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Community action: 
Helping oneself to health 
Lalit M. Nath 

Making the goal of health for oil o reality. 

Each May, at the time of the 
World Health Assembly, 
delegates and other health 
experts are invited to 
participate in Technical 
Discussions on a theme of 
importance for international 
public health. This year, 
"Community action for 
health" puts the accent on the 
need for a dynamic 
partnership between health 
professionals and individuals 
to ensure a focused 
improvement in each 
community's health status. 

'

oday, more than 15 years after 
the International Conference 
on Primary Health Care in 

Alma-Ata, the concept of 
community action for health is 
receiving greater interest and 
support than ever before. 
Governments, communities and 
nongovernmental organizations are 
exploring the possibility of creating 
new and innovative types of 
partnerships that can contribute 
considerably to making the goal of 
health for all a reality. 

In the past, despite many 
examples and success stories from 
all parts of the world, community 
action for health had rarely been 
vigorously taken up at a central level 
or systematically translated into 
broad national action or policy. 
Therefore both the World Health 
Assembly resolution on "Health for 
all by the year 2000" in 1977 and 
the Alma-Ata Declaration in 1978 
focused on political commitment to 
involve the public in the design, 
choice and delivery of health care 
and specific interventions. This 
international commitment was 

reinforced in 1992 by the 
Declaration of Rio, where the close 
and inevitable relationship between 
the state of the environment and the 
health of the people was reiterated 
and the role of the community was 
emphasized. 

Yet many policy-makers and 
those responsible for providing 
health care appear to have remained 
sceptical about the benefits of the 
community engaging itself in health 
care activities , and certainly about 
the community's role in defining 
health problems, setting priorities 
and contributing to their solution. 
However, people are better prepared 
today not only to express their 
dissatisfaction, but also to provide 
information and guidance on the 
alternatives which they believe 
should be pursued. 

Changing health patterns 
This trend towards community 
involvement has not been lost on 
health planners, whose appreciation 
of the role of the community has 
also been sharpened by the 
realization that the character and 
distribution of health and disease 
patterns have changed dramatically. 
The demographic and social 
changes over the past few decades 
now call for different approaches to 
be taken to both the prevention and 
the treatment of disease and 
therefore to the allocation of 
resources. Changes in the life-span 
and disease pattern are not limited 
to the Western world. In India, for 
example, the expectation of life at 
birth has more than doubled since 
the nation's independence in 194 7, 
and in numerical terms India 
probably has more elderly people 
than most other countries. 

In countries where poverty
related and communicable diseases 
have still not been effectively 
controlled, new lifestyle-related 
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health problems are now becoming 
prominent. These countries have to 
deal with diarrhoea and respiratory 
infections of childhood, but are also 
increasingly faced with cardio
vascular disease, cancers, injuries, 
and the growing health needs of the 
elderly- in other words , with 
health problems that are typical of 
the industrialized world. 

Many of these emerging health 
conditions are not amenable to the 
curative care that is available. At the 
same time there is a growing 
understanding that most of them 
could be prevented through 
behavioural change. The pandemic 
of HIV infection and AIDS has also 
brought home both to the health 
decision-makers and to the public 
that prevention lies in changed 
behaviour. And for behaviour 
change to be possible, an essential 
element appears to be community
based support and action. Such 
interventions obviously call for a 
new type of partnership between the 
community and the formal health 
sector. 

Rising medical costs 
In recent years both the governments 
and the people in developing and 
developed countries alike have seen 

the costs of medical care spiral. As 
the technology of modem care has 
become more sophisticated and 
complex, it has generally also 
become much more expensive. As a 
result the task of providing quality 
tertiary care to all people - many of 
them lacking insurance and social 
security coverage- has become 
increasingly difficult. Even in the 
developed countries many social 
groups, especially the urban poor, 
now have less access to quality 
health care than they did 20 years 
ago. Finding alternative methods of 
meeting many of these health needs, 

Mak ing bricks to build the village health 
centre. 
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and especially preventing them from 
becoming chronic and major, has 
thus become a priority everywhere. 

Dissatisfaction with the health 
and social welfare systems has given 
rise to special health interest groups 
- associations formed to mobilize 
funds and technical expertise around 
specific issues such as muscular 
dystrophy, cancer, tuberculosis, HIV 
infection and other diseases which 
sections of the public have felt were 
not receiving adequate or 
appropriate attention. With time, 
these groups have also begun to 
provide technical direction to 
researchers and policy-makers, and 
in so doing have set an agenda for 
new partnerships between the 
community and the formal health 
sector. 

One example is the coronary 
artery disease control programme in 
Finland. The people of North 
Karelia were so alarmed by the high 
heart disease rate in their region that 
they petitioned the government to 
take preventive action. This 
community initiative resulted in an 
extensive risk factor reduction 
programme. Similar examples of 
community action for health can be 
found in other parts of the world. All 
of them demonstrate that, where the 
community is truly involved in its 
own health action, the likelihood of 
a sustainable change is high; and 
when the community is not involved 
and active in health action, the 
probability of achieving lasting 
behaviour change is limited. 

The imperative call for 
community action for health at this 
time arises from two different 
sources. On the one hand, there has 
been an increasing perception by the 
community that they have a need 
and responsibility to assume a 
greater share of the initiative for 
their own health care. And on the 
other, there is growing awareness 
among health care decision-makers 
that, without community action, the 
behavioural changes needed to 
prevent the major causes of 
mortality and morbidity are unlikely 
to materialize and vital opportunities 
for achieving equity in health are 
likely to be missed. • 
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