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Foreword 

In the past decade, enormous efforts, both intellectual and 
practical, have been made to devise strategies to improve the lives of 
the many millions of disadvantaged people in the world. In these 
efforts, an important concept is the central importance of the people 
themselves participating in the decisions, and in the implementation 
and management of development programmes and projects. Partici
pation has been widely recognized as both a basic right of people and 
of central importance to the success of development efforts. 

Naturally, therefore, the link has been made between partici
pation and programmes designed to improve people's health. Many 
people in the world do not have ready access to health services, and 
must rely on local knowledge and traditional practices for health 
care. There is, therefore, a fund of local experience and resources in 
many parts of the world which could be mobilized to support health 
programmes. Most countries have at least the elements of a national 
health structure and in many cases its effectiveness would be in
creased if local people could contribute to and play a part in its 
functioning. Community involvement in health development (CIH) 
has emerged as an imaginative new approach which seeks to bring 
together the formal, professional health structure and local people 
with their knowledge and resources. 

WHO has played an important role in the promotion of CIH. 
Since the late 1970s it has actively supported a range of activities 
which have begun to examine CIH in different fields of health 
practice to try to define a clearer strategy. Studies have been con
ducted in over twenty countries and work is continuing in thirteen 
others. CIH is central to WHO's strategy for health for all, and 
needs to be considered by all health professionals and administrators 
in devising programmes for health promotion. 

The basic purpose of this book is to bring together the wide
ranging thinking on and interpretations of CIH. It is an attempt to 
distil an increasing amount of material and present in a clear and 
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concise form the essential elements of CIH. It is intended to serve as 
a guide for the health professionals who support the idea of CIH and 
seek to put it into practice, but do not have the time to review a vast 
amount of material. 

This publication is a milestone in the work of WHO on CIH, 
signifying the move from talk to action that is taking place in many 
countries. But action is being hindered by lack of skills, by structural 
and organizational obstacles, and by lack of tried and tested methods 
for setting criteria and measuring progress in CIH. WHO is in
tensifying its efforts in these areas in particular through focusing on 
district health systems based on primary health care, where national 
health policies and strategies can be harmonized with local needs, 
initiatives and resources, resulting in participatory development and 
better health for all people. 
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Preface 

The notion of community involvement in health care has a long 
tradition, but it is only in the past ten years or so that community 
involvement in health development (CIH) has emerged as a sys
tematic approach to the subject. CIH is widely acknowledged to be 
essential to the development of health services, particularly in devel
oping countries, where the process of involving the community 
in other aspects of development, such as agriculture, has already 
begun. A number of publications are now available which seek to 
explain the concept of CIH and it has begun to inflm;nce the health 
sector through, for example, primary health care (PHC), tropical 
disease control and clean water supply. The proceedings of semi
nars, workshops and meetings held to discuss and analyse CIH have 
added to the volume of published material. 

In June 1985, a WHO inter-regional meeting on CIH was held 
on the island ofBrioni in Yugoslavia, which in addition to reviewing 
regional and country experience singled out a number of issues 
critical to the understanding and practice of CIH. The present 
review is based on the report of the Brioni meeting and seeks 
essentially to deal in more depth with the issues discussed in it, 
particularly by analysing the pertinent literature and expanding the 
conclusions drawn. It is thus an attempt to explain the reasoning 
underlying the report of the inter-regional meeting and to develop 
the arguments set forth therein.a The facts that most of the literature 
on CIH has been published in the last ten years and that the concept 
has been applied in a very wide range of contexts have underlined 
the need for a single text discussing CIH theory and practice and the 
main issues involved. This publication seeks to meet that need. It 
makes no claims to be a definitive text on the subject. 

'" Community involvement for health development: report of the inter-regional 
meeting, Brioni, Yugoslavia, 9-14]une 1985. Unpublished WHO document, 
SHS/8s.8. 
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At present, knowledge of how CIH is applied in practice is 
quite limited since in general its implementation has not been on a 
wide scale and has not therefore been described in widely accessible 
sources. This book does contain, however, a number of direct 
references to CIH practice in the belief that a more systematic 
understanding of that practice will promote wider adoption of CIH 
as an approach to health development. 

Another purpose of this book is to serve as an introduction and 
source of information for health professionals who are already, or 
expect to become, involved in CIH as a health strategy. By consider
ing material drawn from a wide range of texts, it pinpoints the 
critical issues that health professionals will have to consider in 
implementing CIH. It is neither a training manual nor a detailed 
review of national policy options. It should, however, be of use to 
health professionals and to the staff and students of health and 
training institutions who have to determine how the CIH concept 
can best be translated into practical measures. As more information 
accumulates the essential aspects of CIH will need to be studied in 
greater detail. The book should, therefore, be seen as an initial step 
towards clarifying conceptual and practical issues in order to 
broaden understanding of the potential of CIH as an effective health 
strategy. 

The first two chapters examine community participation and 
community involvement in health development and describe the 
variety of interpretations that have been given to the two concepts. 
The longest chapter is Chapter 3, which examines a number of the 
essential issues involved. Each of these is considered in some detail 
and suggestions are made on how best to deal with them. The final 
chapter sums up the current position with regard to CIH and 
suggests a number of steps that could be taken to use it more 
effectively as a strategy for health development. 

The author acknowledges with thanks the comments made on 
an earlier draft of this review by Ian Askew, Jan Branckaerts, Marie
Therese Feuerstein, Stephen Frankel, John Hastings, Barbara 
Israel, Reijo Salmela, Susan Rifkin, Alistair White and Helmut 
Wintersberger. Those comments, both individually and collectively, 
were most useful in producing the final version. 
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Chapter 1 

The basis of CIH 

Introduction 
Any discussion of the concept and practice of CIH must begin 

by examining what is commonly called the 'development process'. 
Health development is an important element in the development 
process in general and is therefore influenced in practice by different 
perceptions of what constitutes development and what causes 
underdevelopment. Until the early 1 970s the development process 
was largely dominated by attempts on the part of development plan
ners and workers to modernize and improve the technical per
formance of the physical assets of a particular country or area. In the 
health field this approach led to an emphasis on building up the 
health infrastructure at different levels and introducing health prac
tices based on 'western' concepts of health care. Since the early 
1970s, however, a fundamental reappraisal of the nature and content 
of the development process has been under way and has inevitably 
influenced thinking on health practice and development (I, 2). 

The essential feature of this reappraisal has been the concept 
of 'participation', i.e. the idea that, whatever material form the 
development process may take, the active participation of the people 
in any activities proposed or undertaken must be encouraged. This 
concept has given rise to a flood of publications and the idea of 
participation is now part and parcel of most forms of developmental 
activity. This is not the place, however, to examine this vast corpus 
of literature on participation, except to say that two main schools of 
thought seem to have emerged: 

(i) One school makes the assumption that there is little generally 
wrong with the direction of the development process and that 
past failures have largely occurred because the human element 
has been neglected and people have not wanted to involve 
themselves in projects about which they had little information 
or of whose value they were not convinced. This assumption 
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has been the basis of measures to fill the gap, to provide more 
information and to increase the knowledge of the local people 
concerned. It is believed that this information and knowledge 
will persuade people to become involved, to commit them
selves, and thus help ensure the success of the project or 
programme. 

(ii) The other school argues that the direction of the development 
process is fundamentally misconceived. It is not the failure to 
take the human factor into account that is at fault, but rather 
the unreflecting way in which people have been left out of the 
development equation and treated as passive recipients rather 
than active participants. The new approach, therefore, is to 
seek innovative and flexible procedures, taking into account the 
knowledge already possessed by local people. Participation in 
this sense is concerned with the production of knowledge, new 
directions and new modes of organization, rather than with the 
wider dissemination of the procedures adopted hitherto. 

Clearly these two interpretations of participation are very dif-
ferent; it could indeed be argued that they are diametrically opposed 
to each other. What matters is to recognize that they exist and may 
result in equally different forms of practice. There is no single 
universally valid interpretation of participation. It must be stated, 
however, that the analysis of the content, trends and practice of CIH 
in this study is based on the second of the two concepts outlined 
above. 

Whatever the underlying assumptions, however, all ideas of 
participation agree that people must be given a voice in development 
decisions, access to the resources and knowledge required for devel
opment and a share in the benefits achieved. Participation in 
development is a multidimensional process which varies from area 
to area, depending on local circumstances. There are many ways of 
looking at it and its interpretation very much depends on the 
approach to development adopted (J). 

Participation and health 
In view of what has been outlined above, there has been an 

increasing tendency to give favourable consideration to the notion of 
local participation in health policy and services. There is over
whelming evidence that the majority of the world's people have no 
regular access to organized health services. Most people in the world 
in fact confront the diseases and illnesses that plague them with 
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little, if any, formal support and under conditions of scarce food and 
financial resources. In most developing countries the formal health 
services are able to provide coverage for only a small proportion of 
the people they are supposed to look after (4). In coping with the 
problems of how to stay alive and healthy, millions of poor people 
have little to support them but their own knowledge and efforts (5). 

In response to this situation, the aim of achieving health for all 
by the year 2000 has been adopted as a basic tenet of health policy 
and development. In the first instance it could be argued that its 
achievement depends largely on the eradication of poverty and that 
the actions required are therefore largely outside the realm of 
medicine and public health proper. Health for all, therefore, is not 
exclusively an issue of health policy and development. The obstacleo; 
in the way of achieving it are daunting. These obstacles are not 
primarily due to a lack of medical knowledge; indeed it might be 
argued that, given the appropriate mechanisms and support, the 
scientific knowledge needed to radically improve the health of the 
majority of the world's population already exists and that what is 
mainly required is knowledge of how to achieve the massive, wide
spread involvement of people themselves, not just in supporting the 
health services and enabling them to function, but what is more 
important, in determining health priorities and how to allocate 
scarce health resources. Community participation has therefore, 
come to be seen as a way of rapidly improving the health services 
available for the majority of the world's people. Indeed it is argued 
that even if the structural changes required are carried out, health 
for all will be unachievable by the year 2000 unless radically differ
ent forms of health care are instituted that tap local manpower and 
resources and are essentially people's services and not services 
designed and maintained by external government health represen
tatives. This argument, however, 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 com
munities (6, 7). 

The arguments for CIH 
Inevitably, fresh thinking on development practices has led in 

the different sectors to critical reviews of previous practices and 
arguments in favour of change. In the past eight years or so the 
emergence of the CIH concept has led to widespread reconsider
ation of previous practices, determination of where they went wrong 
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and proposals for the changes that are needed. The formal concept 
of CIH seems to date from the mid-1970s and since then a wide 
range of publications have argued its merits and suggested the kinds 
of change it would bring about. It would appear from the literature 
that CIH has been enthusiastically welcomed as the fundamental 
change in direction required to promote effective health devel
opment. 

Advantages of a community participation 
approach 

(i) A community participation approach is a cost-effective 
way of extending a health care system to the geographical and 
social periphery of a country-although it is far from cost-free. 

(ii) Communities that begin to understand their health status 
objectively rather than fatalistically may be moved to take a 
series of preventive measures. 

(iii) Communities that invest labour, time, money and ma
terials in health-promoting activities are more committed to the 
use and maintenance of the things they produce, such as water 
supplies. 

(iv) Health education is most effective as part and parcel of 
village activities. 

(v) Community health workers, if they are well chosen, have 
the people's confidence. They may know the most effective 
techniques for achieving commitment from their neighbours 
and, at the very least, are not likely to exploit them. They come 
under strong social pressure to help the community carry out 
its health-promoting activities. However, they must also have 
dependable supplies and support from the higher levels of the 
health service. 

MacCormack, C. P. Commun1ty part1c1pat1on 1n pnmary health care. Tropical 
doctor, 13 (2). 51-54 (1983) 

The arguments in favour of CIH are not only convincing but 
also fairly uniform throughout the literature and are frequently 
based on an analysis of past errors. Health development is not a 
recent phenomenon but, like the development of other sectors such 
as agriculture, has long been an important aspect of both national 
and regional development plans. Criticisms of previous health 
development strategies, particularly those linked to the notion of 
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community involvement, suggest four main reasons for their lack of 
success (8): 

(i) They failed to encourage people to think or act for themselves 
in attempting to solve their health problems, impelling them to 
rely upon external sources for action and solutions. 

(ii) Failure to provide adequate training led to local people being 
unable to maintain the services that had been set up. Those 
services could not, therefore, be sustained by local resources 
and knowledge. 

(iii) In the past there have been cases of communities contributing 
resources and manpower to health projects and programmes, 
but there has been little active community involvement in their 
design and implementation. 

(iv) The conflict between health-directed needs, as determined by 
the health service and medical profession, and health-related 
needs, such as housing, water and sanitation, as determined by 
local people themselves. This conflict often results in an in
compatibility between the two sets of needs and a lack of com
munity interest in externally promoted health programmes. 

CIH has, therefore, emerged as the antidote to the deficiencies 
outlined above and the arguments in favour of it have been exten
sively discussed in the literature. Each of the rather similar reasons 
for failure listed above underlines the critical importance of local 
involvement if health programmes and projects are to succeed. 
Several studies set forth arguments for adopting CIH as a strategy 
for health development and the following is a composite list of those 
arguments taken from several sources (8-10): 

(i) CIH is a· basic right, which all people should be able to enjoy. 
Involvement in the decisions and actions that affect people's 
health builds self-esteem and also encourages a sense of re
sponsibility. CIH as a principle is of intrinsic value in the 
development of communities in a wider sense and should be 
promoted as the basic approach to health development. 

(ii) Many health services, particularly in developing countries, 
function on the basis of limited resources. CIH can be a means 
of making more resources available by drawing upon local 
knowledge and resources to complement what is provided by 
the formal health services. Furthermore, it can help to extend 
the coverage of health services and to lower their overall cost. 

5 



COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

CIH can also make health services more cost-effective and lead 
in the long term to an adequate return on funds invested in the 
health sector. It is not, however, a substitute for formal health 
services or a mechanism of double taxation. 

(iii) CIH increases the possibility that health programmes and 
projects will be appropriate and successful in meeting health 
needs as defined by local people, as opposed to medical needs as 
defined by the health authorities. When health services take 
into account local perceptions of health needs and are managed 
with the support of local people, there will be a better chance of 
their programmes being successful. 

(iv) CIH breaks the knot of dependence that characterizes much 
health development work and, on a wider front, makes local 
people aware that they could become usefully involved in 
development in general. Ultimately CIH can help to make 
people politically conscious and eager to make their voice heard 
in regard to development processes in their country or area. 

Comment 
In theory at least, health professionals seem to support CIH as 

a basic principle to be followed in health development. CIH has 
become a widely accepted concept and doubts about its need or 
appropriateness are rarely formally expressed. The literature reflects 
this commitment to CIH, which it supports with persuasive argu
ments. Among the guiding principles agreed at Alma-Ata and 
embodied in the health-for-all strategy, for example, is the partici
pation of people in health development. If judgements were based 
solely on the professional literature it might well be concluded that 
CIH as a strategy for health development was now firmly en
trenched in the minds of those who are responsible for formulating 
health policy and managing its implementation. 

It has to be acknowledged, however, that because of its relative 
newness as a strategy of health development, the theory of CIH is 
probably somewhat ahead of its practice. Although there are an 
increasing number of examples of CIH being applied in a variety of 
different contexts, as a fundamental principle of formal health 
service practice it is still largely underdeveloped. It was in view of 
this that a WHO inter-regional meeting on CIH was held in Brioni 
in Yugoslavia in June 1985 to examine various aspects of CIH 
practice. That meeting singled out a number of problems that 
needed further consideration, and which form the basis of this book. 
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Chapter 2 

Understanding CIH 

Introduction 
The concept of CIH emerged as a result of concern to encour

age local participation in all aspects of development, including 
health development. CIH means local participation in the design 
and delivery of health care services, which is needed for the reasons 
examined in Chapter 1. Health literature, however, seems in doubt 
as to whether to use the term 'community involvement' or 'commu
nity participation'. In most areas of development preference seems 
to be given to the term 'community participation' but the health 
sector seems to have opted for 'community involvement' because 
of its deeper implications. In primary health care the distinction 
between the two terms can be seen from the following statement (1): 

To be successful [primary health care] needs individual and 
community self-reliance and the maximum community in
volvement or participation, that is to say, the active involve
ment of people living together in some form of social organi
zation and cohesion in the planning, operation and control of 
primary health care using local, national and other resources. 
The term 'involvement' is preferable to 'participation' because 
it implies a deeper and more personal identification of members 
of the community with primary health care. 

Such has been the impact in the past few years of the concept of 
participation in health development that it has begun to influence 
thinking in a whole range of related health fields. Since the late 
1970s there has been a flood of literature analysing the concept of 
involvement in various aspects of health development. In the great 
majority of cases the literature acknowledges the importance of such 
involvement but, as was to be expected, there is a wide range of 
interpretations and it is frequently necessary first and foremost to 
define the terms used. Because it is a fundamental principle of 
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design and implementation, community involvement in health de
velopment is open to a variety of interpretations. 

Community participation 
The concept of CIH cannot be divorced from the broader aim 

of encouraging the active participation of local people in the devel
opment process as a whole. Any understanding of CIH must there
fore begin by attempting to understand the concept of participation. 
And that is where the problem begins. There is no single working 
interpretation of the concept of participation that has been uni
versally accepted in development work. Indeed there are a variety of 
different int~rpretations, each giving rise to a different form of 
practice. It is important to be aware of this variety of interpretations, 
since each, in its own way, has profound implications for devel
opment practice. 

Although there would appear to be widespread agreement on 
the importance of community participation for bringing about the 
desired redistribution of the benefits of development, there is less of 
a consensus on the nature and content of the participation process. A 
wide range of equivocal terms such as 'self-help', 'self-reliance', 
'cooperation' and 'local autonomy' add to the confusion. The fol
lowing are, for example, three interpretations of participation which 
reflect quite different concepts of development: 

(i) 'Participation means ... in its broadest sense to sensitize 
people and thus to increase the receptivity and ability of people 
to respond to development programmes, as well as to encour
age local initiatives' (2 ). 

(ii) 'With regard to development . . . participation includes 
people's involvement in decision-making processes, in im
plementing programmes . . . their sharing in the benefits of 
development programmes and their involvement in efforts to 
evaluate such programmes' (J). 

(iii) 'Participation involves ... organized efforts to increase control 
over resources and regulative institutions in given social situ
ations on the part of groups or movements of those hitherto 
excluded from such control' (4). 

These statements bear witness to widely divergent views on the 
nature of participation in rural development. It is important, how
ever, to reduce these different views to some sort of order if partici
pation is to be subjected to rational analysis. This can be done by 
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distinguishing two broad but very different categories of interpre
tations of 'participation' which may be regarded as the two ends of a 
continuum: participation as a means and participation as an end. 

Participation as a means 

In this interpretation participation is seen as the means of 
achieving a set objective or goal. In other words it is a way of using 
the economic and social resources of rural people to achieve pre
determined targets. The results of the participation in the shape of 
the predetermined targets are more important than the act of partici
pation. Those results may indeed lead to a welcome improvement in 
the physical environment of rural people and may well coincide with 
local needs as perceived by those people. 

Government and development agencies responsible for provid
ing services and with the power to control resources see partici
pation as a means of improving the efficiency of their service
delivery systems. This emphasis on improving efficiency categorizes 
participation as a management technique intended to benefit both 
provider and consumer. The consumers are coopted into the de
livery system and become subject to its dictates. Essentially this is an 
indirect form of participation. Technically it could be argued that it 
is representative, since the consumer apparently has some influence 
on the delivery system, but participation is limited to comment and 
advice and does not lead to any direct control. Generally speaking 
sharing in the benefits of the delivery system is the more character
istic outcome of this form of participation. 

Participation as a means is essentially a static, passive and 
ultimately controllable form of particip.ation. It is the form of 
participation more commonly found in rural development pro
grammes and projects. It is seen there, however, as a temporary 
feature, an input required if objectives are to be achieved. It is only 
rarely that a longer-term view is taken. Inevitably the emphasis is on 
rapid mobilization, direct involvement in the task on hand and the 
abandonment of participation once the task has been completed. It is 
rightly argued that rural development projects would benefit from 
more direct participation by the local people, but it is also important 
to ensure that such participation is not merely a way of facilitating 
attainment of the project's objectives. 

Participation as an end 

Participation in rural development may on the other hand be 
regarded as an end in itself. Emphasis is then laid on participation as 
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a process in which confidence and solidarity among rural people are 
built up. In a rural development project, participation as a process is 
a dynamic, unquantifiable and essentially unpredictable element. It 
is created and moulded by the participants. It is an active form of 
participation, responding to local needs and changing circum
stances. 

The process of participation is seen as a permanent and in
trinsic feature of rural development that enhances and strengthens 
any rural development project. It will not only last the life of the 
project but, more important, will extend beyond the project's end in 
the shape of a permanent dynamic involvement. It is not seen merely 
as a management technique, but rather as a means of enabling rural 
people to become more directly involved in rural development. The 
critical elements in the process are to enhance awareness and build 
up organization, as the two fundamental conditions for effective 
participation. 

More generally, participation as an end in itself presupposes 
the building-up of influence or involvement from the bottom up
wards. As a result this form of participation has come to be associ
ated with development activities outside the formal or government 
sector and is concerned with building up pressures from below in 
order to bring about change in existing institutional arrangements. 
It does not necessarily begin with any preconceived set of quan
tifiable targets or objectives: it is more concerned with developing a 
genuine dynamic of analysis and involvement and then allowing the 
process to follow its natural course. 

More detailed analysis of participation as a process shows that 
there are a number of discrete stages; any participation process can 
be characterized in terms of the stage it has reached. In the first 
instance a stage of marginal participation can be distinguished, in 
which participation by the people is limited and transitory and has 
little direct influence on the outcome of the development activity. In 
many rural development projects where plans and objectives are 
determined beforehand, rural people achieve only a marginal influ
ence on performance. At a different level there is a stage of sub
stantive participation. At this stage rural people are actively involved 
in determining priorities and carrying out activities, even if the 
mechanism for these activities is externally controlled. Substantive 
participation is the means by which many rural development pro
jects achieve their objectives, but there is evidence that the sub
stance of the participation is limited to the benefits of the project 
activities. Finally an ultimate stage of structural participation may be 
distinguished. In this case participation is an integral component of 
the project and the ideological basis for all project activities. In 
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structural participation rural people play an active and direct part in 
the development process and have the power to ensure that their 
opinions are heeded. 

The richness of the participation concept is reflected in the 
wide variety of approaches that can be used in its analysis. Thus, 
some forms of participation can be considered from the standpoint 
of how they were initiated. In this respect a distinction can be drawn 
between spontaneous, induced and compulsory participation. Sponta
neous participation is based on local initiatives which have little or 
no external support and which from the very beginning have the 
capacity to be self-sustaining; induced participation, which is argu
ably more common, results from external initiatives seeking support 
or endorsement for external plans or projects; compulsory partici
pation implies that people are mobilized or organized willy-nilly to 
undertake activities in which they have had no say and over which 
they have no control. 

Similarly, forms of participation can be distinguished on the 
basis of whether they seek cooperation or promote power-sharing. 
Both forms involve interaction between the decision-makers and 
those affected by the decisions. In the former, the participants have a 
right to receive information, to submit protests, to make suggestions 
and to be consulted before final decisions are taken. In the latter, 
which is an intrinsically higher form of participation, the partici
pants are conceded a share in formal power, varying from the right 
to impose temporary or permanent vetoes to the right to participate 
directly in decision-making. From this brief description it will be 
seen that very different forms of participation may emerge from the 
relations between those who decide and those who are affected by 
the decision. 

It is impossible, therefore, to state categorically what exactly is 
meant by participation in rural development. Commentators have 
long been striving to lay down an exact definition, but a review of the 
literature reveals disagreement as to whether participation is essen
tially a process, a programme, a technique or a methodology. These four 
terms indicate the different approaches used in examining the con
cept. 

The author's wish here is not to argue that one interpretation is 
better or more relevant than another, but to urge recognition of the 
variety of interpretations and, accordingly, of the need to examine 
the form of participation that is being practised. The evidence 
would suggest that no single form of participation is relevant to all 
situations and also that different forms have profoundly different 
consequences. A critical examination of the concept of participation 
should therefore be the first step in any attempt to bring CIH into 
operation (5). 
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Interpretations of CIH 
A review of the literature on CIH reveals that, while there has 

been considerable discussion of community participation and many 
definitions of it have been suggested, few authors have attempted to 
define CIH. One study in fact has suggested that the concept of CIH 
is so riddled with equivocal terms such as 'self-reliance' and 'self
help' that a useful definition is almost impossible (6). Certainly there 
is widespread confusion and it is patently not possible to disentangle 
the concept of CIH from the variety of interpretations of community 
participation. CIH expresses the notion of local communities be
coming involved in one particular development activity (i.e., health) 
and, while this might imply differences in approach and methods, 
the basic purpose will be the same. 

It would perhaps be useful to start with a working definition of 
CIH and then attempt to adapt it to a variety of different contexts. 
In this respect the following definition of CIH in primary health 
care (7) would appear to be acceptable: 

Community involvement [in health development] is a process 
by which partnership is established between the government 
and local communities in the 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. 

This is, on the one hand, a powerful statement of intent and, on 
the other, a political commitment with wide-ranging consequences. 
While it states the broad aim to be pursued, it also reveals an 
approach to participation in which the decisions are still a matter for 
professionals. There is little purpose, however, in trying to deter
mine the precise implications of the definition; it is more important 
to discuss the issues raised by any commitment to CIH. The WHO 
inter-regional meeting in Brioni in 1985 examined the concept of 
CIH and suggested that there were two broad but distinct interpret
ations of the practice of CIH: 

• CIH as awareness and understanding of health and health prob
lems; and 

• CIH as access to information and knowledge about health 
service programmes and projects. 

The first interpretation lays stress on building up communities' 
awareness and understanding of the problems of health devel
opment and the causes of poor health as the basis for their future 
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active involvement in health development. The second interpre
tation emphasizes that communities must have direct access to 
specific information and knowledge about health service pro
grammes and projects as a pre-condition for becoming involved in 
health activities designed and to be directed by others. 

Interpretations of CIH 
(i) 'Participation ... is simply involvement of a community in 
the administration and financing of a health service. Such 
involvement implies that the community participates ... "in 
the planning, organization, operation and control of primary 
health care, taking the greatest possible advantage of local 
and national resources and other available resources" 
[Declaration of Alma-Ata].' 

Agudelo, C. A Community part1c1pat1on in health act1v1ties· some concepts 
and appra1sal cnteria Bulletm of the Pan American Health Orgamzatton, 17: 
375-386 (1983) 

(ii) 'Community involvement for health development is under
stood to refer to a process to establish participation between 
Government and local communities in the planning, implemen
tation and use of health services in order to increase local self
reliance and social control over health care. Community in
volvement means that people, who have both the right and duty 
to participate in solving their own health problems, have great
er responsibilities in assessing health needs, mobilising local 
resources and suggesting new solutions, as well as creating 
and maintaining local organizations.' 

Activtttes of the WHO in promoting commumty Involvement for health devel
opment Unpublished WHO document, SHSI83 3. 

(iii) 'Community participation is used loosely for different PHC 
activities which cut across the economic, learning and political 
spheres. While community activities in each of these spheres 
can contribute to improving the health conditions of poor 
people, they raise quite different issues, particularly as re
gards the organization of the ministry of health. The economic 
dimension of community participation dominates when com
munity members contribute resources-materials, money, 
labour-to health-promoting activities, or when they are enlist
ed to carry out tasks delegated by the health care system: 
village health workers are a widespread example. In terms of 
learning, community participation is a two-way process involv
ing both community members and health workers. When the 
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community shares in defining needs, carrying out tasks, and 
gathering and processing information relevant to health, com
munity members and health workers learn from each other. 
Finally, community participation is a political process in so far 
as community members acquire a say in decision-making 
about health and health care issues that affect them, and a 
measure of control over the persons that are supposed to 
serve their needs. Community participation in this sense 
raises the most serious organizational problems, and even 
dilemmas, for ministries of health.' 

Strengthenmg mtntstnes of health for pnmary health care. Geneva, World 
Health Organ1zat1on, 1984 (WHO Offset Publ1cat1on, No. 82), p. 39 

Within any particular country CIH must become a fundamen
tal principle of the health delivery system. It cannot be merely a 
general characteristic of health service delivery: it must become the 
basic motive force of health activities. CIH is, however, ultimately 
linked to resources and there will be fundamental differences in 
practice between resource-rich and resource-poor countries. In 
resource-rich countries CIH has been essentially a response to 
consumer pressure and demand for better quality health services; in 
resource-poor countries it has mainly to do with coverage and 
increased access to basic health services. 

The report on the Brioni meeting reviews the issues that have 
arisen as formal health services in different parts of the world have 
begun to adopt and implement the concept of CIH. It examines the 
concept and suggests its implications for health care practice; it 
suggests the changes that might be required in formal health services 
as a result of CIH; and finally it examines the relationship between 
CIH and traditional health care arrangements and practices. The 
regional and country reports presented at the Brioni meeting con
firmed the complexity of the problems that arise as CIH is intro
duced into health services and health practice. 

Comment 
There is no shortage of literature seeking to explain the mean

ing of CIH or to determine and analyse the types of problem to 
which it gives rise. It would appear, however, that while there is a 
solid enough general commitment to CIH and a good understanding 
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of what it means, there are still a number of aspects that require 
further and more thorough consideration: 

(i) More detailed information is needed on the practice of CIH in 
different contexts, e.g., resource-rich/resource-poor, urban/ 
rural and capitalist economy/socialist economy countries or 
areas. CIH can only serve as an overall principle of health 
development; it cannot function merely on rhetoric, but needs 
to be tested and perfected in concrete situations. There is a 
case, therefore, for putting emphasis on practising CIH rather 
than on defining it. In this respect WHO should seek to 
promote and monitor the practice of CIH in different contexts 
in order to develop the understanding needed to support its 
practical application on a wider scale. 

(ii) In respect of health development it is time to recognize more 
clearly that CIH is not an isolated phenomenon, but rather one 
aspect of a more general move towards ending the exclusion of 
the majority of the world's people from the development pro
cess. The emphasis should be put on linking-up community 
health workers with the activities of other sectors, such as adult 
education or rural extension, so that stress is laid on the process 
of participation and not merely on seeking to involve local 
people more directly in already established formal health ser
vices. There is much that the health sector must learn about 
the process of community participation in general before it 
seeks to incorporate that process into health development. 

(iii) If CIH is to be fully applied, it will clearly have profound 
implications for formal health service practice. It would ap
pear, however, that these implications, e.g. a fundamental re
examination of both professional training and of the control of 
health programmes by health professionals, have not been 
given sufficient consideration and that the belief exists that 
CIH can merely be inserted into existing health services. It is 
perhaps time for a clear statement on the implications of CIH 
and the changes that will be required in formal health services 
if it is to be implemented. CIH involves a radical reorientation 
in the design and delivery of community health services, and 
the details of that reorientation need to be spelt out. 

(iv) Ultimately the practice of CIH must receive constitutional and 
legal support if it is to operate effectively as a principle of health 
care and development. In this respect the experience of a 
number of European countries, such as Finland, may be useful 
(8). Ultimately, also, CIH can only flourish where governments 
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grant the basic right of local involvement and encourage local 
communities to assume the necessary responsibilities and 
powers. 

(v) Finally there is the question of whether CIH must be of a 
different nature when used to deal with the symptoms of poor 
health or to deal with its causes. It is less difficult to use it to get 
local people to collaborate in the treatment and cure of a 
particular health problem. The approach must be somewhat 
different when CIH seeks to get local people involved in 
understanding the causes of their poor health and in finding 
effective solutions. There is, therefore, more than one approach 
to CIH and, indeed, the approach will be fundamentally differ
ent when it is solely the collaboration of local people that is 
sought rather than the development of their own abilities to 
tackle the causes of their poor health. 

Community involvement in health care 
Burma 
The religious and sociocultural values and the political system 
in Burma embody the principles of community involvement as 
articulated in the declaration of Alma-Ata. Community involve
ment and participation are State policies in all aspects of 
development, including health. In the field of health devel
opment, successes have included sanitation campaigns, natu
ral disaster relief, control of rat-induced plague epidemics, and 
mass smallpox vaccination: in each of these initiatives commu
nity participation was a vital component. Communities have 
also contributed to health development in other ways: 

(a) direct community contributions to village health workers in 
order to replenish essential drugs and construct village health 
posts; 
{b) voluntary labour for rural water supply projects, latrines 
and garbage pits; 
(c) community participation, in the form of village people's 
councils, in the planning, organization, administrative super
vision and control of primary health care activities. 

Burma has found that the quality of performance of village 
health workers and their positive attitude and leadership are 
important factors in maintaining and sustaining community 
participation. Health authorities encourage and support new 
ideas from communities and health services staff alike and are 
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keen where possible to provide resources for health initiatives 
that come from the communities. 

El Zawahry, M. A.M. lnnovattve approaches for mcreastng communtty mvolve
ment tn the health care system. WHO Reg1onal Off1ce for South-East As1a, 
unpublished document, SEA/HSD/111. 

Peru 
The present administration in Peru is committed to the de
mocratization of the country's health services. Financial and 
human resources assigned to health services by the State are 
to be equitably allocated and, at the same time, the Peruvian 
people themselves are to be encouraged to participate in the 
management, supervision and control of health resources and 
services. In a recent policy statement on health development in 
the country, the Peruvian Government adopted the following 
among a series of policy guidelines: 

(a) participation of organized communities in all the levels of 
the health system; 

(b) effective decentralization of health services, with the 
delegation of authority to the peripheral level; 

(c) development of new approaches to health problems, in
cluding the use of health technologies that can be applied by 
the people. 

The policy statement adds that community participation is a 
difficult process to put into practice because the health system 
has traditionally worked apart from the people and their com
munal organizations. There is, therefore, a certain fear of 
community participation on the part of the people responsible 
for health service administration The policy statement also 
sees decentralization in the health sector as a major challenge 
in a country w1th a historic tradition of centralization. In order to 
encourage this decentralization, 25 Departmental Health Units 
have been established having a Director and Deputy Director 
with the power of a Minister in the Department's geographical 
area. An interesting feature of this health sector decentraliz
ation is the holding of jampinacuys (group healing or group 
discussion on health issues). To date health is the only sector 
in the national administration in Peru to have achieved such a 
level of bureaucratic decentralization. 

Peru, Min1stry of Health, 1986. 
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Chapter 3 

Critical issues in CIH 

The concept and practice of CIH are so broad and varied in 
nature that it is impossible to suggest a model of CIH that would be 
applicable to health care in all contexts. Countries such as China and 
the United States of America have long had mechanisms for commu
nity involvement but in the past five years or so CIH has become 
more systematically practised in many other countries. As more 
information emerges regarding CIH practice, it will become possible 
to determine the more important problems that arise when it is being 
put into effect. As has already been seen there have been a variety of 
interpretations of the concept itself and various degrees of commit
ment to it have been expressed. The essential point now is to obtain 
a better understanding of the main problems that arise when a health 
service seeks to implement CIH as a fundamental principle of its 
activities. In view of the increasing practice of CIH, it is now 
becoming possible to determine those problems and examine their 
implications. 

The problems mentioned below were first discussed at the 
inter-regional meeting on CIH in Brioni; they have been the subject 
of further research and analysis since. They are not presented in any 
particular order of priority but rather in a logical sequence. The 
problems overlap, of course, and should be seen as a whole. For the 
purposes of this discussion, however, they will be examined individ
ually and in some detail. 

The community and CIH 
CIH in practice not only involves health policy and health 

resources, but also the responsibilities and capabilities of the 
'community'. Clearly, therefore, a study of CIH must begin with 
a thorough analysis of what the 'community' is that is supposed to 
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play a part in a particular health programme or project. In this 
respect there is no shortage of anthropologically oriented studies in 
the developing world that describe the basic characteristics of urban 
and rural communities. What is still lacking, however, is empirical 
evidence of what aspects of communities are critical to their involve
ment in health development (1). Scrutiny of the more recent litera
ture on CIH would suggest that those listed below are the most 
crucial. 

(i) It is most important to know the exact nature of the com
munity that is to become involved. The term 'community' is fre
quently used in development literature, although clearly there are 
different ideas of what it means. Psychologists, sociologists and 
anthropologists, for example, all use the term and are agreed in 
regarding it as more than a geographical expression. Current think
ing on development is that the word is inadequate as a means of 
indicating people who share common needs and problems (2). 
Communities, in the geographical sense of the term, might contain a 
range of conflicting and competing groups and interests. For exam
ple, geographically defined communities can be divided in the first 
instance, into rich and poor, men and women, traditional and 
modern and so on. But even these divisions are too broad and a more 
precise differentiation will be needed between, for example, large 
landowners, small farmers and rural labourers or landowners and 
tenant-farmers. There is clearly a need to take into account eco
nomic and social differentiation in the community when health ser
vices are being provided at that level and particularly when an 
attempt is being made to involve the community in those services. 

While some of the writings on CIH recognize the inadequacies 
of the term 'community', most seem to take it as some constant, 
static and uncomplicated unit, and concentrate on the weightier 
issues of health policy, structures for CIH and so on. Although this 
is clearly unsatisfactory, it may reflect a concern to convince those 
who control health systems of the importance of CIH. CIH will be 
quite meaningless in practice if 'community' continues to be used in 
an undifferentiated way for a geographically defined area. CIH must 
begin with a clear and unambiguous identification, based on eco
nomic and social criteria, of the people who constitute the 'commu
nity' and must seek to involve them in a way that is within their 
capabilities and is designed to solve problems that are relevant to 
them. CIH must be related to the specific situation of those whom it 
is seeking to involve. 

In the absence for the moment of a more acceptable unit of 
economic and social organization for CIH, the author will continue 
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to use the term 'community' in the text while recogmzmg its 
inadequacies and the need for a more soundly based method of 
dividing populations into their component parts. 

(ii) An important aspect of CIH is the precise determination of 
what a community can contribute to health development; it is 
assumed that it will contribute according to its capabilities and 
resources. Already urban and rural communities contribute, in 
different ways in different countries, to providing and sustaining 
local health services (J). To understand the potential of community 
contributions to health development will involve a process of assess
ment, in which the communities will play a part, in order to 
determine what local capabilities and resources are available and in 
what way they can be built into health programmes and projects (4). 
More specifically local people's knowledge of health care and health 
practices should be ascertained and utilized. Essentially the practice 
of CIH recognizes that communities do have something to contri
bute, materially and intellectually, to the tackling of health problems 
and that it is necessary to determine what those contributions could 
be and to incorporate them in health practice. Also implicit in this 
approach to CIH is the recognition that communities will have their 
own views on health development and their own ideas on what the 
problems are (5). 

(iii) In line with this more general analysis of people's partici
pation, CIH must essentially be developed on the basis of some form 
of local organization. It is commonly acknowledged that organi
zation is indispensable for providing ways and means of making 
participation possible (6). CIH too seeks for some form of organi
zation at the community level that can act as the vehicle for involve
ment. Such an organization should: 

• be local, indigenous and based on existing community struc
tures and mechanisms; 

• be created, where possible, as a result of local initiatives; 

• be representative of the interests of the groups in the commu
nity whose involvement is being sought; 

• be able to develop as a legitimate and formal representative 
body. 

The issue of organization for CIH is very complex. It goes far 
beyond the mere establishment of a local structure such as a village 
health committee. It must be recognized, for example, that most 
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communities will have traditional mechanisms for participation. If 
the organization is to survive and be effective in encouraging 
people's involvement in health development, its establishment and 
development must be seen as an integral part of the process of CIH. 
In this respect strengthening district-level health systems for pri
mary health care could be critically important in building up local 
organizations for CIH. Finally, those organizations will need the 
support of national legislation if they are to flourish and legitimately 
represent their members' interests. 

(iv) In relation to the community's role in CIH, the term 
'mobilization' is often used, referring to a radical and widespread 
process of collective organization and involvement which leads to 
local human and other resources being channelled into development 
efforts. In relation to health development, one author (7) has defined 
community mobilization as follows: 

Community mobilization is psychological, , socio-cultural, 
political and economic training, retraining and redirection 
using relevant processes to create community awareness, 
understanding, motivation for the acceptance and the use of 
total community resources for planned collective changes or 
actions. 

Clearly there is a strong case for linking the notion of mobili
zation to the concept of CIH. CIH will be of no use as a strategy if it 
is implemented in isolated, unconnected health programmes or pro
jects. If CIH is to lead to more widespread and better health, 
widespread and sustained involvement will be needed. CIH must 
become a mass movement and the process of m,bbilization must 
become an integral part of the CIH process. There have already 
been examples of nationwide mobilization of people for health 
development and an attempt should be made to learn from them (8). 

(v) As for the community in CIH, it may be wondered whether 
some communities might be more ready or able to get involved in 
health development than others. This is not an entirely novel 
question, since in other areas (e.g. agriculture), development work
ers classify communities and seek to determine which community 
characteristics are more favourable to development (9). Such an 
exercise, of course, must be treated with caution and should not be 
used alone to judge the ability of any particular community to 
become involved in health development. In particular it must be 
remembered that communities live in different political environ-
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ments (e.g. democratic, authoritarian, centralized) which will largely 
determine the features of community participation. However, in
quiries of this kind can at least provide a basis for assessing the 
potential for CIH and for building on what exists. With this in mind 
the following is a classification of communities in relation to CIH 
based upon research in the Americas (ro): 

Communities with some 
CIH 

(i) Urban and/or suddenly 
formed 

(ii) Consensus that health is a 
priority need 

Communities with only 
cooperation and 
utilization of health 
services 

(i) Rural and/or traditional 

(ii) Consensus that health needs 
are satisfied and that other 
problems have greater priority 

(iii) Social cohesion/sense of (iii) Social, economic or political 
common interest divisions; apathy 

(iv) History of successful commu- (iv) Community action non-exist-
nity action ent or one-time only 

Such a range of favourable and unfavourable characteristics 
begs a whole series of questions, but also singles out some character
istics that are important for successful CIH. However, terms such as 
'consensus', 'social cohesion' 'divisions' and 'apathy' will have to be 
clearly defined, their interpretation depending on the analytical 
criteria used by the author concerned. They must be examined 
objectively, not subjectively. 'Consensus' and 'cohesion' are vital to 
CIH but they must be real and based on commonly accepted criteria 
and not merely reflect casual agreement at the community level. The 
basis of involvement is solidarity, but that solidarity must be more 
than community consensus on the importance of health problems 
(II). 

Interestingly the Americas study suggests that urban commu
nities are generally more prepared for CIH than their 'traditional' 
rural counterparts. In the Americas this is not surprising, in view of 
the increasing urbanization of the American continent and the 
presence of health services mainly in urban areas. Certainly urban 
communities in the Americas, for a variety of reasons, such as access 
to information or a greater degree of politicization, are usually in a 
better position to become usefully involved in development activi
ties. On the other hand, the reverse is probably true in other parts 
of the world such as Africa, where more people live in rural areas. 
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Furthermore, in countries that have undergone a period of internal 
structural reform and where communities have been mobilized and 
organized for development, the question of the 'readiness' of com
munities may not be relevant. In these situations it is more appro
priate to ask whether the health service bureaucracy has failed to 
keep up with structural changes that have laid the basis for commu
nity involvement. In such situations, if CIH is not beginning to 
develop, it is perhaps due to the failings of the health service and not 
the unreadiness of local communities. 

The community 
Convincing Nepalese villagers to support and participate in 
development projects often makes it necessary for fteld work
ers to bring together disparate individuals in pursuit of a 
common goal. "Who is the community?" asked the adviser of 
an education project. "It is a fallacy to think there are unifted 
communittes. In every one you have divisions and in some you 
have active ftghting." 

This is echoed by the UNICEF Project Officer: "All the way 
down to the basic level you have divisions. Only when you get 
to a cluster of houses do you have a sense of community. This 
kind of fragmented community will be a big problem in any 
project." 

The process of bringing members of a community together in 
pursuit of a project involves winning over local leaders, provid
ing an immediate benefit of some kind and establishing a good 
reputation, often by word-of-mouth assurance from relatives 
and acquaintances in the neighbouring areas that the project is 
effective. 

"Take the case of the water supply," remarked a UNICEF field 
worker. "In the beginning it wasn't easy. People didn't know 
about clean water; at first when we asked them to dig trenches 
and carry pipes, we had problems. Now people know about 
water supply and there is really strong community partici
pation." 

Communities are now expected to do more than dig trenches. 
"The idea that people used to have about community partici
pation was that it's free labour," said the Project Officer. "But 
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community participation actually means meetings which in
volve people in as many decisions as they're capable of 
handling-decisions such as 'Do we want a water tap?' or 
'Where should the taps be?' or 'How should we organ1ze the 
labour?' " 

The experience of water supply projects has pushed back 
barriers to widespread community participation in Nepal. The 
water supply programmes have become anchored in local 
choice- with district assemblies forwarding lists of water 
needs which they have received from village assemblies. 

Felsenthal, M. Who IS the commun1ty? UNICEF News, No 124, pp 26-27 (1986). 

Support mechanisms for CIH 
It is commonly agreed that CIH cannot be instituted and 

developed without the support of appropriate mechanisms at differ
ent levels. Such mechanisms can exist and operate at both national 
and community level and are indispensable for the process of CIH. 
The evidence to date suggests that in countries where CIH has 
begun to develop, it has done so with the assistance of a variety of 
support mechanisms. 

The literature on CIH emphasizes the key role of support 
mechanisms and puts forward suggestions, sometimes detailed, on 
what those mechanisms should be and how they should function 
(12). Support mechanisms for CIH are described both at the na
tional and at the local level and inevitably the relationship between 
mechanisms at the two levels becomes a serious problem. In the first 
instance, however, it is important to establish what factors can affect 
the CIH mechanisms either favourably or adversely. Many writers 
single out the critical factors and argue that support mechanisms for 
CIH will be inoperable unless those factors are favourable. The 
factors are broad in scope and are invariably described in general 
terms. The following is a composite list of the factors considered to 
be of critical importance if a support mechanism for CIH is to 
succeed: 

(i) Political commitment to CIH. This is probably the most fun
damental support for the CIH process, since it will determine 
the success of such important mechanisms as decentralization. 
The political commitment, not just to CIH but to the whole 
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process of participation, is indispensable for creating the con
ditions favourable to increasing involvement. Where there is no 
political commitment, community involvement will not only 
not flourish but may even be deliberately hindered. 

(ii) Reorientation of the bureaucracy in support of CIH. The 
administrative support required for effective CIH will only 
materialize when the government bureaucracy is reoriented to 
support the process. Classically bureaucracies are designed to 
pass down policy and information and are inflexible. CIH will 
never flourish until bureaucratic structures radically reorient 
their procedures and behaviour. 

(iii) Development of capacity for self-management. CIH will not 
function unless action is taken to build up the organizational 
and management abilities of local people. CIH, therefore, does 
not rely merely on the communication of new ideas on health 
care, but must also develop local ability to assume full responsi
bility for such care. 

(iv) Minimum basic health structure and coverage. CIH cannot be 
implemented unless there is at least a minimum health care 
infrastructure, fairly widespread access to health services, and 
national and local financial resources to support those services. 
There have to be health activities in which local people can 
become involved. CIH is not therefore a realistic strategy for all 
areas of the world; it is more immediately relevant to those 
areas that possess a minimum infrastructure of health services. 

Probably not all health administrators or workers would agree 
that the above are the most essential support factors for CIH. 
Certainly they are not suggested as a model relevant to all situations, 
but more as representative of factors that have emerged from the 
practice of CIH. There is general agreement, however, that the 
factors listed imply formidable changes, and that may be the most 
important single reason why CIH in many countries is much talked 
of but little practised. Political commitment and bureaucratic re
orientation, for example, are not changes that can or will occur at the 
drop of a hat. And yet without the radical changes implicit in such 
factors, CIH becomes an extremely limited concept. It is unwise to 
underestimate the magnitude of the structural changes that will be 
required to create the effective support necessary for CIH and 
without which CIH will function only within the limited confines of 
single health programmes or projects. 
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Ethiopia: The structure of national 
participation 
In late 1974 the Provisional Military Administrative Council 
(PMAC) declared Ethiopia a socialist state, stressing equality, 
self-reliance, the dignity of labour and the supremacy of the 
common good. Emphasis was laid on the need to socialize the 
means of production so as to eliminate the causes of class 
differentiation and to promote the country's productive forces. 
In March 1975, a land reform was proclaimed and all rural land 
was declared the common property of the Ethiopian people. 
Immediately an effort began to organize the peasants for the 
part they were expected to play. In December 1975, a proc
lamation established the peasants' associations which w~re 
to be the main vehicle of peasant involvement. Women's asso
ciations were also established by the PMAC to represent and 
promote the interests of rural women in Ethiopia. 

In Ethiopia greater peasant participation was the cornerstone 
of the revolutionary process. In the first year the PMAC laun
ched an offensive to make contact with the rural masses and to 
begin the process of involving them in the revolutionary trans
formation Within a short time, thousands of peasants' associ
ations had been formed. Peasant participation was expressed 
in such terms as 'collectivization' and later 'co-operativization' 
as the PMAC sought to institutionalize a communal form of 
agriculture. 

The process of peasant participation was presented as evo
lutionary and was governed by three basic principles: volun
tary participation, mutual benefits and the strict application of 
democratic centralism. The key word, of course, is the 'volun
tary' nature of the participation, implying that the peasants had 
the choice of whether to support the process of collectivization 
or not. Essentially the approach was to begin by establishing 
some basic forms of participation (i.e. peasants' associations) 
which would lead to some kind of higher form with widespread 
collectivization of production. The peasants' world was in fact 
turned upside down overnight. Previously they had been totally 
excluded from any form of involvement 1n the development of 
the Ethiopian State (apart from those few who had become 
involved in capitalist development programmes) but now they 
were being asked to participate actively in the socialist revol
ution. 

In this process of developing and institutionalizing local par
ticipation, the PMAC used two basic means: 
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(i) the Zemacha: the mobilization of secondary school and 
university students to spread throughout the country, make 
contact with the peasant communities and prepare the ground 
for participation. 

(ii) peasants' associations: considered as the lowest adminis
trative unit of the State, these were expected to coordinate 
administrative functions, agitate, and mobilize the people to 
participate in political and economic activities and maintain the 
security of their region. 

The Zemacha and the peasants' associations made the first 
impact upon a peasantry that had been subjected to feudal 
isolation for centuries. Since this first impact, and particularly 
since 1979, the emphasis has been upon agricultural collec
tivization and the developing of cooperatives as the basis for 
continued peasant involvement. Although as yet there have 
been few detailed studies of how this process of institutional
ized participation is evolving, the Ethiopian experience re
mains one of the few contemporary examples of a national 
structure for people's participation. 

Oakley, P. & Marsden, D. Approaches to part1c1pat10n m rural development, 
Geneva, International Labour Off1ce, 1985, pp. 54-58. 

The above comments notwithstanding, it must be assumed that 
the political commitment to CIH will be forthcoming and consid
eration must be given to what support mechanisms could be impor
tant. Before particular mechanisms are mentioned, however, the 
practice of CIH to date suggests a number of basic principles which 
should govern the establishment and functioning of such mechan
isms (13): 

• CIH implies partnership between health services and their 
professionals and local community people. Only genuine part
nership ensures a proper compromise between the views of 
government and local people. 

• CIH is based on individual and collective leadership at the 
community level. Support mechanisms, therefore, must not be 
implanted from outside, but should be built into and be part of 
leadership patterns and structures at the community level. 

• CIH must be sustainable. The mechanisms established to 
support CIH, particularly at the community level, must be 
realistic and sustainable under local conditions. It is no good 
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establishing mechanisms such as administrative structures that 
cannot be sustained locally and can only function with external 
assistance. 

• While existing and traditional practices of community coopera
tion and health care are important as a basis for CIH, organiza
tional support structures should be new and innovative. CIH 
is a radically new concept of health practice and demands new 
structures if it is to be put to practical effect. 

CIH practice to date, therefore, suggests that the above are 
useful principles. It must be stressed, however, that they do not 
constitute a model applicable to all contexts, but should be used as a 
guide to the kinds of criteria that will be important in developing 
support mechanisms for CIH. 

The country reports presented to the inter-regional meeting at 
Brioni showed that where CIH had begun to develop, a certain 
number of specific support mechanisms had been used at national 
level which seemed to be vital to the CIH process, although empha
sis naturally varied from country to country. Of these national 
support mechanisms, the following would appear to be, by common 
consensus and in order of priority, the most important. 

Decentralization 

More has been written about the need for administrative de
centralization for effective CIH than about any other support mecha
nism. Such decentralization, of course, is not only important for 
health development; it is also recognized as a vital factor in stimu
lating all local development (14). It ensures that there is a flow of 
information, resources, decisions and action between the national 
government at the centre and the localities; it encourages inter
sectoral coordination in the localities, reduces excessive reliance on 
the central government and promotes local initiative and respon
sibility. One study (8) argued the importance of decentralization for 
primary health care as follows: 

In efforts to promote greater control of resources and their 
distribution by those whom the PHC strategy is supposed to 
help, the decentralization of administrative and decision
making functions has been widely proposed. It is seen as vital 
both in terms of efficiency, as decisions can be made at local 
level without involving complex and time-consuming national 
bureaucracies, and in terms of the political devolution of 
power, making the administrative and distributional network 
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more answerable to the people. Logically, as PHC is seen as 
'peripheral' care, the political structures affecting it should be 
closer to the periphery, thus enabling communities to enter and 
influence them. 

While few would disagree with that statement, the enormous 
problems entailed in seeking to bring about administrative de
centralization must not be underestimated, particularly since 
bureaucracies do not normally willingly delegate their authority. 
Essentially, administrative decentralization will only be of value if 
it is part of a radical reorientation of the bureaucratic machinery at 
the national level. However, once the central authorities are 
committed to decentralization, the following considerations should 
be borne in mind: 

• There must be a local administration strong and capable 
enough to assume the duties and powers delegated by central 
authorities. 

• If it is to be effective decentralization must be accompanied by a 
shift of resources to the localities. 

• Care must be taken to avoid local political elites being able to 
use the delegated powers for their own ends. 

• The decentralization of administrative functions must be ac
companied by the decentralization of political power; otherwise 
it will result in increased interference by the central govern
ment in local affairs. 

There are a number of reasons why the decentralization of 
health services may be useful. In many large countries, for example, 
regional differences often demand different health policies and ap
proaches. It is important for regional and local health authorities to 
be able to adapt health policies to varying local conditions whether 
ecological, social or cultural. Decentralization also helps promote 
local decision-making and participation and ensures that the health 
services are more accountable to the people they are supposed to 
serve. In respect of health development, decentralization is a matter 
not only of efficiency but also of control (15). 

Decentralization in support of CIH cannot be divorced from 
decentralization in support of development in general. In some 
European countries varying degrees of decentralization have already 
occurred and have been supported by appropriate legislation (16). 
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Senegal: Health service decentralization 
In 1972, Senegal carried out a reform of its regional and local 
administrative structure based on three principles: decentral
ization, devolution and participation. Decentralization in Sen
egal has meant giving organized communities the authority 
they need if they are to take the greatest possible responsibil
ity for their own destiny. Its value lies in the fact that it "brings 
government closer to the governed" and above all allows 
people to take responsibility for their own welfare within the 
framework of the State system. 

In 1979 the Ministry of Public Health was reorganized in the 
same spirit. In 1980, and after trials in several project areas, 
community involvement in public health was put into general 
effect. As a basis for this involvement health committees were 
made responsible for making use of local health resources and 
facilities. In July 1980, the Ministry published an explanatory 
handbook entitled 'Community involvement in public health: 
principles and guidelines'. In February 1982, regional public 
health services were established. In the same year, following 
regular meetings between health officials and the regional 
committees, Senegal produced its f1rst health plan. Among the 
obstacles to the policy of decentralization that were encoun
tered were: 

• opposition by health personnel; 
• lack of qualified staff to implement the administrative 

reforms; 
• lack of management skills at the regional level: 

Public health administration in Senegal has undergone several 
changes as part of the reorganization of the national adminis
tration. The main changes include: 

(a) the division of the health system into 5 levels, forming a 
pyramidal structure ranging from primary care services up to 
the national authorities; 

(b) the strengthening of administrative coordination at the 
different levels; 

(c) the systematic development of the health committees, 
which have become the channel through which people can 
influence the activities of the health system. 

Decentralization also has an important effect on multisectoral 
activities. Contacts with other departments give local health 
services access to a larger pool of resources and NGOs have 
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become better integrated into health programmes. In short, 
decentralization enables better coordination between the 
health services and other local groups in carrying out health 
activities. 

With the advent of decentralization, CIH is no longer merely an 
empty slogan in Senegal. Problems, however, still exist, par
ticularly in relation to the funding of recurrent expenditure and 
the shortage of qualified personnel. The decentralization of 
health services to the localities has led to problems in regard 
to the resources and staff available locally; those problems are 
still being resolved. The Senegalese experience shows that 
the decentralization of health services is inconceivable without 
an overall policy of decentralization. Senegal's primary health 
care programme, however, which was started in 1978, has 
undoubtedly benefited from the national policy of decentrali
zation and the setting-up of regional structures for devolution of 
authority to lower levels. 

Adapted from Ndiaye, J. M. Decentral1zat1on of the health services in Senegal 
In· M1lls, A. et al., ed. Decentraltzatton and health-for-all strategy (Geneva, 
World Health Orgamzat1on (1n press)). This publication contams ten country 
case studies on decentralization of health serv1ces 

In most parts of the world, however, there has been almost no 
decentralization in the shape of the devolution of effective authority 
and power to the localities. For that reason, when certain health 
programmes or projects seek to encourage local structures and 
organizations in support of CIH, the initiative is confined to the 
health programme or project concerned and not part of a more 
general transformation of the civil administration. In most countries 
effective decentralization in support of CIH must await a more 
general movement towards decentralization of the administration, 
which will not be spontaneous but will have to be achieved by 
pressure from below. In the few cases where decentralization has 
taken place and the conditions for local involvement have been 
created (e.g. Ethiopia and the United Republic of Tanzania) it could 
be argued that the health services have not taken advantage of the 
situation and have not promoted CIH as effectively as they could 
have done. 

Effective administrative decentralization is particularly im
portant for a health strategy of developing health systems at the 
district level. The current emphasis on district health systems, with 
its concern to promote community involvement at the district level, 
is dependent upon decentralization to district level of health service 
responsibilities for such things as planning, manpower development 
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and financial control. Clearly, however, the decentralization re
quired is not limited to the health sector but is a major political 
issue. It is argued that effective development of district health 
systems will require appropriately trained staff at the district level 
and planning and advisory support from the central health struc
ture. Although equity, accessibility, prevention and intersectoral 
coordination are also important factors in developing district health 
systems, it is difficult to resist the view that effective administrative 
decentralization is the key issue. 

Local structures 

The need for appropriate local structures to support CIH is 
generally recognized, although ideas on how to set them up often 
differ widely. Some argue that the existing network of local struc
tures should be the basis for CIH, others that CIH demands new 
thinking and the development of new structures (I7). Similarly 
some advocate letting appropriate structures arise spontaneously in 
the localities while others believe in making use of already proven 
structures, such as local health committees. Furthermore it is diffi
cult to conceive of effective local structures which would confine 
themselves to health matters alone. A local structure with the power 
and authority to manage resources and determine priorities will be 
unlikely to deal exclusively with health development. Indeed it 
could be argued that such structures must have wider responsi
bilities if they are to avoid becoming parochial and treating health 
problems in isolation from other problems of development. 

Where local structures are developed in support of CIH, a 
number of problems arise in relation to the community: 

• Consideration of how to support CIH should begin by deter
mining what existing local structures (e.g. traditional groups or 
local health committees) could provide a basis for any future 
innovative structures. Building upon what already exists is a 
useful principle in developing structures for CIH. 

• The initiative and pressure for developing local support struc
tures must come from below. The imposition of structures 
from above is contrary to the principles of CIH. 

• The relationship between the formal health services and the 
local health structure is of critical importance; it must not be 
one of dependence. The local health structure should be able to 
work on its own without direct intervention by the formal 
health services. 
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• Criteria should be laid down for membership of local structures 
in support of CIH to ensure that they are truly representative 
and cannot be taken over by local elites. 

In developing local structures in support of CIH much can be 
learnt from initiatives covering other fields in addition to health (1 8). 
One characteristic common to the vast majority of poor people in the 
world is their lack of organization and hence their lack of influence 
on development. The building-up of popular organizations has 
therefore become a priority of many development projects. Local 
organizations are essential to the process of participation but al
though they need support and guidance they should be allowed to 
evolve in their own way and should represent the interests of a 
clearly defined group. The evidence suggests that such organizations 
do not flourish and do not serve authentically as a basis for partici
pation if they are imposed by a bureaucratic decision from above, 
unless the decision is part of a wider structural reform (19 ). 

Developing local organizations: 
the Philippines 

Sarilakas (a word derived from a Tagalog phrase meaning 
"own strength", i.e. "self-reliance"), funded by the Inter
national Labour Organisation and the Dutch government, is a 
transformation of an earlier project launched in 1980 to en
courage rural workers to undertake group economic activities, 
with external loans and technical assistance. 

Grass-roots organizations had been formed. However, they 
remained passive, waiting for finance and deliveries from 
above which had been promised but failed to materialize. The 
orientation of the project changed radically when the people 
were encouraged to determine for themselves their problems 
and priorities and decide what they would like to do. 

In one village, poor tenant farmers and fishermen revamped 
their organization and turned towards predominantly econ
omic goals-taking a production loan from the bank under 
group liability, developing a collective savings fund and buying 
a hand tractor. In another village, similar economic activities 
were combined with pressure on the authorities to implement 
land-reform laws providing for a change from share-cropping 
to leaseholding. In a third village, in addition to undertaking 
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collective production of mangoes, the poor rural workers, 
becoming aware of their rights, succeeded in having forest 
land, previously forcibly withheld, allocated to them according 
to law. In another area, sugar-cane farmers formed an organi
zation to fight a court case to force landowners to reduce fees 
for transporting their produce to the mills. 

In an evaluation of Sarilakas carried out in July 1982 individual 
members were asked what each considered to be his or her 
greatest gain from the project. Without a single exception, they 
replied that the greatest benefit was educational: first, they had 
acquired knowledge of their legal rights as workers, and sec
ond, they had come to realize that those rights could be 
enforced only if they became organized. Even those who had 
made considerable economic gains in the shape of higher 
incomes from the collective economic efforts, put the educa
tional benefit first. After two years of pilot experimentation 
Sarilakas is poised to expand. Poor communities in other 
areas are asking for help in setting up similar organizations. 

In this case also the initiators of the project have set up a non
governmental entity by the name of PROCESS (Participatory 
Research and Organization of Community through Education 
and Self-Help Services) in order to work outside the govern
ment bureaucracy with the utmost possible independence. 

From. The greatest benefit was educational. UNICEF News, No. 124, p. 9 (1986). 

Local intersectoral cooperation 

There are strong arguments in favour of more effective local 
intersectoral cooperation in support of CIH. They stress the need 
for a holistic view of health problems and the need to avoid a rigidly 
sectoral approach to their solution. The lack of intersectoral co
operation is not, of course, limited to health issues; it plagues all 
development efforts. The Declaration of Alma-Ata, for example, 
mentioned intersectoral cooperation as a fundamental condition for 
local health development. It is a question not only of cooperation 
between the health services and other services working in devel
opment, but also, and more important, of cooperation within the 
different levels of the health services. In this respect the lack of a 
comprehensive health plan was seen in many instances as the cause 
of the lack of health sector cooperation. 

It must be recognized, however, that local intersectoral coopera
tion is not only not very common but, as with the other support 
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mechanisms already mentioned, depends essentially on a more gen
eral reorientation of administrative practice. Research in the Ameri
cas, for example, found that effective local cooperation in support of 
CIH existed in only one country, Cuba (10). Regional and country 
reports presented at the Brioni meeting also confirmed the wide
spread lack of local intersectoral cooperation in support of CIH. In 
these circumstances it is appropriate to reaffirm the importance of 
local intersectoral cooperation and to suggest that, in the first place, 
emphasis should be put on better coordination within the various 
levels of the health services. There would seem to be little purpose in 
promoting intersectoral coordination if such coordination is lacking 
inside the health system itself. In addition, if the health sector has 
adopted the notion of local involvement, as local health structures 
emerge they should take the initiative in promoting better inter
sectoral coordination. 

Another form of intersectoral cooperation is collaboration be
tween the different departments and ministries whose activities are 
related in any way to health. Many factors-food, education, en
vironmental conditions and employment opportunities-influence 
people's health, and collaboration between the departments con
cerned is highly important. It is, of course, more difficult since it 
involves a number of different administrative entities but it is a form 
of cooperation that will influence the effectiveness of health care. 
(Ij). 

Logistic support 

As a continuing process, CIH will need periodic and timely 
logistic support. In many countries CIH will require new local 
arrangements for providing it with the support it needs. This, of 
course, applies not only to the health sector, but to all innovations in 
development. However, logistic support for CIH will raise a number 
of problems: 

• How much support can be provided will very much depend 
upon the state of development of the local infrastructure. 

• Logistic support for CIH must be based on what already exists 
and not make new demands on scarce resources. 

• Logistic support for CIH should be based wherever possible on 
existing resources within local communities, such as local 
means of communication. 
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Nongovernmental organizations (NGOs) and CIH 

In different parts of the world, national and international 
NGOs have gained considerable experience in health care and health 
development. In relation to supporting CIH, NGOs have certain 
advantages over governments. They tend to be less bound by red 
tape and bureaucratic procedures; they are usually staffed by the 
type of people likely to support CIH ideologically; and, given the 
increasing volume of resources they command, they can often make 
substantial contributions to health programmes. Similarly NGOs 
almost invariably work on a small scale and are therefore more 
closely involved in the localities and more able to work in practice 
with a concept like CIH. Since they are not government-controlled, 
they are often able to promote local initiatives that can generate their 
own momentum for development rather than coming to depend on 
external support. 

It is widely recognized that NGOs can play an important role 
in supporting CIH. One study suggests that in the health field 
NGOs are particularly useful as 'brokers', helping local communi
ties plan and implement health programmes and linking them up 
with government programmes (20). More important, NGOs' sup
port can be most useful as local health structures and plans emerge 
and as attempts are made to introduce the CIH concept into health 
service thinking. NGOs can thus make an important contribution to 
CIH but a number of issues may arise: 

• Governments should recognize and support the work ofNGOs 
in health development. 

• NGOs should not attempt to replace formal health structures 
but should correlate their health work with them. 

• In regard to community involvement in health, NGOs should 
not duplicate what is being done by the formal health services 
but should play a more educational role. 

This is not the place to list the considerations arising from 
NGO involvement, not just in health care, but in development 
projects generally. In many ways NGOs represent an alternative to 
the frequently centrally planned and tightly controlled development 
approach of governments, but even NGO-supported development 
initiatives have their problems. Many NGOs, however, have sup
ported initiatives seeking to develop the basis of community involve
ment on a wider scale and are accordingly more ideologically in tune 
with the operational demands of CIH (2I). 
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NGOs and CIH: the Klampok Programme, 
Indonesia 

The Klampok programme began in a rural area in 1973. It was 
based on principles of community development which regard 
health as only one component in the improvement of village life 
and made use of the experience of Dr Gunawan Nugroho who 
had participated in the internationally acclaimed Solo pro
gramme It initially covered the village of Klampok, with a 
population of about 5000 people. Unique in that it had close 
Integration with and the support of the Regency government, it 
was later extended to serve the entire Purworejo-Kiampok 
subdistrict, which had a population of about 32 000. Later still, 
the model was extended to cover the entire Regency. Its staff 
was about 20 people. The programme was community-based, 
emphasizing health as only one aspect of village improvement, 
which also included agriculture, communications, nutrition and 
education. The health component was service-oriented, pro
viding both for service extension by the use of community 
health workers and a health insurance scheme, dana sehet, 
which provided participants with funds to cover both con
sultations with doctors and medicines. (It did not cover hospital 
expenses.) 

Originally the programme was developed by the medical staff 
in consultation with community workers. However, the pro
gramme director, a doctor, dissatisfied with this approach, 
began to seek ways of gaining greater community participation 
in the programme Efforts were made to establish community 
responsibility for both activities and funds. Community health 
workers became responsible to a village committee A health 
insurance scheme was established by which the village com
mittee collected and administered the surplus funds which 
were used for building up community income-generating ac
tivities The role of the medical professional changed from that 
of prime planner to that of resource person. The medical 
people continued to treat patients at the clinic and act as 
consultants to the community health programme when asked 
to do so. The community development workers advised the 
medical professionals how to develop the programme and 
train community health workers The role of community health 
workers was both to provide services and to act as agents for 
change. Volunteers selected by the community committee did 
f1rst-aid work, simple prevention, sanitation and general 
simple community development work. Their training em-
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phasized both health and disease care as well as the organiz
ational and communication skills they needed in their commu
nity development tasks. 

Finance for the Klampok programme began with US $25 000 for 
a rural clinic and government provision of a stimulation fund of 
about US $500 per village as well as a training fund in the same 
amount. Through a special committee the Government also 
allocated funds and provided some health services. Commu
nity support for the programme came through the health 
insurance schemes and the community health workers. 

R1fk1n, S. B. Primary health care 1n Southeast As1a· at11tudes about commun1ty 
part1c1pat1on 1n commun1ty health programmes Soc1al sc1ence and med1cme, 
17 (19): 1489--1496 (1983). 

Comment 

Any discussion of the support mechanisms required for CIH 
must objectively take into account the enormous changes that will be 
required in present health service delivery and practice to develop 
an environment in which CIH can become a reality. It is generally 
agreed that the process of CIH needs support mechanisms if it is to 
develop and function and that it would be no use proclaiming CIH 
in places where support is not available or is unlikely to materialize 
in the short term. At least a minimum of health infrastructure must 
exist therefore, before the development of CIH can be contem
plated. Similarly CIH must not be divorced from any general process 
of increasing participation that might be taking shape in a particular 
country; health services should fit into existing movements towards 
participation and not seek unnecessarily to develop structures to 
serve health development alone. Finally, in areas where the required 
minimum infrastructure for the support of CIH exists, the following 
sequence should be observed: 

Political (i) Increasing resources (ii) Backing for local 
commitment: allocated to the structures in 

! localities support of CIH 
Decentralization: (i) Development of (ii) Logistic support 

local infrastructure 

Education and training for CIH 
CIH is not an approach to health care and development that 

can be merely proclaimed and fitted into an existing health pro-
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gramme. Like participation in general, CIH differs substantially 
from conventional health practice and theoretical and practical 
knowledge of it will have to be spread by means of the health 
services. Those services will, therefore, have to be educated to 
understand CIH and their staffs trained to put it into practice. Both 
activities are indispensable to the widespread adoption of CIH and 
involve not only informally disseminating limited information but 
incorporating CIH into existing education and training activities or 
even, where appropriate, radically reorienting those activities to take 
account of CIH. 

The Brioni meeting confirmed that the present situation in 
countries with regard to progress in education and training for CIH 
was not encouraging and that there was still much to be done (22). 
Although there are a number of examples of innovations in the 
training of health service staff for CIH promotion so far little 
substantial change seems to have taken place in health service 
training to reflect a commitment to CIH (23). The meeting recog
nized that most health workers are the products of deeply en
trenched medical systems and only a major reorientation in training 
could effectively integrate CIH into those systems. In considering 
the current situation regarding training for CIH, the Brioni meeting 
argued that CIH must pervade all levels of health training and drew 
particular attention to a number of points: 

(i) Where training for CIH is being undertaken it is usually at the 
lower levels of the health service. It is important, however, that 
it should take place at all levels, from senior staff to members of 
the community so as to ensure widespread preparation for 
CIH. 

(ii) Even where there is a commitment to CIH at the higher levels 
in the health services, it can often not be translated into practice 
owing to a lack of formal training. 

(iii) So far, few health services seem to have provided either the 
resources or the time for training in CIH. 

(iv) The appropriate content of training for CIH has still to be 
determined. In this respect the balance of the training content 
for CIH is a critical issue; most medical training concentrates 
on transferring medical knowledge, while training for CIH 
requires the passing on of knowledge drawn from other sub
jects, such as the social sciences. 

Few would dispute that education and training are fundamen
tal to CIH if it is to become an integral part of health practice or that 
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the above points summarize the main problems in this respect. 
However, there has been a frustrating lack of experimentation on 
how education and training for CIH can best be integrated into 
health services. Little has been written on education and training 
specifically for CIH. Health services are only just beginning to 
consider CIH and its implications and a period of research and 
experimentation will be required before the most appropriate 
content and methods of education and training for CIH can be 
determined. 

It is generally accepted, however, that education and training 
for CIH should be considered at three levels-professional staff, 
community health workers, community leaders-so that content 
and methods can be related to the differing roles and responsibilities 
of professionals and members of communities at the national, 
regional and district levels. 

Professional staff 

There is little evidence that, apart from explanatory docu
ments, public statements of commitment and attendance at national 
and international meetings, any substantial action has yet been taken 
towards systematically preparing senior health staff for CIH. Any 
such preparation will therefore have to start more or less from 
scratch. 

Of course, senior health staff will not be concerned with the 
day-to-day practice of CIH, so that their education and training will 
be different from that of colleagues at other levels. Some would 
argue, however, that the senior professional level is the critical level 
for education and training in CIH, since if those who determine 
policy and allocate resources do not do so on the basis of CIH, staff 
at lower levels will lack the support required to implement it. 
Unfortunately no outline of a CIH training programme for senior 
professional staff can be given here since there are few examples to 
serve as a guide. Training at this level presents particular problems, 
not the least being the difficulty of convincing senior staff that they 
require further training at all. It also raises a number of issues: 

(i) Since most senior professional staff are doctors, should training 
for CIH begin in formal medical education? Such a decision 
could imply radical changes in medical education which might 
be resisted by the professional bodies concerned. 

(ii) Training at this level would probably put more emphasis on 
theory than practice. Senior staff need to understand more the 
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essence of CIH and its implications for the health services than 
the details of its practical application. 

(iii) During their training, however, senior staff should have ade
quate opportunities for studying the conditions at lower levels 
in the health services under which community involvement in 
health would be taking place. 

It is difficult to resist a feeling of unreality when linking the 
notion of training in CIH with senior staff. Training implies the 
transfer of knowledge and skills in order to change or improve 
performance. It could be argued that the essentially conservative 
and authoritarian nature of higher medical training throughout the 
world has a built-in anti-CIH orientation, with its emphasis on 
professional knowledge and the delivery of health care. In the 
circumstances it is difficult to imagine the concept of CIH, in its full 
sense, having much impact at this level without prior radical 
changes in the structure and orientation of the health services. 
Although there is evidence from some countries (e.g., China and 
Cuba) that such changes do succeed in modifying the thinking of 
senior professional staff, there is still a lot to learn about how to 
change the attitudes of senior staff in formal health services towards 
CIH in the Western countries. It is not simply a question of public 
commitment or statements of policy; it requires a major reorient
ation in the formulation of policy and in the systems and practices of 
health care. 

Community health workers 

The person who will be most directly involved in the practice 
of CIH is the community (or village) health worker (CHW or 
VHW). The Inter-Regional Conference on Community Health 
Workers held in Cameroon in December, 1986, confirmed the vital 
role of the CHW in promoting community participation and advo
cated more relevant training (24). Similarly a recent study exam
ining the crucial role of the CHWs as primary health care leaders 
stressed that an important part of their work is the promotion of 
community involvement (25). There is therefore widespread accep
tance of the crucial role of the community health workers in pro
moting CIH. 

It is among CHWs that practical knowledge of CIH is most 
important, since it is at that level that CIH ceases to be a concept or a 
policy and becomes a way of practising health care. In formal health 
services, therefore, it is at that level that the emphasis should be put 
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on training for CIH. Considerable thought has already been given to 
the general training of CHW s and there is no shortage of literature 
to serve as a guide (26-28). Most of the literature, however, concen
trates on the medical aspects of the CHW's training and as yet there 
is little soundly based experience on what would constitute relevant 
training in CIH for a CHW (29). A recent authoritative study on 
community health workers, for example, while providing an admir
able review of a number of important issues, offers little guidance on 
how CHWs might be trained to promote CIH effectively (24). 

In view of the critical role of the CHW in CIH and the present 
emphasis in CHW training on medical matters, the question is how 
best CHWs can be trained to use their medical knowledge in a CIH 
approach to health care. The issues involved, which are inextricably 
linked, include the following: 

(i) What essentially is the role of a CHW? Is the CHW specifically 
an extender of health services or, more generally, an agent of 
change with particular concern for health care and devel
opment. In this respect we must distinguish between the service 
and the developmental functions of the CHW. Both of these 
functions are important and the balance between them in 
practice will depend upon the demands of the local setting. 

(ii) What is the appropriate balance between the various compo
nents of training for CIH? For the moment no conclusive 
answer can be given to this question, in the absence of evidence 
derived from practice. The balance is bound to be influenced 
by our conception of the role of the CHW . An extender of 
health services would presumably require training that empha
sized medical knowledge, whereas an agent of change would 
need training in more general knowledge and skills related to 
community development processes. 

(iii) When is it best to train a CHW for CIH? Training for CIH 
requires the learning of medical knowledge and of participatory 
skills and which of the two should come first is a moot point. 
Practical experience in other areas of development, such as 
agricultural extension work, would suggest that the training in 
basic technical skills should be given first, followed by training 
in participatory skills. This seems to be the logical sequence 
and would avoid the confusion that could be caused by an 
attempt to train a CHW in both aspects at the same time. 

(iv) What form of training in CIH is most appropriate for a CHW? 
Although no evidence is available from the health sector, 
experience in other sectors can be considered, which suggests 
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that training in participatory skills should comprise a period of 
structured training, later supported by periodic courses or 
seminars to ensure that CHWs are kept abreast of changing 
skills or developments in participation. 

The interlinked issues just listed offer some guidance on how to 
proceed. In regard to the first two points mentioned, it could be 
argued that CIH implies that a CHW is not just an extender of 
health services but essentially an agent seeking to promote change in 
the health sector. The distinction is crucial, since it determines the 
basic orientation of the CHW. As an extender of health services a 
CHW would be more concerned with, for example, communicating 
established health policy, delivering health services to the commu
nity and providing curative medical care. A CHW as an agent of 
change would be more concerned with developing local people's 
abilities to understand health problems and plan activities to deal 
with them and also with building up a basis for more sustained local 
involvement in health development. An agent of change would also 
take a wider view of the basis of health development (e.g. links with 
agricultural development) and have a greater concern for preventive 
activities. 

It is not yet possible to determine conclusively the content of 
CIH training for a community health worker. It is possible, how
ever, to begin to determine the key aspects of the non-medical 
content of such training: 

Understanding commu
nity involvement 

an examination of the concept, its in
terpretation, the way it can be given 
practical effect and its implications 
for health development. 

Communities and their - basic sociological and anthropological 
organization theories and an analysis of communi

ties and their internal dynamics and 

Processes and methods 
of communication 

Working with groups 

structures. 

the theories and practice of communi
cation in the development process. 

the techniques and skills of working 
with small groups by developing 
group awareness and ability to take 
and implement development deci
sions. 

This general outline, of course, needs considerable refinement 
and definition before a specific training course can be designed. It is 
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presented here to suggest the main non-medical elements of training 
for CIH that would follow and support training in more formal, 
medical matters (30). The most important point, however, is that 
whatever its content, training for CIH should be participatory. A 
participatory approach would help CHWs to learn how CIH should 
work in practice. 

The community health worker {CHW) 
and CIH 
Thailand 
Community participation is a prominent feature of the commu
nity health worker programme in Thailand. Since 1979 primary 
health care has been part of a national development plan. 
Community health workers, village health communicators, and 
village health volunteers carry out service functions and are 
also involved in development. A stage has been reached at 
which the village system of health care is a self-managed 
community primary health care system. Self-reliance is fos
tered through strong community organization, mobilization of 
resources, and financial management and manpower deploy
ment. The developed villages are presented as models and 
there is technical cooperation among villages for dissemi
nating information on effective practices. By analogy with 
technical cooperation at the international level, this is referred 
to as TCDV (technical cooperation among developing villages). 
The village development committee is a multisectoral organi
zation that supports the community health worker and itself 
receives strong support from the higher levels of the adminis
tration for rural development. 

China 
The concept of the community health worker is similar in all 
parts of China. Community health workers have service and 
development functions, which they carry out in an integrated 
manner, and fulfil a bridging role between the health sector 
and the community. Their skills in mobilizing the community 
and the non-health sectors for primary health care devel
opment lie chiefly in communication. Community participation 
has been well developed in the country for many years. 

China is the most notable example of a country where tradition
al medicine has been well integrated with modern medicine. 
The community health worker practises both. 
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The community health workers receive support from struc
tures at different levels which also form a system for mobilizing 
the community and the health workers. lntersectoral and intra
sectoral coordination form part of primary health care. 

Community health workers: pillars for health for all: report on an inter-regional 
conference, Cameroon, 1986. Unpublished WHO document, SHS/CIH/87.2. 

Community leaders 

The question of the education and trammg of community 
leaders in CIH is more difficult, since it is not clear what specific role 
a community leader would play in CIH and it is impossible to 
dissociate involvement in health development from involvement in 
development in general. Community involvement per se is the 
essential process and the health services should try to make health 
development part of it rather than establish a separate process. 
Luckily there is now an increasing amount of literature based on the 
practice of community participation and, as already stated, this 
should form an important component of community health worker 
training. For a review of the literature, see Oakley & Marsden (31). 

If it is accepted, however, that some form of preparation for 
CIH should be given to community leaders, the following two broad 
subjects must first be studied: 

General health education -

Specific areas of 
knowledge 
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It can be argued that a broad cam
paign of health education in the com
munity is essential for encouraging 
community involvement in health de
velopment. If communities begin to 
understand health problems better 
and to single out problems and con
sider solutions, the basis will have 
been laid for their involvement in 
health development (20) 

The organizational and management 
aspects of community health activi
ties. 

Understanding the development of 
community-based health programmes 
and projects. 

Simple methods for communicating 
ideas on health development. 
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In preparing community leaders for CIH, a limited and grad
ual approach is the most appropriate. If progress can be made in the 
two broad areas mentioned above, at least a basis for CIH will have 
been laid. It must be acknowledged, however, that at the moment 
very little thought has been given to the systematic training of 
community leaders for any kind of formal role in CIH. 

Participatory training for "animators"* 
People selected as potential "animators" undergo a process of 
sensitization which helps them to understand better their tasks 
in releasing people's creative energy and to develop their 
skills in animation work. This sensitization is a participatory 
process and has to be sharply distinguished from formal train
ing in which the trainee becomes an object of training and a 
depository of preconceived knowledge delivered by a trainer. 
Participatory training programmes cannot in general be pre
structured; they should rather evolve in response to the speci
fic needs and requirements identified by the trainees. An 
analysis of a number of such participatory training pro
grammes reveals many common features: 

(i) A participatory training programme is conducted for small 
groups, not exceeding about 20 participants, with a relation
ship of equality between trainee and trainer. 

(ii) The starting point is a collective reflection on, and analysis 
of, the experience that participants have already had in work
ing with rural communities. 

(iii) The next step is to analyse the social reality of village 
situations using the -knowledge and experience that partici
pants already have. 

(iv) The analysis of the micro-reality is followed by a macro
analysis. Salient features of the national economy, politics and 
society are brought into the discussion and, where relevant, 
national and international forces are highlighted. 

(v) Next the training programme goes out into the field and 
participants go to selected villages and live with the commu
nities to study concrete village situations. 

(vi) During the field exercise the trainees seek to mobilize the 
people (or poorer sections) to carry out investigations and 
analyse their life situations. 

'1 e , those who organize and encourage community development act1v1t1es. 
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(vii) While continuing their field work, the trainees will regu
larly to share their experiences and collectively reflect on 
them. Their learning process thus takes the form of work in the 
field followed by collective reflection and analysis which en
ables them to improve the quality of their work and under
standing. Experience suggests that it takes between 6 and 12 
months for a trainee to acquire the basic skills of participatory 
development. 

T1lakaratna, S. The animator m participatory rural development. Geneva, 
International Labour Office, 1987. 

Comment 

If it is to have any impact and if it is to lead to a radical shift in 
health care practice, the education and training of health personnel 
in the specific knowledge and skills required for CIH must become a 
basic characteristic of health care training. It is not a question 
merely of reorienting or restructuring present training curricula in 
order to incorporate elements of CIH: the very nature of the health 
care implicit in CIH demands careful reappraisal of the basic 
approach to health training. CIH implies that health care is not 
merely a question of providing people with health services or finding 
technical solutions to health problems. As was seen in Chapter 2, 

CIH is a partnership and demands a different approach. Merely to 
slot CIH into existing training practice might weaken its effect. 

No textbook on health training for CIH has yet been written 
although, to judge from experiences in other fields, the task is not 
now impossible. Before it can be undertaken, however, there are still 
a number of important matters to be considered: 

(i) The balance between the technical and participatory elements 
in CIH training at different levels needs further research. 
However, the technical medical content will have to give some 
ground to the participatory element if CIH is to be practicable. 

(ii) Who is going to do the training? Health services probably have 
facilities for providing the technical medical training, but who 
is going to provide the participatory element? In this respect 
health services might have to consider delegating this element 
of the training to other services, such as the adult education 
services. 
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(iii) Should the training begin at all levels at the same time? The 
instinctive answer would probably be 'yes' but in view of the 
fact that resources are likely to be lacking, it may be necessary 
initially to concentrate on training community health workers. 

It is interesting to speculate, for example, what would happen 
to training for CIH if the whole participatory element were taken 
out of the hands of the medical service and made the responsibility 
of the community development or adult education services. 

Methods of promoting CIH 
In view of the relative newness of the CIH concept and the fact 

that in most health services its implementation is still largely at the 
experimental stage it is not possible for the moment to put forward 
tried and tested methods of ensuring community involvement in 
health. Indeed it is doubtful whether it will ever be possible to do so. 
No methods would be universally applicable. What is referred to 
here is a range of potential methods that might help develop CIH in 
a particular context. It is important for health workers to understand 
the uniqueness of community involvement in any particular context 
and to choose among these potential methods those best suited to 
their particular situation. It must be stressed also that successful 
CIH depends on the selection of appropriate methods just as much 
as other aspects of development. 

The country reports presented at the Brioni meeting under
lined the fact that practical experience in community health devel
opment has not been extensive or varied enough to enable appro
priate methods for CIH to be devised. It was generally recognized 
that there had so far been little experimentation with CIH methods 
and that it was time to examine practical experience of participation 
in other sectoral activities and apply the results to the health sector. 
Developing CIH methods, however, was considered to present a 
series of difficulties which would have to be overcome: 

(a) The rigid professionalism of formal health services, with the 
consequent danger that they would not be flexible enough to 
allow development of CIH skills in their staff. CIH is not a 
professional activity and cannot flourish within the rigid con
fines of formal practice. 

(b) The fact that in formal health services decisions are taken by 
professional health staff, so that there is no tradition of allowing 
communities to become involved in decision-making. 
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(c) The assumption that formal health staff have a monopoly of 
health knowledge and that the knowledge possessed by the 
community is inappropriate, unscientific and not compatible 
with modern medicine. 

(d) The inflexibility of formal health services and their general 
unwillingness to contemplate doing things in different ways. 

These are formidable obstacles to developing CIH methods 
and certainly suggest that reorienting health practice based on 
entrenched professional values and beliefs will not be easy. The first 
point, therefore, is that to develop methods for ensuring community 
involvement in health it is essential: 

• to re-examine the training given to health service staff, with 
particular emphasis on the skills and knowledge needed by staff 
if they are to be able to promote CIH; 

• to ensure that such training is a two-way undertaking, in which 
the community and the health service staff establish a basis for 
future partnership. 

If there is no commitment to reorienting professional practice 
on the part of health service staff, it is highly improbable that 
suitable methods of promoting CIH can be devised. 

It must be assumed, however, that such a commitment will be 
made so that the basis for methods that will promote CIH can be 
examined. Methods of promoting community participation in other 
aspects of development will first be considered. 

The basis for methods of promoting CIH 

The growing influence of the concept of participation on devel
opment practice in general has led to the appearance of a continu
ously increasing body of literature explaining how participation 
works and giving details of the methods used. This literature should 
be consulted by health services promoting CIH. It would be short
sighted for health services to develop methods of promoting CIH 
without reference to experience in other sectors. Although CIH will 
undoubtedly have its own particular methodological problems, 
there is nevertheless a broad strategy of participation that can be 
applied in all the different sectors of development. 

This strategy looks upon participation not as a means of obtain
ing community support for, or collaboration with, externally de
signed development projects, but rather as a way of building up an 
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organizational basis for local people to make their opinions known 
and to be able to negotiate and bargain with the forces that influence 
their lives. A review of a number of development projects in differ
ent parts of the world reveals the following key elements in this 
strategy of participation (31): 

(a) Participation is a continuing process, for which it is difficult to 
establish fixed, quantifiable criteria. 

(b) Communities should be broken down into discrete socioecon
omic groups considered as the basic units of developments. 

(c) Stress is laid on spontaneous initiatives from below, leaving 
aside all preconceived ideas or standard models. 

(d) Development should be based on self-reliance; development 
based on dependence must be eschewed. 

(e) It is essential that development activities should be controlled 
by the groups they concern. 

(f) The groups must learn how to act collectively in their attempts 
to solve the problems confronting them. 

These elements seem to make up a clearly discernible strategy 
of participation, consistent with CIH. The emphasis is on estab
lishing a basis for authentic participation rather than promoting the 
acceptance of external development projects. Research has shown 
that in many instances participatory projects have little substantive 
existence of their own. Their main purpose is to establish a base for 
continuing participatory activities, into which, at an appropriate 
time, the programmes of the different sectors, such as health can be 
fitted. A CIH strategy, therefore, would have to take into account 
the development of this base and to accept that CIH cannot occur in 
isolation but will probably form part of gradually increasing general 
participatory activities by local people. 

There has been little detailed examination of the important 
elements of a CIH strategy. There are a variety of examples from 
different countries but they have not yet been consolidated to 
produce a coherent statement. However three important elements 
can be deduced from the available material that together could form 
the basis of a CIH strategy: 

• Various forms of mobilization to arouse interest in health 
development and give it momentum. Mobilization can be cen
tred on particular issues, groups or programmes. It is a first 
step towards bringing about widespread involvement in health 
activities (17). 
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• Leadership plays a critical role in developing CIH. It may 
come from inside or outside the community. Both traditional 
community leaders and external agents will have a role to play 
but external agents should never be the dominant force. 

• The gradual deprofessionalization of health services and health 
care will help establish conditions in which CIH can function 
as a useful partnership between the different categories in
volved in health development. 

One or two writers have taken things a stage further and 
attempted to set forth in more detail the basis for an alternative 
strategy of health development which would encourage CIH. A 
comprehensive statement from Werner (32) described two con
trasting approaches to community health development termed 
community-supportive and community-oppressive. Some of the 
components that Werner described m contrasting these two ap
proaches are listed below: 
Component 
issue 

Initial 
objectives 

Method of 
community 
participation 

Sharing of 
knowledge and 
skills 

Openness and 
growth of 
programme 

Tacit objective 

Community-
supportive 

Open-ended and 
flexible 

Based on time, 
patience and 
genuine concern 

From doctor to 
community health 
worker to ordinary 
local resident 

New approaches 
and improvements 
encouraged 

Social reform 

Community
oppressive 

Closed, 
pre-defined 

Participation is 
bought by financial 
contribution and 
giveaways 

Knowledge jealously 
guarded at each level 

Rigid standardization 

"Don't rock the boat" 

The complete list of issues raised by Werner ranges over the 
whole spectrum of intervention for health development and high
lights the very considerable differences and implications of an ap
proach to health development that seeks to rethink and restructure 
formal health practice and bring it more under the control of local 
communities. The list is comprehensive and comprises the basic 
elements in a strategy of health development that would encourage 
community involvement. 
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Methods of community participation 

A variety of methods can be used to bring about CIH, many of 
them already common practice in other extension activities but yet 
to be adopted generally in health development practice. In the past 
ten years or so imaginative innovations in methods of extension 
work have aimed at putting new ideas of development into effect 
and moving away from what was essentially the delivery of knowl
edge to a variety of methods designed to encourage participation. 
Such methods have become quite common throughout the world in, 
for example, rural extension and adult education programmes. 
However, although they appear to have begun to influence the 
practice of health care, they cannot yet be said to have had any major 
impact (JJ). 

Although no set of extension methods is universally applicable 
to all situations, sufficient practical experience has now accumulated 
to indicate the main elements in those methods. Extension methods 
to encourage participation consist of a number of clearly definable 
stages (31): 

• contact with the target group; 

• process of group structuring; 

• preparation for work with the group to foster its future partici
pation. 
This framework is based on practical experience in a wide 

range of development projects; it must be emphasized that methods 
of fostering participation form a continuous process and must strive 
to establish a sound basis for participation rather than merely 
organizing community contributions to existing projects. Further 
examination of the framework reveals a number of common features 
in the methods, as outlined below. 
(a) Informal educational methods form the basis for the process. 

These methods are characterized by: 

• their avoidance of directives from above; 
• their insistence on discussion and consultation; 
• their use of community workers as agents of change; 
• their use of concrete project activities as a means of estab-

lishing a basis for participation. 
These methods are supported by a variety of ways and means of 
giving concrete and visible effect to the concept of partici
pation: 

• group meetings as the basic means of discussing 
participation; 
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• training sessions and study seminars aimed at enhancing the 
group's awareness of the advantages of their involvement; 

• the use of drama to provoke involvement and discussion; 
• the use of simulation or games techniques to analyse the 

points at issue (JI). 

(b) It has already been seen that the development of groups (as 
opposed to communities) as the basic unit of participation is an 
important issue in CIH. Increasingly groups are being singled 
out as the targets of development efforts and the importance of 
the following aspects of group formation and development is 
being ever more commonly stressed: 

• the way the group came to be formed in the first place, since 
that will determine the nature and course of its development; 

• the definition of group membership and the importance of 
homogeneity based upon common interest; 

• the emergence of a group structure, which will give the 
group an organizational basis for its participatory activities; 

• the size of the group, which will affect the development of 
the inter-relationships that will form the basis for group 
solidarity. 

Groups are being increasingly used in extension practice, but 
attitudes vary as to the purpose of their use for participation. 
Some see the groups essentially as a means of making it easier 
for group members to enjoy the benefits of development; others 
see group development as an end in itself and as essential to 
building up a basis for continued organized participation. 

(c) Despite the variety of terms used in the literature (promoter, 
animator, group organizer, facilitator) there is common agree
ment that some sort of agent is of fundamental importance for 
participation. In practice, however, there seem to be two quite 
different interpretations of the agent's primary role: 

• to facilitate the access of groups to resources for development 
(e.g. agriculture, health); 

• to support an educational process designed to stimulate 
awareness within the group and thus begin to develop a basis 
for more-direct participation in development. 

While to some extent the two roles are complementary, they do 
demand quite different personal characteristics and skills. 
Ideally there should be a different agent for each role but 
because of the lack of resources, the two roles are often assumed 
by the same agent. 

55 



COMMUNITY INVOLVEMENT IN HEALTH DEVELOPMENT 

Methods of community participation 
Proshika- Bangladesh 

(i) The methods have 5 main components: 

• determination of marginalized groups; 
• the establishment of rapport with those groups; 
• training in leadership and organizational skills; 
• the formation of village-based groups; 
• support of the group development process by the pro
shika "animator". 

(ii) Critical elements in the methods: 

• The animator (kormy) is the key element in the whole 
process. Proshika is organized on the basis of a local 
coordination office, which acts as a base for a team of 
village kormys operating in a given area. 

• The provision of credit to help finance agricultural 
production plans drawn up by the group. 

• A management system that delegates responsibility to 
the local proshika offices and actively encourages the 
taking of decisions jointly by proshika and the local 
groups. 

• The encouragement of contacts between groups as a 
means of building up a broader representative base for 
the rural poor. 

Rahman A., ed. Grass roots participation and self-reliance. New Delhi and 
Oxford, IBH Publishing, 1984, pp. 184-209. 

People's Participation Project: FAO 

(i) The methods comprise 3 main elements: 
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• The formation and use of local groups to serve as a basis 
for distributing contributions from outside and undertaking 
income-generating activities; socioeconomic homogeneity 
is the critical factor in group membership. 

• Local group promoters who advise the groups, support 
their development and arrange for external support. 

• The provision of contributions from outside the groups as 
the basic lubricant of the participatory process; the contri
butions support the income-generating activities which are 
the means by which the groups build up their management 
and implementation skills. 
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(ii) Critical elements in the methods: 

• It is an essential feature of a participatory approach that 
it should work with local people and not for them. 

• Educational activities must be concerned not with 
teaching people things but with developing their capacities 
to analyse, determine and plan a course of action. 

• External contributions must be used to give momentum 
to self-sustaining development. 

• A great deal of time must be allowed for any project that 
seeks to encourage participation. 

• The group promoter plays a critical role in the whole 
process. 

Extracted from several reports on the People's Participation Project published 
by the Food and Agnculture Organization of the United Nations, Rome. 

Methods of CIH 

A review of the literature suggests that the methodological 
basis of CIH is still largely und~developed. Although there is 
evidence of the use of some elements of the methods outlined briefly 
above, in most countries there is little indication that health services 
have made a systematic effort to use those elements in their practical 
work. Health service workers still essentially teach their patients; 
they deal with people on a geographical rather than an economic 
basis (except, of course, in programmes directed at particular 
groups, such as maternal and child health) and they are basically 
concerned with bringing health knowledge and practices to commu
nities rather than developing a basis for community participation. 
The kinds of method suggested above have thus not been adopted to 
any significant extent in health service practice. The Brioni meeting 
confirmed that fact and suggested that it was time for health services 
to examine the methods used in other sectors, such as agriculture, to 
promote local involvement, and to apply their findings to the health 
sector. It was further suggested that the adoption of CIH methods 
would have strong repercussions on conventional methods of health 
care, such as the following: 

Conventional health care 
methods 

(a) Use of individual leaders 
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CIH methods 

Development of group links and 
interests 
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(b) Education as the delivery of 
knowledge 

(c) Central role of community health 
worker in individual contact 

(d) Individual home visits 

(e) Individual consultation 

(f) Verbal and written communi
cation of knowledge 

Education as a joint exploration 
of knowledge 

Community health worker as a 
group resource 

Workshops and seminars to dis
cuss health problems and issues 

Open-door consultation as a 
mechanism for involvement 

Use of games and drama to com
municate ideas on health issues 

This schematic presentation clearly illustrates the differences 
between conventional health care methods and the methods used in 
CIH. While it is not offered as a model, it certainly underlines the 
fundamental changes in health practice implicit in CIH. While it 
would probably be generally conceded that the characteristics of 
conventional health practice are fairly accurately reflected in the first 
column, it would probably not be universally agreed that the second 
column represented a generally acceptable CIH methodology. More 
substantial experimentation on CIH methods will be needed before 
this can be confirmed. 

The past few years, however, have witnessed a number of 
innovations in health care practice which suggest that health services 
have begun to be influenced by the CIH concept. Experiments with 
various educational methods of promoting participation in health 
(34), critical reviews of the basic doctor-patient relationship (35, 36) 
and the preparation of a variety of manuals on health care practice 
which emphasize participation (28, 30, 37, 38) are all examples of the 
emergence of a different, albeit fragmented, approach to health 
development. Other innovations that have emerged include: 

• self-help groups as the basis for increased community partici
pation in primary health care (39); 

• village health committees as organizations that can make com
munity participation easier (40, 41); 

• schoolchildren as health leaders in promoting knowledge of 
health problems among adults; 

• health guardians as providers of health knowledge who thus 
provide a stronger basis for participation. 
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All this attests to the increasing influence of CIH and the 
recognition that community involvement cannot be assumed but has 
to be developed. Unfortunately, however, the innovations men
tioned have still not been very widely practised and knowledge of 
appropriate methods of CIH still needs to be disseminated on a 
massive scale. 

CIH methods 
The Village Health Committee (VHC) 
Sequence of actions in setting up a VHC: 

(i) Meeting with village or hamlet leaders to explain the pur
pose of the health project and give a simple description of the 
plan of operation. 

(ii) Gathering information co.ncerning health-related know
ledge, attitudes and health practices among villagers. 

(iii) Setting up a VHC consisting of selected persons who 
would help analyse local health needs and plan and execute 
joint projects for meeting those needs. 

(iv) Selecting priority problems and the provision by the vil
lage health worker of information on how those problems 
might be tackled. 

(v) Choosing one problem for committee action so as to begin 
the process of committee involvement. 

(vi) Informing the committee of locally feasible solutions to the 
problems they have singled out. 

(vii) Assessing local resources so that the committee will be 
able to determine what health resources are available locally 
and what will need to be purchased. 

(viii) Setting graduated objectives so that health projects be
come more amenable to VHC management. 

(ix) Assigning responsibilities and establishing a time sched
ule, including designating the committee members responsible 
for different activities. 

lsely, R. B. & Martm, J. F. The village health committee. WHO Chronicle, 31: 
307-315 (1977) 
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CIH methods 
The Health Guardian in Honduras 
'Our communities are suspicious, particularly the rural com
munities. The nurse wears a uniform and is an employee of the 
government. She is an outsider. We realized then that we were 
missing the most basic level of health care, the one that was 
being occupied by the traditional practitioners of medicine: the 
healers and the midwives. We saw that the community would 
cooperate with us only if we worked through one of its 
members.' 

And so was born the idea of the guardianes de salud. In the 
eyes of the village people, they are not health officials, 
but rather community volunteers who collaborate with the 
Ministry. 

In fact, even the traditional practitioners of medicine have in 
many cases been integrated into the system. As Dr. Fernandez 
explained, these healers (the so-called 'medicine men' or 
'witch doctors') are prominent members of many rural commu
nities. They do the best they can with the knowledge and 
materials available to them. Formerly, they were belittled, 
even harassed by the official health establishment. Under
standably, they felt threatened by the government's pro
gramme to extend health services. They stood to lose patients, 
prestige, and even the fees they charged for their services. 
They enlisted the aid of their communities and resisted the 
changes. 

The government responded by encouraging the communities 
to elect these same healers as guardianes de salud. Although 
some still refuse to cooperate and continue to exist side by 
side with the government programme, many are constructively 
working in their new role. Said Dr. Fernandez: 'We are keep
ing contact with them to help, and at the same time control, 
them.' 

The integration attempt sometimes backfires. A guardian de 
salud must be literate so that he can read the instructions on 
medicines and make referrals. But sometimes the community 
elects an illiterate healer, and the Ministry must reject him. At 
the same time, I was told about one healer in another part of 
the country who cannot read or write, but is nevertheless a 
newspaper correspondent! 

Midwives were also drawn into the new system. They too were 
formerly the objects of scorn. But now the government health 
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workers seek them out, give them a 12-day course and a bag of 
materials. Every time the midwife visits the local clinics to 
replenish her supplies, her link with the national health system 
is reinforced. The guardian too is encouraged to collaborate 
with the midwife by sending her patients. In only a few cases, 
though, have the midwives themselves become guardianes de 
salud. As Dr. Fernandez explained, they are eager to learn new 
techniques relating to their traditional duties, but are generally 
too old to take on a wholly new set of responsibilities. 

Actually, I found that the concept of community health in 
Honduras extends considerably beyond the work of these local 
'specialists' described above. In addition, the community has a 
health committee, to which is delegated a large share of the 
responsibility for planning and carrying out health-related pro
jects. Each committee makes a comprehensive survey of its 
community and determines its health needs-water, sanitation, 
etc. Then, in cooperation with representatives of the Ministry of 
Health, they make up their local plan. 

Hamilton, R. Grass roots in health. Pan American health, 8 (2): 4--8 (1976) 

Comment 

Clearly the development of an alternative set of appropriate 
methods for CIH is only in its initial stages. Health services have 
become generally entrenched in their professionalism and their 
adherence to well-proven methods of practice. Hence the very real 
obstacles to developing CIH methods which were outlined earlier. 
The issue, of course, is how to break through this entrenched 
professionalism in health services in order to encourage the emer
gence of CIH. Finding a solution is clearly not a matter for the 
health sector alone but will depend on a more general structural 
change. The evidence suggests that changes are occurring and that 
health care practice is being influenced by the kinds of method being 
adopted in other sectors. In order to encourage these changes, a 
number of steps could be considered: 

• linking health practice more directly with practice in other 
sectors in order to learn from their experience of participation; 

• changing the balance in the training of CHW s and other health 
professionals in order to establish a basis for more direct work 
in developing CIH; 
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• producing a manual or guide that relates education for partici
pation directly to the health sector and could be a basic tool for 
CHWs and other health professionals. 

Certainly the last two steps could already be undertaken in 
regard to training content and format and thus give the necessary 
impetus to the development of educational methods for the support 
of CIH. 

Evaluation of CIH 
As in other forms of development, CIH will have to be evalu

ated in order to determine the extent and standard of its implemen
tation and its impact on local health care. In practice, however, CIH 
brings with it a series of as yet unsolved conceptual problems in 
regard to evaluation. Essentially CIH seeks both to improve the 
provision of health care in the community and to encourage people's 
involvement in that health care. It will therefore be necessary to 
evaluate not only the improvement in health care at the community 
level but also the nature of the community participation. Similarly 
in the evaluation of CIH it will be necessary to record and analyse 
both the quantitative data that can be used to measure the changes 
that have occurred as a result of CIH and the qualitative aspects of 
participation. 

The practice of CIH, therefore, raises a series of conceptual 
and methodological problems which have not yet been subjected to 
systematic examination. There is no shortage of literature on the 
evaluation of development programmes and projects. Most of it, 
however, is essentially quantitative in its approach, seeking results 
that can be quantified and thus serve to measure the changes that 
have taken place. The same approach could be used for CIH, whose 
quantitative results it should not be difficult to determine and 
measure. A WHO study on community participation in water sup
ply and sanitation projects includes a check-list of quantitative 
indicators (42). The more difficult task, both methodologically and 
in regard to the selection of appropriate indicators, is to evaluate the 
results of the process of community involvement in health, since 
processes are essentially qualitative and not normally amenable to 
quantification for statistical analysis. This difficulty, however, is not 
confined to CIH (43). 

In the past few years the burgeoning literature on the evalu
ation of CIH has made many references to a now widely recognized 
procedure known as participatory monitoring and evaluation (P ME) 
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of development p.rogrammes and projects. Reports on health pro
jects in the field increasingly incorporate PME in their discussion of 
project evaluation. The series of UNICEF/WHO Workshops on 
Primary Health Care Programmes in the early 1980s worked out 
certain indicators of participation in such programmes, such as 
community contribution, organization and attitude change (44). A 
substantial family health programme in Ecuador reported in detail 
on the PME approach to assessing the benefits of the programme 
and is particularly revealing in its reports on community opinions on 
the programme's outcome (34). Similarly Rifkin's studies on com
munity participation in health programmes advocate the use ofPME 
in assessing the outcome of those programmes (45). In conjunction 
with the increasing literature on the concept and practice of PME in 
more general contexts, the studies mentioned have laid the founda
tions for tackling the still difficult problems encountered in evalu
ating CIH. 

Steps in participatory evaluation 
• All those involved in a programme must decide jointly to 
adopt a participatory approach. 

• They must then determine the exact objectives of the evalu
ation. This is often harder than anticipated. 

• When the~ have reached agreement on the evaluation 
objectives, tney should elect a small group of 'evaluation 
coordinators' to plan and organize all the details of the 
evaluation. 

• At the same time they must decide what methods will be best 
for attaining the evaluation objectives. The choice of method, 
such as analysis of programme records or use of a question
naire, will also be influenced by the capabilities of the people 
involved, and by the time and resources available for the 
evaluation. 

• Once these decisions have been taken, an evaluation plan is 
drawn up in writing, showing why, how, when and where the 
evaluation will take place, and who will be involved. 

• Next the evaluation methods must be set down and tested 
(for example, a questionnaire may be needed). Selected pro
gramme participants will also need training in interviewing, 
completing written or oral questionnaires, conducting various 
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kinds of checks or examinations, etc. All programme partici
pants should be given explanations of the objectives set and 
the general methods to be used in the evaluation. The more 
they understand, the more they can participate in the entire 
evaluation process, wherever and whenever requested by the 
evaluation coordinators. 

• Once the evaluaton methods have been prepared and test
ed, the next step is to use them to collect the facts and 
information required for the evaluation. 

• The information and data gathered are analysed by the 
programme participants. Most of this work will probably be 
done by the evaluation coordinators. 

• The results of the analysis (or the evaluation findings) are 
then reported in written, oral or visual form. There are different 
ways of reporting and presenting the evaluation findings to 
different groups connected with the programme. For example, 
a ministry (or programme funders) will usually need a written 
evaluation report, but community participants will be better 
able to understand results if they are presented as charts or 
pictures, or if they are presented during discussion meetings. 

• Programme participants must then decide exactly how the 
evaluation results will be used, and how they can help to 
improve the performance and effectiveness of the programme. 

Feuerstein, M.-T. Partners in evaluation: evaluating development and commu
nity programmes with participants. London, Macmillan, 1986 

Participatory evaluation 
Participatory evaluation is a means of achieving the wider 
objectives of community participation projects. Community 
involvement will enable evaluation to be used as a learn
ing device- a form of functional education which can contribute 
to empowerment and partnership. Evaluation needs to be seen 
in a changing light: from being commonly a tool for judging 
project managers, it can be transformed into a shared process 
of community self-assessment and project improvement. It can 
be seen not only as a method of pinpointing strengths and 
weaknesses in project activities but also as a means of re
solving them at the same time. 

Askew, I. et al. The community participation approach in family planning 
programmes. London, IPPF, 1986 
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It is thus necessary to determine the key aspects of CIH to be 
evaluated and to select appropriate indicators to illustrate the mag
nitude and nature of the changes that have occurred. This need has 
not yet been met and, despite the kinds of field experiment men
tioned, there is as yet little proven basis for the evaluation of CIH. 
This state of affairs was confirmed at the Brioni meeting when both 
regional and country reports contained little of any substance con
cerning the evaluation of CIH. The participants, however, sug
gested the following as a tentative basis for an approach to the 
evaluation of CIH: 

Aspect of CIH 

Input 

Process 

Output 

Effect 

Possible indicators 

- interpretation of CIH; 
-availability, type and performance of support 

mechanisms for CIH; 
- level of resources available. 

- training procedures for CIH; 
- local administrative procedures for CIH. 

-evaluation of procedures and mechanisms to 
facilitate CIH; 

- multiplier effect; 
- institutionalization of the CIH process. 

- increasing involvement of the community in 
health planning; 

- level of involvement in, for example, control 
over resources and choice of technology; 

- increasing awareness of the causes of poor 
health; 

-community initiatives to tackle poor health. 

Impact - increasing accessibility of health services; 
- gradual establishment of a basis for future 

community involvement in health care. 

This, of course, is simply a list and there is as yet little 
empirical evidence to support it. The evaluation of CIH is still at the 
trial-and-error stage and more specific research and investigation 
will be needed in order to improve the above framework. If, how
ever, it is genuinely wished to evaluate CIH, the following series of 
steps would seem appropriate: 

• Integrate the evaluation of CIH more directly into the broader 
participatory monitoring and evaluation of other sectors; devel
opments in these sectors could be relevant to the evaluation of 
CIH. 
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• Begin the research required to test and define the aspects of 
CIH that require evaluation and, just as important, select the 
indicators for this evaluation. Otherwise, the evaluation of CIH 
will be impossible. 

• Use research results to prepare practical field guides to CIH 
evaluation for health workers. 

Ideally, taking the steps outlined above should go hand in hand 
with increasing practical application of CIH. If evaluation falls 
behind practice CIH will eventually prove impossible to evaluate. It 
was with that in mind that the Brioni meeting urged Member 
countries to give high priority to developing systems for the effective 
evaluation of CIH. 

Research Into CIH 
There is clearly a need to support the expansion of CIH with 

appropriate research into those of its aspects that require further 
clarification. Such research, however, should not be a sectoral activ
ity but should be linked as a matter of principle with research into 
participation being conducted in other sectors. To date, an impres
sive amount of research has been done into CIH, although in many 
instances it has failed to study the details of how CIH works in the 
field. Similarly much of the emphasis of the research so far has been 
on integrating CIH into particular aspects of health care, such as 
tropical disease control; in the health field there has been less 
research on the concept of CIH itself. A distinct impression is also 
obtained that many of the publications are not based on empirical 
research on CIH in the field but tend rather to be exercises in 
integrating some notion of participation into existing practice. Cer
tainly in the last five years or so health publications have become 
increasingly influenced by the concept of participation, but the 
feeling persists that it is a literary exercise. If CIH is not widely 
practised, it will be difficult to produce material on it that is 
supported by empirical evidence. 

Defining a research schedule for CIH is largely dependent on 
the resources available and it would therefore be unrealistic to 
produce a lengthy list of research priorities. It should be noted that 
substantial research is already being conducted into the processes 
implicit in CIH and that it would be waste of resources to duplicate 
that research (47). Moreover, in view ofthe nature of CIH, research 
into it should be conducted in a participatory manner. The concept 
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and methods of participatory research have already been incorpo
rated in several instances into research on CIH and that practice 
should become more widespread (48). Finally, the emphasis in 
research into CIH should be on defining the concept on the basis of 
practice rather than seeking data and information to confirm a 
predetermined interpretation. An attempt should be made to derive 
theory from practice rather than the other way round. 

In the short term, attention could be concentrated on the 
following aspects: 

• Adapting the knowledge gained from research into partici
pation in other sectors to the specific requirements of CIH, 
such as the development of groups or the use of communication 
materials. 

• Determining the implications of CIH for health services at 
different levels and the kinds of change, both structural and 
operational, that will be required if CIH is to be successfully 
promoted. 

• Measuring the cost-effectiveness of CIH in relation to its 
overall objective of increasing basic health service coverage. 

These aspects should have priority in CIH research and the 
research results would certainly help to determine more precisely 
how CIH can be put into practice. It is unrealistic to expect 
widespread research into CIH to begin now and duplication must be 
avoided. A major step forward, however, would be for regional 
research on these issues to be instituted so that comparative infor
mation of direct practical use could be obtained in the not too distant 
future. 
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Chapter 4 

Future agenda for CIH 

CIH is alive and well but making limited progress! That is the 
inevitable conclusion to be drawn from this study of CIH. The 
concept does not lack support in the literature or statements of 
commitment and acceptability. CIH has entered firmly into the 
vocabulary of health development and is now widely seen as a 
remedy for the entrenched problems of poor health and inadequate 
health services. Few, therefore, dispute the importance of CIH or 
the need for its implementation. 

CIH, however, has a much stronger basis on paper than in 
reality. There have been cases of its successful practice, but they are 
the exception rather than the rule. Its practice is also highly frag
mented and, in many instances, isolated from the formal health 
services. Where CIH is flourishing, it is inevitably as a result of the 
energetic efforts of a particular group of health workers; there are 
few examples as yet in Third World countries of national health 
services adopting CIH as a general code of practice and reallocating 
resources accordingly. The result has been that present thinking on 
CIH is far outstripping its practice. Various sectors of the health 
system, such as the immunization services or maternal and child 
health services, have on paper adopted the concept of CIH but 
without any realistic or detailed assessment of how to put it into 
practical effect. 

CIH certainly constitutes a potentially effective approach to the 
health problems of the vast majority of the world's peoples. But, as 
has been demonstrated, its implementation raises many difficult 
issues. There is a danger that CIH will have only a limited impact 
and will probably result in collaboration rather than useful partici
pation. This point must really be laboured, since there is a real risk 
that health services will limit participation to health development 
and thus fail to take advantage of the experience of other sectors. 
It must be emphasized that community involvement is the 
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critical process in CIH. Without it CIH becomes merely a means of 
communicating technical knowledge on health matters. 

Before encouraging and developing the practice of CIH, how
ever, the concept itself needs to be more fully understood. So far, in 
most of the literature on CIH the concept has been defined in 
narrow collaborative terms. For most writers CIH is a means of 
extending health service coverage and releasing massive human 
resources for health development. Such an interpretation of CIH is, 
however, inadequate and fails to recognize the legitimate demands 
for worthwhile participation. CIH cannot be regarded as a mere 
means of technology transfer; it must imply some notion of the 
transfer of power and authority to local people to enable them to 
become effectively involved in health development. Thus, although 
definitions and emphasis may vary in varying situations, the evi
dence suggests that an effective CIH strategy must comprise the 
following three elements: 

• the development of an organizational basis to facilitate involve
ment; 

• the encouragement of dynamic loca] self-reliance so that the 
involvement can be sustained; 

• direct control by local people over the resources required for 
health development. 

While it is difficult to make universal statements about CIH, 
experience of the process of participation in other sectors suggests 
that those three elements are indispensable to community involve
ment. 

There is now enough literature and practical experience avail
able to justify the conclusion that a solid basis exists for the future 
development of CIH. There is little point in rekindling old debates 
or redefining existing issues; the emphasis must now be on creating 
the conditions for CIH to move forward and be more widely 
applied. In this respect future action could profitably concentrate on 
the following aspects: 

• Legitimization: a continuous process of making participation an 
integral part of the existing legal framework. CIH cannot be intro
duced without regard to the existing political structure but should 
become an integral part of that structure. Comparative studies of the 
legal basis of CIH in different political systems would provide 
invaluable information. 

• Changes in formal health services as prerequisites for CIH. 
Although many studies argue that such changes will be necessary 
(e.g. in decision-making procedures) little is known to date as to 
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which specific changes would be required, who should make them, 
and in what order. A more systematic analysis of the probable 
changes is overdue. Given the nature of CIH these changes will be 
radical and will inevitably involve a lengthy period of negotiation 
and implementation. 

• Preparation for CIH: determination of the content of CIH 
training. To date very little formal training for CIH has been 
undertaken anywhere in the world. The time is now ripe for the 
development of courses for the different levels in the health services 
with the emphasis on the balance between technical and non
technical content. It is now time to promote deliberately the training 
of personnel for CIH. 

• Operational guides to support the practice of CIH in the field. At 
present there are few, if any, guides or manuals on the implemen
tation of CIH. More specific guidance in terms of, for example, 
group methods of extension, communication processes, and evalu
ation techniques for CIH would be important supports for the 
community health worker. 

The above issues constitute an agenda for the future devel
opment of CIH. The first requires action and negotiation at the 
national level; for the other three, steps could be taken now to build 
upon the existing base of CIH. The time has come to move away 
from simply proclaiming CIH to implementing the kinds of action 
that will strengthen its practice. It is this application in practice, and 
not words or promises, that will allow CIH to develop and to exert 
its influence throughout the world. 
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Community involvement is widely 
acknowledged to be essential to the 
development of health services, particularly 
in developing countries. However, community 
involvement in health development (CIH) 
has not as yet been widely applied, and few 
reports of experience in its application are 
available. This book presents an overview 
of both the theory and practice of CIH, 
and discusses in detail the main issues 
associated with its implementation. It is 
intended to serve as a source of information 
on the subject and, by promoting a clearer 
understanding of the practice of CIH, to 
foster its adoption on a larger scale. 
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