planning, and it should always be remembered that in 
the case of community action, there are likely to be just 
as many possibilities for mutually complementary and 
symbiotic relationships to evolve. 

AUTHORITY 

Community action for health, is likely, for example, to 
highlight questions about the relative authority and 
power of different parties in setting priorities, in dcd-
sion-making and in allocating resources. In most societ-
ies, the formal health sector, no matter how poorly 
developed its infrastructure, has usually had primary 
responsibility for health planning, health resources 
development and training, and the delivery of services. 
Thus where there is not an explicit and mutually agreed 
upon understanding concerning initiatives that place 
greater emphasis and responsibility on the community, 
there is a strong potential for those working in the health 
sector to feel that traditional relationships and power 
structures are being threatened. 

PRIORITY SETTINC 

The process of setting priorities, or of selecting special 
themes for accelerated attention, is an important aspect 
of community action for health. It is one which never-
theless has the potential for misunderstanding and 
conflicts about how and why decisions are taken and 
with what authority. The health problems or needs that 
are considered by the community to be most urgent, for 
example, may not necessarily be the same ones which 
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government - at a distance - feels should be given 
priority. In some cases, the needs identified by a commu-
nity may relate to a particular point in time, or to social 
conditions and characteristics which are unique to it, or 
indeed to its own particular life-styles and hence its 
traditional relationship with society at large. These 
expressed or felt needs may not be seen or sensitively 
understood by the health sector and, as a result, may not 
be perceived as warranting special action. 

SOCIOCULTURAL DISTANCE 

All too often the gap between the formal health sector 
and a community is a result of social or cultural "dis-
tance”. For example, the life experience of the poor, and 
the ways in which they have had to adapt to their life 
conditions, may be so different to the personal experi-
ence of health personnel that real communication on the 
issues in question is difficult. Similarly, in the case of 
communities that are formed around special lifestyles, for 
example prostitution, their problems and health concerns 

YEMEN 
In Yemen. Local Cooperatives for Devslopment started a socioeconomic movement from the 
Ozla (grassroots ievel), that was eniireiy managed by the community. Hiis constituted a cle祖: 
bottom-up planning with community empowerment. In this process the vidages through their 
elected administrative stfuctureat thecommiinity leveí deline iheîr priority needs. The projects 
aiming atimprowg t ie quality of life in te rural de^lopmentprogrammeswereplannedand 
financed by the communily in with the government. A strong tradition of solidarity 
and cooperation ensured the programme's success, though noformal social preparation initiatives 
were undertaken. "Пюге was no "mode!" to launch deveioptmntal activities aî! over Ш countiy. 

Tîte lesson derived from the Yemeni е)феп'епсе o! compretiensi've development countiywide is 
that community empowerment is essential to development, and that communities should be 
supported by formal sectors. Otherwise, a conflict may arise between felt needs and pefcetved 
needs as well as between the dœision-m浊ing process at local and national levels. A change : 
in tiie distribution oí power in favour of the community was evident. To this end social 
preparation of all partners should be intensively launched. 
To ensure harmony and su叩ort for community action, the community organizations (i.e. the 
Local Cooperatives for Development) need to be trained and oriented to establish understanding 
and links with the formal sectors at different levels. The roles of the different partners should be 
identified and practised not only through legislation but also through a learning process in 
which all partîesshould participatewith vision and c(3fnmitfnenL With itme, thecorrenmityamj 
formal sectors as well as other partners will realize their limitations and opportunities. 
Source: Division oí M h Systems Oev^opmenl, ЕШО 
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are often not understood by others who have never had 
to deal with such matters. 

INITIATIVE 

At another level, conflict sometimes arises if the community 
feels that initiatives are being generated from outside and 
are not consistent with its own feelings about what is 
required. Equally, conflicts have often arisen where those 
working in the health system consider that the community 
is proceeding too fast and in too "demanding" a manner, 
often out-pacing the health system's capacity to respond. 
The same is true if the community is seen to be pursuing 
themes and routes of action which are not consistent with 
national or regional priorities. 

RESPONSIBILITY 

Delegation of responsibility is always an area where misun-
derstanding can arise. In most countries, responsibility for 
health has traditionally rested with the trained professional 
sector, and the increasing sophistication of medical technol-
ogy has appeared to justify a professional structure and 
approach in health care. Community action for health, on 
the other hand, presupposes a certain equalizing of roles 
and a genuine sharing of responsibilities. 

Whether and to what extent conflicts arise depends on a 
number of questions, not least of which is the particular 
issue that the community decides to take up and de-
velop. It may also depend on the social structure of the 
community itself. For example, where the community 
includes a large number of professional people and 
where there is a tradition of involvement in technical 
matters, an alliance between the health sector and the 
community will be more easily fostered than where no 
such tradition exists and where there is an intellectual 
distance between the health sector and the community. 
Communities with no technical tradition or professional 
expertise may be seen as “over-stepping” so-called 
boundaries of "acceptable" behaviour, and there may 
again be a possibility of conflict. 

REASONS FOR COMMUNITY ACTION 

Where community action for health is generated because 
there is dissatisfaction with the performance of the health 
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sector, there is also a strong potential for conflict. This is 
especially true if the community's action is associated 
with criticism of the health sector or if health officials 
feel that the initiatives being proposed or taken by the 
community are a manifestation of distrust and disagree-
ment with the role that they have played to date. 

In many instances the decision to initiate new action may 
also be as much a political statement as the expression of 
a desire to address perceived health needs. Where this is 
so, rapprochement on how to approach selected prob-
lems may be difficult and require considerable give-and-
take by all partners. It is certainly far less problematic 
when community action is generated with the complete 
involvement of the health sector and around goals that 
have been discussed and agreed upon. 

PACE OF ACTIVITY 

Where community action for health occurs "spontane-
ously" around particular themes about which the com-
munity feels strongly, there may be a feeling that the 
matter was not being dealt with quickly enough. Where 
this is the case, communities may be prepared and able 
to provide the basis for more accelerated action. 

Whether the formal sector is, in turn, able to maintain an 
equivalent level of attention, and satisfy the desire for 
urgency, may depend on the extent to which it shares 
the same sense of priorities and whether it has the 
resources to invest in the problem. 

Formal health systems are also often caught in a conflict 
between establishing priorities on the basis of health 
themes as opposed to giving particular emphasis to 
geographical locations or social characteristics. Investing 
resources in one set of problems or in a particular 
community may mean not investing in another problem 
or community to the same degree. While this dilemma 
may be perfectly obvious to decision-makers in the 
health sector, it may not necessarily be so in the eyes of 
those who have come together around a problem which 
they feel deserves special and speedy consideration. 

ASPIRATIONS AND EXPECTATIONS 

Community participation, community involvement or 
community action for health have often been promoted 
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as much for their long-term effects as for their immediate 
problem-specific results. Underlying much of the politi-
cal and philosophical discourse on this subject (and as 
referred to above) has been the belief that increased 
community involvement would lead to greater political 
sensitivity and motivation to act. This has indeed often 
proved to be the case and successful community action 
has often led to people developing even greater aspira-
tions and expectations about what can and should be 
achieved in other areas of life as well as in health. 

Just as with the pace that communities sometimes wish 
to set, so their expectations as to the intended scope and 
impact of their action can often exceed what the health 
sector believes is desirable or attainable. If these differ-
ences are not quickly resolved, they can lead to dissatis-
faction and to decisions to seek alternative courses of 
action. They can also lead to a dwindling of interest and 
commitment on the part of the community, and to a 
reluctance to “negotiate” on the part of the health 
sector. This is particularly problematic where the formal 
health infrastructure is poor and where the health sector 
lacks the human or financial capacity to respond to the 
growing requests and aspirations of the community. 

RELATIVE AUTONOMY 

Even though an underlying principle of community 
action for health is the achievement of a degree of 
autonomy and self-determination on the part of the 
public, there are few situations in which the health sector 
is not requested to provide support. There are even 
fewer situations in which the health sector does not feel 
that it has an ongoing responsibility to be involved. 
There may be other situations in which the community 
believes it understands the problem better and knows 
where it can go for technical or infrastructure support. 

The consequent recruitment of private consultants, and/ 
or the mobilization of support outside the health sector, 
is again open to misinterpretation and is sometimes seen 
as an act of defiance. Initiatives of this kind are often 
resisted by both politicians and health staff more on the 
basis of interpretations such as these than on any techni-
cal grounds. 
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THE 
LIKELIHOOD 
OF SUCCESS 

ccTo be successful in community work’ we need 
a ¿food sense of history, humility’ and a deep 
respect for the people with whom we work^. 
Paulo Frei re 

The success of community action for health initiatives 
may well depend on the extent to which all the above 
and other potential areas of misunderstanding and 
conflict can be avoided or attenuated. A m o n g the factors 
that must be considered, the following are especially 
important from the point of view of community action 
for health. 

COMMONALITY OF PURPOSE 

One of the most important prerequisites for successful 
community action for health has been shown to be 
commonality of purpose between all the parties con-
cerned. T o this end, the early establishment of a dialogue 
between all the parties concerned is crucial together with 
a sharing of opinions on the nature of the problems to 
be addressed. In many instances, there may also be a 
need for the parries concerned to inform and "educate" 
each other on issues of interest and to explain why they 
feel particular courses of action should be taken. 

KNOWLEDGE SHARING 

Sharing of knowledge is always an important ingredient 
in the relationship between the community and the 
health sector. This should include information not only 
about needs but also about alternative courses of action, 
the technical basis for them, the resources required from 
the community and from the health sector, and an open 
discussion about what resources are likely to be available 
and forthcoming from either or both. Under ideal 
circumstances plans for partnership in community action 
should always be founded on shared knowledge and an 
understanding among all parties of the scope that exists 
for developing consolidated approaches to health. 

RESOURCES 

The discussion of resource needs and their availability 
should always try to take into account the human as well 
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as the economic assets which the community and the 
health sector can call on, together with an estimate of 
what additional staffing might be needed and available 
from elsewhere. In this regard it is important that a 
broad net be put out to attract human and financial 
resources from other sectors, N G O s and all interested 
parties. Technical knowledge and staff support from the 
formal sector or government may be appropriate and 
available to the community in a variety of ways and care 
should be taken not to exclude these different possibili-
ties. Equally, a wide range of human resources is likely to 
be available from within the community itself and these 
should be identified early, involved in the process and 
strengthened wherever necessary in close collaboration 
with government. 

COALS AND OBJECTIVES 

Joint planning of health activities ideally means setting 
goals and objectives which are not only compatible with 
the capacities of all concerned parties but are also achiev-
able within a mutually acceptable period of time. Noth-
ing is more likely to enhance continued commitment and 
action by the community than the early demonstration 
of effectiveness and positive impact. It is therefore 
important to select issues on which action is most likely 
to succeed and to lead to other action. The formulation 
of community action for health will always benefit from 
careful situation assessments undertaken jointly by the 
community and the health sector, taking into account 
the social, cultural and economic characteristics that 
influence health and the scope for action at the commu-
nity level. 

SENSITIZATION AND EMPATHY 

Experience has shown that there are many situations in 
which one of the parties concerned - whether within 
government or the community - is not fully aware of the 
complexities, problems and constraints faced by the 
other. This can be an important obstacle to dialogue and 
coordinated planning, and time allocated to informing 
everyone about the work proposed and the overall 
conditions affecting the others involved is time well 
spent. This is particularly necessary when socially 
marginalized and poorly known groups seek the techni-



36 COMMUNITY ACTION FOR HEALTH iii 

cal involvement and support of the health sector. Just as 
important as sharing information about the background 
of the groups concerned, however, is the generation of a 
true capacity to empathize with all the parties and 
understand their particular concerns. 

POLITICAL SUPPORT 

If community action for health is to be an active partner-
ship between the community and the formal health 
sector, strong political commitment is essential for the 
process to be initiated and sustained. Without this and 
the support of decision-makers in both government and 
the community, programmes may begin but will risk 
being short-lived. The continued involvement and 
commitment of the political leadership can contribute 
substantially to effective and ongoing community action 
for health activities. 

TRAININC 

Many health workers, especially those at the district or 
peripheral level, have not been traditionally involved in 
encouraging or sustaining community efforts for health, 
and the attitudes and skills needed to assume such 
responsibility may have to be developed. If community 
action for health is to be seriously taken up, the training 
of staff for community initiatives will ultimately be as 
important as preparing staff for other technical and 
administrative responsibilities. 

At the same time, the formal sector should note the need 
for leadership development in the community itself，for 
there will be many instances where even though there is 
commitment and interest, there is nevertheless a lack of 
strong leadership capacity within the communities 
concerned. Leadership within the community is essential 
for the continuity and cohesiveness of community action 
and for a sound working relationship between the 
community and the formal health sector. It should be 
seen as part of the overall process of empowering the 
community and developing the skills needed for effective 
partnership. 
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ROLE OF OTHER 
SECTORS 

ccAs communities continue to diversify ethni-
callyy racially^ socio-economically，and reli-
giously, programs are needed to increase 
communication and appreciation ашощ 
¿¡roups and within the community as a 
whole^. 
US National Civic League, Health Community Handbook, 1993 

There are few areas of public health development which 
depend solely on the technical know-how and involve-
ment 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. There are many sectors which can and 
should play an intímate role in the process, and indeed 
many sectors have already contributed significantly to 
health development, either directly or indirectly. 

EDUCATION 

The role of education in improving literacy and in 
contributing to health development is undeniable, and 
education has been highlighted in many national and 
international programmes as one of the main means of 
achieving better health. In the case of women, for 
example, who have remained a relatively marginalized 
group in many parts of the world, the promotion of 
literacy continues to be a key and a challenge if w o m e n 
are to assume more responsibility and power over their 
own health and well-being. The importance of schools as 
a means of reaching children of all ages, and in some 
countries, adults too, cannot be underestimated. 

COMMUNICATION AND INFORMATION 

Today the epidemiology of disease is pointing more and 
more to the role of lifestyles and living conditions in 
determining the health of people. Investment designed 
to improve these factors may ultimately be more worth-
while than investment in new and often expensive 
curative technologies that are difficult to sustain in poor 
countries and communities. Given these high costs, 
especially those associated with tertiary care, other 
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sectors can and should contribute to disease prevention 
and health promotion through helping to inform and 
educate the public about the steps that people can take 
to improve their own and their family's health. 

Disease prevention, for example, may ultimately depend 
as much on the willingness of the educational sector to 
become involved as on anything else. Communications 
and the use of new technologies must play an important 
role in diffùsing new knowledge and values relating to 
health, an,d ministries of information will therefore 

AFRICA 

During the past six yearsfgypf Ghana, Nigeria, Zambia, Zimbabwe have been c o l l a _ _ � _ : 
with WHO to enhance women's health status and quality of life through an initiaíive whicii rests：： 
cm three pillars; funciional literacy, viable economic activities, and cûmmuniîy-based health: 
services. Functional literacy has proved to be the key element in a process of empowiment 
which equips women with health literacy skills to monitor, for example, child grovifcâRi：： 
devetopment and adopt positive health behaviour, economic and шшегш^ skilfs to engage in : 
economic activities and keep records and accounts, and problem-solving skills to 
women overcome the myriad of health and other problems they face in their eve_a乂藝 

One of the most innovative aspects of the projects to date has been the b r e a k ^ r o u g i l i i 
in providing loam to the poorest and most disadvantaged шгпеп lor economically viable 
projects, and at ifie same йгпе э г ш т д 後at concerns forwmen's ftealih and social devetofn 
meniafe addressed, Forthefirsifime, health needs an&assessed as part aftíie toan application, 
and parîîctpants are encouraged to open individual and group savings accounts to tackle the 
identified priority health problems faced by individuals, families and the community. 

The results of this initiative have Ьзеп very encouraging. Evaluions have shown 100% 
completion rates of functionai literacy classes, clear improvements in tfte health status of 
participating women and their children, and posilive changes in the household income of 
women involved in small-scale economic enterprises. Within the communities women partici-
pating in Sie projects are regarded as M i l and eco iw ic advisers and role models to othei 
women in the community. The spin-offs are felt by entire communities who are now taking it 
upon themselves to organize for environmental sanitation, manage village pharmacies and 
shops, construct latrines, day-care centres and health posts. 

In one country local leattefs have said: 
'Today the project women haveimproved social interactions within and outside the community. 
They are now effective social organisers and leaders At public functions they appear distinct : 
¡faction and comporter 1 with other women". 
"In the village schools, children of functionally literate mothers arc known to be the brightest, 
wear the clcanest cíoÉes and are always m ffieir sfeoes. They are called 'smari children'," 
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become key partners in the wider process of health 
development. Communication networks and especially 
television systems, have improved their coverage greatly 
in recent years and can be particularly effective in areas 
and communities where literacy levels are low. 

AGRICULTURE 

The agriculture sector has traditionally been closely 
involved in community development and has played an 
important role in promoting health. One reason is that 
improving agricultural productivity has often been a 
higher priority for rural communities than health per se 
and it has also been an area in which technology transfer 
and knowledge sharing have been necessary ingredients 
in the success of projects. The relationship between the 
formal sector and the community, moreover, has not 
been the same type of client-provider relationship that 
has so often characterized the health field. The involve-
ment of farmers, their families and communities in 
defining problems and working with the agricultural 
sector to address them, moreover, has been recognized 
as indispensable for success. 

In many areas, meanwhile, food production and distri-
bution have made, and continue to make, a critical 
contribution to the achievement of child survival goals as 
well as improving health status in general, and have 
therefore received considerable support from people at 
the community level and from community leaders. 

TRANSPORTATION 

Community action around transportation issues has been 
successfully implemented in a variety of settings and is 
widely seen as an important base from which to generate 
initiatives in other areas, including health. Creating 
transportation networks is one of the ways in which 
communities can enhance their relationship with the 
outside world and ensure easy access to the essential 
services provided by different sectors. Ensuring that 
w o m e n can get to clinics for prenatal care, that drug 
supplies are readily available, and that ambulance services 
can reach people, is as important as setting up clinic 
facilities and health services in the first place. 
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COLLABORATION 

Despite the apparent need for greater collaboration 
between sectors, such collaboration, although frequently 
advocated, has often remained more an intention rather 
than a reality. While most sectors share a c o m m o n 
understanding of the overall goals of development, few 
have organized their contribution according to coherent 
intersectoral plans that stress the rationalized use of 
resources. 

Community action for health could provide an impor-
tant opportunity for developing this theme. Many of its 
activities necessarily cut across sectors and involve 
workers at the grass-roots level where territorial and 
resource conflicts do not apply to the same extent as at 
other levels. People working at the community level 
often routinely interact with all sectors, and in many 
countries the same person(s) may be working in various 
sectors. Field-level cooperation between different depart-
ments of local government also provides opportunities 
for intersectoral collaboration and the possibility of joint 
problem-solving. Just as in the case of the relationship 
between the health sector and the community, however， 
the likelihood of cooperation between other sectors and 
the community will depend on whether c o m m o n goals 
and objectives can be set and shared. For other sectors to 
become involved in supporting community action for 
health, the health sector must itself become more active 
in advocating and providing leadership. 
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IMPLICATIONS 
FOR RESOURCE 

ALLOCATION 

“This argument, howevery must be considered 
in relation to the current distribution of 
health resources within a particular country 
and should not be interpreted as throwing the 
onus of providing the resources for health care 
entirely upon local communities•” 
Oakley, P., Community Involvement in Health Development, An Examination of 
the Critical Issues, Geneva, W H O , 1 9 8 9 

At a time of global economic recession, scarce resources 
and spiralling health care costs, the question of how, to 
w h o m and on what basis, to allocate resources has 
become increasingly complex. Part of that complexity 
has resulted from some of the same historical and social 
processes mentioned above, and which have helped 
influence other aspects of health development. 

DEMOCRATIZATION 

The process of political democratization, for example, 
has meant a wider participation by different groups in 
both national and local political decision-making. It has 
meant a greater sharing of knowledge about how and 
why resources are allocated and a greater transparency in 
the evaluation of that allocation. Improvements in 
education and communication have also meant that the 
lay public is better prepared than ever before to become 
engaged in the debate about where to allocate funds and 
technical resources. 

DEMANDS ON GOVERNMENT 

Special interest groups and communities have also 
become more vocal everywhere in making demands on 
the government with regard to how they themselves 
should be supported. In many countries where govern-
ment continues to be the main source of funding sup-
port for social development initiatives, this has meant 
that government is increasingly called on to provide the 
back-up required for community action for health. T o 
do so it also has to engage in a new type of dialogue with 
community groups and be able to listen to the different 
positions and concerns represented by them. 
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INTERNATIONAL ORGANIZATIONS 

Most of the issues referred to above have implications for 
the work of international organizations. If those issues 
are to be promoted at a global level the international 
organizations will need to work with countries in 
translating them into policy and action strategies. In so 
doing the organizations concerned will ideally need to 
incorporate many of these ideas into their own 
programmes of work. 

For this to happen, international organizations will first 
need to re-assess their cooperation with countries and 
formulate new models of action. A m o n g the steps that 
they may wish to initiate is ensuring that communities 
enter at an early stage into situation assessments, plan-
ning and discussions with government as equal partners 
and as an important intellectual, as well as a manpower, 
resource. 

For these reasons, the role of international organizations 
in the area of community action for health will need to 
include advocacy, research and evaluation. Moreover, 
organizations will need to collaborate much more closely 
with national and international N G O s , as well as with 
governments. National governments and agencies - no 
matter how much they are committed to this idea - do 
not always have the structural platform from which to 
promote such new ideas and practices even within their 
own countries, let alone internationally. Political and 
technical support, as well as intellectual stimulation for 
new ideas will always be necessary from international 
organizations. 
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AOENPA FOR 
ACTION 

If community action for health is to be furthered and if 
national and international bodies are to take up the 
challenge of reinforcing the work that has already been 
started in this area, a number of vital questions remain to 
be considered. 

HOW BEST TO STRENGTHEN PEOPLES' EFFECTIVE PARTICIPATION 
THROUGH, AND AS PART OF, THE HEALTH-FOR-ALL STRATEGY? 

If community action for health is to be truly promoted, 
it must be done through a strategy which seeks to 
achieve equity and provides a strong technical platform 
on which to build. The fact that the community takes on 
initiatives for health will not, in itself, ensure equity; 
efforts will need to continue at all times to ensure that all 
segments of society have a say in their health care. 
Special efforts, for example, will be called for to include 
marginalized groups and the socioeconomically de-
prived; w o m e n and mothers and their children will also 
need to receive special attention, as will young people 
and the elderly. 

HOW BEST TO ENCOURAGE THE COMMUNITY TO ENTER INTO Д 
VIABLE AND SUSTAINABLE PARTNERSHIP WITH THE FORMAL 
HEALTH SECTOR? 

Many recent changes in lifestyle and living conditions 
have not only produced new patterns of morbidity and 
mortality but have also made it imperative for the public 
to assume a new type of responsibility for both its o w n 
well-being and for its rights. 

HOW BEST TO FACILITATE THE FORMAL HEALTH SECTOR'S 
ACTIVE INVOLVEMENT IN ENHANCING COMMUNITY INITIATIVES 
FOR HEALTH? 
In spite of the commitment of Member States to the 
goal of health for all, and despite a growing 
acknowledgement of the necessary role of the public in 
the process of attaining it, relatively important organiza-
tional and administrative changes may be needed within 
the formal sector for this to become a reality. The 
acceptance of the principle of community action for 
health implies the tacit agreement of the formal health 
sector to share responsibility with the community and it 
must be able to concede to the community the right to 
participate in decision-making and priority setting. 
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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? 
It is in this wider social context that community action 
for health will assume its true value. Even so, every effort 
will have to be made to ensure that it becomes a fiinda-
mental part of, and a way of achieving, sustainable 
development. For this to happen, the entire health care 
team will need to be involved, and all levels of staff will 
need to understand, and be able to contribute to, the 
national commitment to community action for health. 
They will also need to understand the reasons and values 
behind their country's commitment and, together with 
all health decision-makers from the peoples' representa-
tives to the senior members of the health ministry - will 
need to be kept informed about evolving needs and 
progress achieved in various new initiatives. 

In practical terms, it may be necessary to organize 
orientation and training programmes for health staff so 
as to foster the requisite attitudes, values and skills. Skills 
in such areas as situation analysis and group-based 
priority setting, working with other sectors, and c o m m u -
nication, for example, are essential to district and local 
level health development. In this regard, handbooks, 
manuals and guidelines on the subject of community 
action and h o w to enhance working relationships with 
the community will be useful in promoting and sustain-
ing this area of health development. W H O and other 
international agencies and groups could play an impor-
tant role in developing training programmes and in 
preparing the appropriate documentation, especially if 
this could be done in collaboration with local staff and 
the public. 

HOW TO TRANSLATE' SCIENTIFIC DATA INTO THE TYPE OF INFOR-
MATION THAT CAN BE USED BY THE COMMUNITY IN REACHING 
TECHNICALLY VALID DECISIONS TOGETHER WITH THE HEALTH 
SECTOR? 
In the partnership envisaged between the community 
and the health and other sectors，the technical resources 
of the health sector should be increasingly geared to the 
needs of the public and to the joint decision-making that 
is seen as part of community action for health. Hence the 
growing need for a health empowerment of the c o m m u -
nis which builds on information, éducation and com-
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munication efforts by the public health sector. A theme 
c o m m o n to all community action activities will be the 
need to identify the person or organization that can act 
as a trigger or initiator (and often a technical resource) 
for bringing the community together around the issue of 
their own health and well-being. The trigger may often 
come from within the formal health sector, but it may 
more often come from an N G O . It will therefore be 
important to recognize and foster that the relevance and 
significance of N G O s as a fundamental part of all com-
munity action initiatives. 

Because health and overall development are mutually 
complementary and interdependent the community will 
also inevitably need to take a more holistic view of its 
needs than has been the case to date with vertical health 
systems. Close cooperation between different sectors is 
indispensable for effective development, and the health 
sector should accept that it cannot be responsible for all 
activities even though these may be intimately connected 
with health and quality of life. 

HOW BEST TO ENSURE THAT RESOURCES CAN BE GENERATED AND 
SUSTAINED IN SUPPORT OF COMMUNITY ACTION FOR HEALTH? 

The question of the resource support that is needed for 
health development is a fundamental one, regardless of 
how or by w h o m it is generated. Community action is 
no exception and those managing the formal health 
system should not regard community action as a method 
of relieving the health sector or government of the 
responsibility for providing support. Nevertheless, letting 
the community raise its o w n fiinds, may help ensure its 
sustained involvement in activities that respond more 
specifically its own aspirations and needs. It is therefore 
essential for the government sector to establish mecha-
nisms that permit joint support and make resources 
available directly to community health enterprises 
themselves. Ideally, international agencies and donor 
organizations will also be able to adhere to this principle 
and ensure that peripheral priorities are taken into 
account by earmarking funds to encourage community 
action for health as part of their aid projects. 


