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PREFACE Thi s docurment has been prepared for the Technica
Di scussions on Comunity Action for Health. It is
primarily intended to facilitate the di scussions of the
three working groups that will be forned within the
framewor k of the Technical Discussions, and is designed
to provide information on a sel ected nunber ofi ssues
which are relevant to the overall thene of Conmunity
Action for Health. The issues covered in the docunent
shoul d hel p participants in their deliberations and may
contribute to new thinking on the subject. The paper is
thus not intended to be an exhaustive overview of the
subject, nor is it intended to provide a definitive set of
proposal s for action.

The paper al so includes a nunber of selected case studies
of projects underway in all the WHO regi ons. The case
studi es have been interspersed throughout the docu-

ment, and wherever possible may help to illustrate the
text. Lengthier descriptions of these and other case
studies are being prepared for inclusion in the fina
report of the Technical Discussions.
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| NTRODUCTI ON

((Community Action for Health inmplies a
significant change in approachfor both com
nmuni ti es andgovernnent. ))

((A genui ne partnership between the health
system and the community has yet to evol ve
in many countries?)

WHO Director-Ceneral, Dr H Nakajinma

| mpl enentation 0/ the global strategy for Health for Al by the Year 2000:

second

eval uation: Eighth report on the world health situall’ on. Geneva, Wrld Health

Organi zation. 1993

The invol venent of comunities in their own health

care is neither a new concept nor a new practice. People,
either as individuals or as nenbers of conmunities, have
i nevitably always taken steps to neet their needs in the
areas offood, shelter, safety and health.

The approaches taken by di Eerent communities and
countries have often varied considerably, however. At
times, they have reflected current know edge and | oca
concepts of the cause of the problem At others, they
have been influenced primarily by perceptions of what

m ght constitute appropriate interventions. They have

al so been affected by the extent oflocally available
resources or those forthcomi ng from government and

ot her sources. Invariably they have been detern ned by
the type ofrel ationship that existed between the commu-
nity and the formal health system

Today, sone sixteen years after Alma Ata, the concept of
conmunity action is receiving greater interest and
support than ever before. CGovernnents, comrunities

and nongover nment al organi zati ons (NGOs) are explor-

ing the possibility of creating innovative types O partner-
ships for health which could contribute to naking the
goal of iihealth for alli, a reality.
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At one tine or another, npst countries have alluded to
the concept Ofcommunity action in planning their

health systens. In 1846, for exanple, the Anerican
health reforner Lenuel Shattuck stated, in what was to
become a highly influential report, that lcit behooves
every individual citizen to seek out and renove every
renovabl e cause of di sease and death, in whatever

section of the city, under whatever circunstances, and
anong whatever class of citizens, it may appear? Al ong
sonmewhat similar lines, in 1946, Indials Health Survey
and Devel opment Committee, under the |eadership of

Sir Joseph Bhore, recomended that for health care to
beconme accessible to all people a greater and nore active
i nvol venent of community was requiredf

In 1977 the Wrld Health Assenbly resol ution on

[tHealth for all by the year 20007, and then in 1978 the
Decl aration of Ama Ata, called for international com
mtment t0 involving the public in the design, choice
and delivery of health care and specific interventions.
More recently, the United Nations Conference on

Envi ronment and Devel opnent, held in Rio de Janeiro

in 1992, stressed that safeguarding the natural environ-
ment through actions for sustainabl e devel opnent serves
human health needs; it al so enphasi zed that equity and
partici pation should formthe basis on which planning
and action in this area can be built.

On the whol e, however, the thenme of community action

in health has met with a m xed response and despite the
many i nstances of expressed interest, it has rarely been
vigorously taken up at a central |evel or been systemati -
cally translated into broad national action. The few
exanpl es of practical application of the concept of
conmunity action have renmi ned sporadic, limted in
scope and not easily sustained.

On the whol e, policy-makers and health care providers
appear to have renmi ned sceptical about the benelits of
the community engaging itselfin health care activities.
They have been even nore hesitant about the

comunityls role in defining health problens, prioritiz-
ing themand contributing to their solution

" Repair 0/ the Hea/ m Swey and Devel opnent Commirree, Vo/.

7, Published by Manager

of Publications, Delhi, anad by Manager, Government of India Press, Calcutta
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Most governments have mai ntained the position that

health and health care is best handled at a central |eve
and that health care is a public service that can be
delivered to the people only by professionally trained
staff. Phil osophi es and approaches such as these have
[imted opportunities for conmunity action for health

and governnents have not felt the need to encourage or
facilitate greater community participation in the planning
and i npl enentation ofhealth care

Heal th care has continued to be seen as essentially a
question of nedi eal care and has accordingly beeen
entrusted to trained health professionals, with only
[imted invol venent Ofcomrunity groups and the |ay
public. Meanwhile the rapid growh in, and conmplexity

of, scientific know edge and nedi cal technol ogy during
the 20th century has even further justihed the greater
speci al i zation of health care within the franework of
medi ci ne. This, in turn, has served to concentrate

deei si on-making for health within the nedical profession
and has contributed to a partial rejection of non-profes-
sional involvenent in health matters.

Thi s hdi stanceii between the lay public and the deci sion-
maki ng process in health matters has grown and becone
nore problematic. For while on the one hand, health

care has become increasingly political, costly and adm n-
istratively conplex, there has also been a growth in
expectations and in the capacity of the public to express
itselfin this area, especially when dissatisfied with exist-
i ng approaches.

Thi s devel opnent has not been | ost on health planners
whose appreciation ofthe role of the comunity has al so
changed. They realize that the character and distribution
ot heal th and di sease patterns have changed dramatically
inthe last fifty years so that different approaches are now
needed in the prevention and the treatnment of disease

and in the allocation ofresources. In industrialized
countries, noncomuni cabl e di seases such as di abetes,
coronary artery di sease and cancer, as well as injuries
caused by accidents and viol ence have increased and
becorme far nore significant than the conmuni cabl e

di seases that were mmjor causes ofnorbidity and nortal -
ity and around which health services were traditionally
structured. The need for new approaches, especially
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conmuni ty- bascd ones, has been al so highlighted by the

rapi d spread of HHV/ AIDS i n both devel opi ng and

devel oped countries.

I n devel opi ng countries, where povcrty-rclated comu-

ni cabl e di seases have still not been effectively controlled,

new health problems related to lifc-stylc and living

conditions are now beconmi ng nore proninent. Many of

these energing health conditions are not anenable to

the curative care that is currently available, and tend to

becorme chronic and costly.

| OS ANGELES

In response to the growi ng probl em of violence and intentional injuries, the Los Angel es
County

Heatth Departnent Injury Prevention and Control Project established 3 Violence Prevention
Coatttion in 1991 . The coalition brings together a broad m x of people and professiona
gr oups,

i ncluding representatives of the lay conmunity, |ocat business, nedical professionals, la

W

enforcenent officials, NGOs, the academ c community, schoots.

The Coatition was created out of a nutual belief that the current |evel of violence and r
esul ting

health problens in Los Angel es are unacceptabl e, and that the subject of violence nust be
brought intoaw der perspectivethatengagesthecomunity nore actively in its prevention. Th
e

purpose and activities of the Coalition include:

0 tracki ng and sponsoring |egislation

i nvestigating the nedia’'s role in violence;

i dentifying cuncutum being used by schoots;

investigating the effect of violence on the schools;

establ i shing a conprehensi ve educati onal canpai gn about the effect of violence on the
conmuni ty;

0 exploring conmmunity resources and programmes;

0 devel oping interactions between community based organi zati ons.

As part of the project, comunity nenbers are now engaged in neasuring the nmagnitude and

type of violence that occurs around them and are devel opi ng and pronoting activities and
programmes specifically designed to respond to these problenms. Using the specific talents
and

expertise of the various disciplines represented in the Coalition, steps are al so under w
ay to

eval uate the effectiveness of prevention progranmmes and to develop initiatives that wll
reduce

the inpact of violence on individuals and families. A series of public debates and worksh
ops

has been put into notion and regular injury prevention talks are given at |locat schools a
nd

wor kpl aces. Already there are indications that as a result of the Coalitionts work, sens

tivity to,

and awareness of, the inplications of violence have risen constderabty in the tocal conmu
nity.

Source. Conmunication hemDr Billie Wiss, Director of the Intury Prevention and Contro

Project, County of Los
Angel es, Departnment of Health Services
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At the same time, there is a grow ng understanding that

many if not nost of these problenms could be prevented

through greater public health enphasis on behavioura

change and community-bascd support for action at the

| evel of the individual. Such approaches call for a new

type of partnership between the community and the

formal health sector.

Paral l clling many of these changes, governnments and the

peopl e in both devel opi ng and devel oped countries have

seen the costs ofntdical care spiral. For as the technol -

ogy ofmodcrn care has become nore sophisticated and

conplex, it has al so becone nore expensive and the task

of provi di ng good-quality tertiary care to all people has

MALAW

In 1990 a vittage primary heatth care conmittee in Matawi received a special $5000 grant
from

WHO. Using this. it was able to achieve an extensive inpact by finding eteative ways to
trencyctet’ the noney in several heatth related domains. Wth technicai assistance hemth
e

district primary health care technical conmttee. M anbe M ssion Hospital and the Chiteka
Health Center, the vil tage primary health care committee had atready identified child he
atth and

illiteracy as priorities and had begun an extensive growh nonitoring of under tives, was
conducting functional literacy courses, and had begun construction for an under 5 clinic.
Wth the $5000 the primary health care committee not onty conpleted and furnished the eti
nic.

but they also builta birth clinic. Theythen invested in poultryas an additional income ge
nerating

activity and used the neat and eggs as food supptenents for feeding nmatnourished chtidren

They established a successful drug revolving fund for the treatnent of mataria and diarrh

oea.

and built and maintained two protected wells.

Over the course of the period covered by these activities a reduction in child malnutriti

on has

been observed in Puli village and in sonme of the neighbouring vtttages. Diarrhoea is no

onger

a serious problem and eye infections have decreased, |nmunization coverage has reached
nearly 100% and the nunber of supervised deliveries has increased. Future plans at the P
utt

village primary health care committee include the production of stabs tor pit iatrines, p
rotecting

nore wens, mantam ng a woodtot for fuel and extending functional literacy to men.

The Village Health Committee is conmposed of 11 women and 9 nen inctuding the Chief, the

Traditional Birth Attendant and several health volunteers. Capital funds are kept for the
vittege

by the district conm ssioner, but receipts fromincone generating activities are retained
by the

thtage treasurerand expended by the vitlage Chairman. This initiative appears to be susta
i nabt e

based on the successstul "recycling" of funds, participatory managenent and diversificati

on

of undertakings. The major lesson learnt here is that a little nobney can go far it notiva

tion and

management are assured. h

Source: WHO Regional O fice for Africa
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becorme increasingly difficult. Even in devel oped coun-
tries, many social groups now have | ess access to quality
health care than they did twenty years ago. Finding
alternative nethods of neeting many of their health

needs, and especially preventing chronic and mgj or

heal th probl enms has therefore becone a priority for al
gover nnent s.

The wei ght of growing health care costs has inevitably
been felt by the poor in industrialized countries and
nost people in devel opi ng countries. Oten |acking

i nsurance and social security coverage7 they have usually
been unable to benefit fromthe progress that has been
achi eved i n nodern medi cal technol ogy.

The concentration of the poor in urban areas has made
this probl emboth nore noticeable and, at the sane

time, nore difficult to address. For while the gathering
of people in given areas offers advantages for outreach
the urban health systens of nbst countries were not
designed to cope with such | arge popul ati ons and few

can increase their capacity to do so through existing
infrastructures.

A nunber ofsocial and political changes have neanwhil e
made the public nore aware ofits right to participate in
the health devel opnent process. |nprovenents in the
education of people everywhere have coincided with a
greater exposure to communi cati on networks that
constantly diffuse new i deas and val ues about standards
of living, and often quality oflife. As a result the public
and, in particular, public interest groups feel nore
confi dent about the contributions that they can offer and
far nmore able to take up technical and political issues and
provi de gui dance on what options shoul d be pursued.

In many situations the involvenent of the comunity

has been spurred by the fact that expressions ofconcern
about health care services have renai ned unanswered.
Gradual 'y, special health interest groups have energed
whi ch, although originally intended to represent specia
concerns and probl ens, have gone on to mpobilize funds

and technical expertise in areas such as nuscul ar dystro-
phy, cancer, tubercul osis and other diseases which they
felt were not receiving adequate attention. Wth tine,
these groups have begun to provide technical direction
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to researchers and policy-makers, and in so doi ng have
begun to set an agenda for partnershi ps based on nutua
respect between the comunity and the formal health
sector.

Thus, the urgent need for comrunity action for health
arises froma conbination offactors. On the one hand,

the community has gradually come to realize its need

and responsibility to assume a greater share of the
initiative for its own health care. On the other hand,
there has been a grow ng awareness anpong health care

deci si on-makers that w thout conmunity action, nuch-
needed behavi oural changes will not occur and opportu-
nities to prevent nmajor causes ofnortality and norbidity
will be m ssed.

At the sanme time there has been a growi ng recognition
that nuch nore can be achieved by pooling the energies

of the community with those of the fornmal sector and

that it may even be possible to reduce the overall costs of
services. At another level, conmunity participation in the
devel opnent of health-rel ated action has been seen as
having an intrinsic value for participants thensel ves and
as providing an inportant catal ytic base from which
further devel opment efforts can energe

VWhere it has occurred, participation in the decision-
maki ng process and in determ ning how resources are
allocated within the health sphere has al so enhanced the
ptiblids sense ofresponsibility for specific projects. It has
al so hel ped ensure that peopleis felt needs are covered
and that the approaches taken are consistent with | oca
soci al characteristics and preferences, while building on
the inportant indi genous know edge base and expertise

whi ch exists in every conmunity.
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((To address health in a neani ngful way, we

nmust start by redefining what health is and

consi dering the relationship between well ness

and the key conponents of our |iving and

wor ki ng envi ronments. ))

((I'n many cases, solutions to our health chal -

| enges am be nounted at the local level, with

peopl e and conmunities taking the lead.. . .I t

is within conmunities where coll aboration

cam occur nost ejfeetively, where resources can

he pool ed nost efficiently, and where the re-

sults of positive action and change are nost

mani festly recogni sed?)

US National Civil League, Health Community Handbook, 1993
Interest in community action has conme about as a result
ofa variety offactors. First ofall, there has been a
growi ng realization that the involvenent of the comu-
nity in health matters is essential for reasons of both
eHi cacy and inpact. Secondly, nmajor Changes have
occurred in political philosophy and practice which have
favoured conmunity action, making it both nore

feasi bl e and hl egiti mat eh

O the many factors that have enhanced conmunity

action, the nove towards ctdenocratizatiorf7 in nationa
and | ocal governnent has probably been one of the nore

i mportant. The process has been evident in nost parts of
the world, and in many it has been quickly transl ated
into both reformof the political system and program
mati c action.

Under pi nni ng many of these reforms and changes has

been the post-colonial recognition of the right of al
peopl es to self-deternm nation. Building on the indepen-
dence novenents of the 19505h it has continued since
then and given rise to phenonena such as the nove-

ments for civil rights in the United States of Anerica and
agai nst apartheid el sewhere, and to the growing politica
legitimation of special interest groups including those
concerned with the elderly, the handi capped and peopl e
of sane sex preference. Recognition ofthe right of al



10

COVMUNI TY ACTI ON FOR HEALTH

peopl e to pursue their self-devel opnment and wel | - bei ng
has been a central and domi nant theme within all these
novenent s.

In parallel, and growing fromsimlar historical and

phi | osophi cal roots, has been an increasing concern for
the principles and defence of human rights and dignity.
Even though cultural differences still exist with respect
to how these principles should be interpreted and

i mpl enented, they have received nore attention during
the past two decades than ever before. Indeed, it is now
guesti oned whether there is any possibility of maki ng

real advances in social devel opnent where hunman rights
are not respected.

Wor |l d opinion has al so been influenced by recent events
such as the Rio Declaration on Environnent and Devel -
opnent and in particular, Principle 1 of the Declaration
whi ch enshrines the concept that human beings are at

the centre of concerns for sustainabl e devel opnent and
are entitled to a healthy and productive life in harnony
with nature.

Everywhere in the world there have al so been signs that
governments are becoming nore willing to decentralize
their national adm nistrations. This gradual Change in
attitude has been pronpted in part by the increasing
costs of mai ntaining centralized bureaucracies, but at the
sane tinme there has al so been an acknow edgenent of

the need to titailorii policies and programes to the
characteristics and requirenments of regions, districts and
comunities.

Anot her inportant and rel ated i ngredi ent has been the
growi ng realization that highly centralized systens, and
especially authoritarian ones, are inconpatible with nost
of the opportunities that present thenselves for socia
devel opnent. Many ofthese systens have proved
insufficiently flexible to nmeet the chall enge of energi ng
soci al needs and have been incapable offostering the
internal spontaneity required to adapt to current interna-
tional economc and political conditions.

Meanwhi |l e the growi ng conplexity ofsociety has

hi ghl'i ghted the special health problenms of wonmen, the

el derly, the poor, refugees and displaced persons and
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ot her marginalized groups, all ofwhich have tended to
be negl ected by both health and social services. In recent
years these groups have won greater recognition and
beconme nore socially and politically active. Their views
have done nuch to broaden the panoranma ofpolitica
interest and options to which conmunity action initia-
tives can respond.

Many of t hese changes have occurred agai nst a backdrop

of econoni ¢ growt h which has becone nore region-

specific and has favoured sonme countries nore than

ot hers. The gap between devel opi ng and devel oped

soci eties has becone even nider, as has the diflerence
between rich and poor people in nmpbst nations. Even in
highly industrialized and econom cally devel oped coun-
tries, the nunbers of people affected by poverty have

ri sen. The grow ng evidence of this gap and its inplica-
tions for future gl obal devel opnent has notivated
greater international commitment to enhancing the

soci al integration of all people and reducing the inpact
of poverty.

Reachi ng the poor and others who have traditionally
been underserved, whether in inner city and periurban
slums or el sewhere, neverthel ess poses a nunber of

soci ocul tural and logistical difficulties. It is now evident
that many of these difficulties can only be overcone if
and where there is active involvenent of the people npst
concer ned.

Just as inportant as this recognition ofhowto overcone
t he probl em of coverage, however, has been the grovw ng
political acknow edgenment of the existence and socia
presence ofthese different groups, and the phil osophica
conmmitrment to a world order in which they all have a
right to participate. These changes in political and

phi | osophi cal thinking have had profound inplications
for how health and social devel opnent i s approached,

and the idea of popul ar involvenent has become nore
pertinent than ever before.

In this regard there has been a grow ng acceptance of
the role and contribution ofinongovernnmental groups in
heal th devel opnent. For a long tinme narginalized to a
secondary position in the health arena, NGOS have now
become increasingly incorporated into health activities
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and their potential as partners is being built on by health
and social sectors alike. Part of the reason for this evol u-
tion in attitude has been the denpnstrated technica
conpetence and political acunen of nmany of these

groups, as well as their ability to nmobilize and represent
conmunity interests.

In line with these various social devel opnents, and the
greater involvenent of NGOs, has been the energence

of the concept ofnpartnershipii in health and devel op-
ment. A reflection of the need for other sectors to
participate in health matters, the concept of partnership
has al so signalled the fact that sharing of responsibility
with communities deserves to be seen in a broader |ight,
with all parties pooling their respective resources to

achi eve comonly agreed upon goal s.

Thr oughout nuch of the world this growi ng acceptance

of the responsibility that commnities, NGOS and ot hers
can and should share in health devel opnent has coin-

cided with the tendency to denystify medi ci ne and has
reflected a desire to incorporate the enpirical/indig-
enous know edge and expertise found in many conmmu-

nities. There is a feeling that contenporary public health,
by buil ding on those resources, could begin to close the
gap that now exist between the professional and the

public worlds.
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CHANG NG ((It hommanity heal thj cannot be attained
CONCEPTS AND until the individual has learnt to realize that
REALI TI E5 his neighbour): health is a matter of as nuch
concern to hinselfas his own, that it is his

own effort which nust help to decide the health

pattern of the comunity circle in which he

lives and that only a conbi ned co-operative

endeavour QOa the part of all workei’s in the

manyfielels ofaetivity in that circle can yield

results that amworth achieving. J)

Report of the Health Survey and Devel opnent Committee, Vol. 1, Published by
the Manager of Publications, Delhi, printed by the Manager of I|ndia Press,

Cal cutta, 1946

The invol venent of comunities in progranmes rel-

evant to their own devel opnment is not unique to the
health sector. Mich the sane is occurring in other socia
sectors, where it has already been effective in bringing
about policy reform better planning, and a nore egali -
tarian allocation of resources. Nor, as was indicated
above, is the practice of conmunity invol venent new, it
has occurred throughout history.

Nevert hel ess, inportant changes have recently cone

about in the way in which the role of the community is
regarded. These changes, together with the term nol ogy
used to refer to the role of the comunity in devel op-
ment covered, in a 1989 WHO publication which

expl ored the different concepts, sonme of the reasons that
have contributed to their evolution, and their inplica-
ti onsf They are summari zed bel ow.

COMMUNI TY PARTI Cl PATI ON

To date the termtcomrunity participati onh has been

used primarily to refer to the thmeansh by which comu-
nities have played a role in health devel opnent; it has
covered processes such as nobilizing and using the
econom ¢ and social resources ofa conmunity in order

to achieve pre-determined targets. In this sense, the
thkley, P,, Cammun/ly Invo/veneni m Health Devel opnent An Exam nation of
Cril/cal |ssues, Geneva, WHO 1989

t he
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results ()fconmunity participation have often been

percei ved as being nore inportant than the process of

participation in itself.

Partici pation, however, no matter how and why it is

nobi | i zed, often leads indirectly to inprovenents in the

rel ati onship between the comunity and the form

sector. In many parts of the world, for exanple, environ-

mental and heal th benefits have accrued from conmue

nity participation initiatives even when this participation

has assuned a ttpassiveii form This has been especially so

when the activities that have been generated have been

consistent with | ocal views on needs and desired out-

COmES.

VWhen participation is seen as an end in itself, on the

ot her hand, the active input ofthe comunity is called

for frombeginning to end and not sinply in terns of

providing resources. Participation as an end in itself has

been actively pronoted in a nunber of projects, and

where it has actually occurred, participation has Oten

taken on a life ofits own and served to enhance the self-

contidence of the community. This, together with the

enmer gence of a sense of cormon purpose, has hel ped

provide a context in which other health devel opnent

interventions could be initiated.

VI ET NAM

Mai Cheu is a village in a mountainous area of Ha Son Binh Province in Viet Nam wth a

popui ati on Ot apout 3000. It has a district hospital. a comrunal health station and a sch

ool . For

many years Mai Chau suffered froma tack of re! iabie, adequate and safe water. The only

sour ces

of water were a snmall, polluted and internmittent streamand |large wells dug to a depth of
30

netres, which also dried up periodicatiy.

tn coliaboration with WHO, which provided funds for construction materiats and technica

design services, the village constructed a gravity water supply schenme using a retiabte g

oode

quality streamin the hills 3 kilometres north-west of the village and 60 nmetres above it
The

Wi i agers responded enthusiastically and provided free unskilled |l abour to install the sys

temin

epite ot aiready high demands on their time torwork in agriculture. The schenme was conple

ted

in March 1089 after a six-nobnth construction period and has been providi ng adequate, safe

wat er ever Since. Mintenance of the systemis organi zed and funded by the Peopiets Water

Conmittee. The system has served as a nodel for the whole province and has been replicate

d

el sewhere in an attenpt to create sources of safe and adequate water for |ocal popul ation

S.

Sounme. WHO, Regional O fice tat the Western Pacific
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MARG NAI ! SUBSTANTI VE AND STRUCTURAL PARTI CI PATI ON

Panel pati on can be characterized in terns of three
stages: marginal, substantive and structural (WHO

1989). In nmarginal participation, community input is
[Ilimted and transitory and has little direct influence on
the outcone of the devel opment activity? Substantive
participation is characterized by the comunity being
actively involved in determning priorities and carrying
out activities, even though the mechani snms for these
activities may be externally controlled. In structura
participation, the conmunity is involved as an integra
part of the project and its participation becones the

i deol ogi cal basis for the project itself. In this latter case,
the community plays an active and direct part in al
aspects of the devel opnent process and has the power to
ensure that its opinions are taken into account.
SPONTANECQUS, | NDUCED OR COVPULSCRY PARTI Cl PATI ON
Experience has al so denonstrated that participation can
be characterized as spontaneous, induced or conpul sory.
In general, ilspontaneousli participation refers to |oca
initiatives which have little or no external support and
whi ch, fromthe very begi nning, have the power to be

sel fesustai ning. |lInducedl| participation, which appears
to be more conmon, results frominitiatives which are
external to the community and which seek comunity
support or endorsenent for already defined plans or
projects. || Conpul sory,7 participation usually inplies that
peopl e are nobilized or organi zed to undertake activities
in which they have had little or no say, and over which
they have no control

COOPERATI ON AND PONER SHARI NG .

Participation can also be classified on the baSI S of

whet her government is actively seeking cooperation or

wi shes to pronote power sharing. Were cooperation is
sought, people are usually granted the right to receive
information, to protest, to nake suggestions and to be
consul ted before decisions are inplenented. |In power
sharing, the community is understood to have the right

to share in all decision-nmaking and has the power to veto
ideas that are not in line with its own objectives.
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COVMUNI TY | NVOLVEMENT

The concept ()fconmunity hinvol venmen? in health has

evol ved from a range of expcrience accunul ated over

time. The difference between invol vemrent and partici pa-
tion is perhaps nore one of breadth than anything el se.
Conmuni ty invol venent is defined as 9.41 process in

whi ch partnership is established between gover nnent

and | ocal communities in planning, inplenentation and
utilization of health activities in order to benefit from
i ncreased | ocal selfereliance and social control over the
inftastructure and technol ogy of primary health carei 7

and as Wha process whereby comunities, famlies and

i ndi vi dual s assume responsibility for their own health and
wel fare, and devel op the capacity to contribute to their
own devel oprment and that ()fthe comunity?

Conmuni ty invol venent clearly presents a broader

concept than participation, especially in the way the role
ofthe community is seen vis-a-vis government and the

devel opnent process. It is none the | ess susceptible to
the criticismthat, while bringing into focus the notion of
partnership between the formal health sector and the
conmunity, the relationship is still biased in favour ofa
government 01" public sector point ofview

COVMUNI TY ACTI ON FOR HEALTH

The increasing popularity ofthe term hconmunity

action for health responds to nmany ofthe conceptua

and operational limtations inherent in the termhcom
nmunity invol venmentii. Not only does it inply a partner-
ship between the community and the health sector, but

it goes further and al so denotes a pro-aetive role for the
conmmunity and the inplicit objective and obligation of
the formal sector to share power rather than nerely to
foster cooperation. In the context of conmunity action

for health the community is an agent for health and

devel opnent rather than a passive beneficiary ofhealth
and devel oprent programres.

EXTERNAL OR | NTERNAL FORCES

Ideally, comunity action for health arises fromwthin
the community itself, and is then essentially run and
supewi sed by the community using conmunity-gener-

ated resources, nth collaboration fromthe formal sector
in the formoftechni cal and financial support as and

when required. Exanples ()fthis kind ofventure are few,
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i _PH LI PPIN ES

The smallest political unit in the Phitippines is catted a "batangay". Each of these unit

s has a

poput ati on of approxi nately 5000 people with a barangay captain as head. chatting a counc

il

of 12 menbers. The City of Manila has over 900 barangays of which 248 are considered to be

undetsetved in terns of heatth setvices. Att are in towincone stum areas.

In 1982, one of these depressed barangays in the district of Pandacan, Manila, was setect

ed as

an area in which to devetop an urban primary heatth care nodet to be used in enhancing he

alth

services in Manitats stunsi A project was devel oped with the Manila Health Department us

ng

the training of heatth centre statt in primarily health care activities as an entry point
The staff of

a centre serving a ctuster Ot barangays agreed to participate in a comunity devel opnent

initiative in the target harangay.

In partnership with the barangay council, particutarty its chairman, a nunber of health a

ctivities

wer e undertaken, inctuding the estabtishnment ot a health commttee, the construction of a
heal t h

subcentre, and epi dem ot ogi cat mappi ng of the barangay. These activities soon expanded to
a

broader range of comunity devel opnent activities including beautification programres,

gar bage cottectton, income generation, the cultivation ot herbat gardens and eventually t

o the

pronoti on of inmunization and breastfeeding.

WHO S project ended in 1987 but the batengay council’s active participation in health ser

vi ces

continues to this day. Based on the experience of the project the City of Mnila has supp

orted

the extension of urban primary heatth care to other depressed batangays Of the city.

Source: Communication fromDr Evangeline G Suva. Manita Health O ficer, Manila Health De

part ment

however, and there are far nore instances where com

munity action is triggered by an agency (including a

government heal th agency), NGO or individual external

to the commnity itself, but with active comunity

i nvol verent and initiative.

There are a nunber ofreasons for this, Oten it is a

reflection of the communityk greater concern with the

synmptom or presentation of the problemthan with its

under | yi ng causes and conditions. The comunity,

noreover, may al so have |l earned to adapt to, and ttlive

witlfi, the problemand in so doing becone relatively

indifferent to the need or possibility ofchanging it. The

conmunity may also regard investnment in curative care

as being nore relevant than in investing comunity

resources in health pronotion and probl em prevention

which are seen as iong-termand difficult to achieve.

Where comunities have becone indifferent to their

heal th probl ens, or where they do not. see the necessity

for investing in long-termstrategi es, community health

action frequently needs to be nobilized and encouraged
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fromthe outside. Accordingly, technical and financial

back-up from agenci es that have experience in these

areas can often be instrunental in stinulating what is

seen as necessary action.

The faCt remai ns, howcvcr, that while many health

dcci si on- makcrs support the principle O comunity

action for health, few countries have yet invested the

resources and the political time that is required to

the case offinancial and adnministrative initiatives.

UGANDA

TASO was the first organi zed community response to the AIDS epidenic in Uganda, and one
of the first anywhere in Africa. In 1987 sixteen Ugandans who were affected by Al DS (beca
use

they or nenbers ot their famly were infected) decided to set up a voluntary organi zati on
to

orovi de psychosoci al support for people affected by AIDS. Twei ve ot the toundi ng nmenbers
have since died of AIDS, but since its inception, TASO has provi ded counseiiing, medical
care

and soci al support to over 14000 people with H V/ AIDS and their famiies.

The TASO Community initiatives began in 1990 when TASO staff realized that many of the
clients who cane for H V/ AIDS counselling had few options for ioltowup support. TASO the
n

began to recogni ze the urgent need to enpower people at the local |evet so that they cout
d tackie

Al DS-retated problens thensel ves. Atter discussions with a nunber of conmunity groups,
TASO real i zed that peopie who were given the basic skills needed for hone care, counselli
ng

and Al DS education would go on to extend TASO s services and eventuaiiy reach out to nore
peopl e and conmuniti es.

The obj ectives of the TASO Comunity initiatives are:

0 to provide AIDS education and to pronote behaviour change at the grassroots |evei;

- to involve the comunity in the care of people with H V/ Al DS;

- to pronpte positive attitudes at the conmunity |evel towards H V/ Al DS;

0 to set up a referral system for TASO and other AIDS service organi zati ons;

0

to support community efforts to alleviate the soci oeconom c consequences of the ADS

epi dem c.

By 1993 there were already seven TASO centres providing services throughout Uganda.

Toget her they have 97 counsellors, 3 supervisors, and 6 trainers. The services they provi
de now

reach nmore than 30000 people a year, and inciude counselling, condom education and

di stribution, home care, income-generating activities, feeding programes and payment of
or phans’ school fees. The centres have al so devei oped nusic and drama groups, youth group
S

and peer education projects.

i ayrgeggying Positively with AIDS', Hanmpton. J., Aids Support Organization. TASO Uganda,
Strategies for Hope,

Ol 1

devel op the nechani sns needed. This is especially true in



ESSENTI AL

CONSI DERATI ONS

AA47/ TECHNI CAL DI SCUSSI ONSO 19

((I'n coping with the problemof howto stay

alive and healthy, mllions ofpoor people have

little to support them but their own know edge

and ejfnmits. ))

Gakl ey. P., Comunity | nvolvermen! /’n Hea/ m Devel opnent, An Exam nation of
the Critical Issues, Geneva, WHO 1989

THE NEED FOR NEW MECHANI SMVS

Public health experience so far points to a grow ng need
for new mechani sms for nobilizing and supporting

heal t h devel opnent, and tO0 the benefits that can accrue
when t hese nechani sns build on | ocal capacities and
interests while still complenenting the plans and provi -
sion made by central and regional |evel government.

Where | ocal community concerns and hunan capacities

are not involved and utilized, public sector health
provi si on and approaches can easily prove inadequate to
neet the health care aspirations of the people, or indeed
to reach out to all segments of the community equally.
What ever formthe new mechani sns take, experience

i ndi cates that nmmjor enphasis will need to be given to
the social and health Characteristics - as well as the needs
_ of the communities or popul ati on groups concer ned,

and to providing nore conprehensive and egalitarian
coverage and access to services.

In many instances it is the social and cultural characteris-
tics oflocal groups that determne the extent to which
interventions are acceptable, realistic and likely to be
taken up by the comunity. Tailoring action to these
characteristics, noreover, is always best done in concert
with the conmunity.

FI NANCI NG

The increasing costs ofhealth care have nade it progres-
sively more difficult to finance health systens in the
traditional way. In many cases, adm nistrative costs have
begun to outwei gh the costs ofmaintaining the health

care infrastructures available at community | evel and
hnancially are further limting the possibilities ofinprov-
ing health care coverage. Mreover, in nany countries
heal th pronoti on and health care continue to be ac-
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corded a relatively | ow degree ofpriority conpared with

econom ¢ devel opnent goals, which still tend to be seen

as nore politically attractive.

Even so, community action for health should be re-

gardcd as a neans ofrclcasing the potential for health

action in every individual rarhcr than as a method O

nmobi i zing finances for health fromw thin the conmu-

nity. lIrrespective ()frhc Icvcl ofactivity in the commu-

nity, the fornmal health sector should ideally seek to

FI NLAND

A communi tyebased project to prevent coronary heart disease was iaunched in the county of
North Kareiia in 1972. The county had 180 000 i nhabitants and was characterized by | ow
popul ati on density, iow soci oecononic status, high unenploynment and a | arge farm ng and

forestry sector. The frequency of coronary heartdi sease was high. The initiative to dosom
et hi ng

about this came fromthe comunity itseit with a petition to the Governor, at! North Kate
iian

menbers of the national pariianment and representatives at many governmental and nongoveme
mental organi zations in the area

The project involved community action using the health service structure as a backbone. T
he

mai n programe activities inciuded:

0 medi aeretated and generai educational activities with [ocal newspapets and radio;

0 production and di ssem nation of health education materials;

0 support to community meetings and canpai gns;

0 training of doctors nurses. social workers, teachers, representatives of voluntary orga
ni za.

tions and informal opinion |eaders in the county;

0 reorienting the health setvices towards better control of hypertension and keepi ng hype
rten-

sion register, as well as providing secondary prevention for nyocardial intarction patien

ts;

0 support for comunity organi zation activities such as heart associ ations. housew ves
groups and sports cl ubs;

- cooperation with the food industries such as dairies nmeat processing industries, bakeri
es

and groceri es;

o nonitoring and eval uation and di ssemi nati on of evaiuation results to the poputation
There has been a significant decline in nortality and i ncidence of cardiovascul ar di sease
s and

aireduction in the prevai ence of smoking, in mean serum chol esterol concentration. and in
mean

di astoiic blood pressure. Simiar activities have been w dely adopted throughout Finiand.
The

proi ect was successful prinatiiy because it pronoted the provision of a broad range of

| communi t yehased primary health care services and the invol venent of various other conmun
ity organi zations it also benefited fromthe di ssem nation of educational messages throug
h the

mass nedia and through opinion | eaders. all of which helped to create a soci at atnosphere
t hat

was favourabie tO the adoption of new |lifestyles.

Source: The North Karelia Projeet, Puska, P.. ed. Conprehensive cardi ovascul ar comunity
contral programmes in

Eur ope. Copenhagen. WHO Regional G tice for Europe. 1988 (EURO Reports & Studies, No. 106

")
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support comunity initiatives and commit resources to
primary heal th care devel opnent.

O the financing nechanisns that already exist to

support comunity action, the funding of NGOs who

i nvest resources in comunity health action has becone
the nost conmon system Initiatives which are not

organi zed according to this type of arrangenent sel dom
appear to receive systematic assistance fromthe public
sector or fromnational health systens.

DECI SI ON- MAKI NG

When partnership arrangenents are being pronoted

bet ween governnment health systens and the conmunity,

the latter should always be involved in the decision-
maki ng process. Indeed, to the extent possible, the
conmuni ty shoul d be nade responsi ble for nany of the
decisions that pertain to its own health devel opnment and
governnents shoul d assune the role ofa partner in
providing the support required. ldeally this sane type of
di stribution of responsibility and power should al so apply
to the setting oflocal health priorities and the planning
of project inplenentation. For unless the conmunity

sees itselfas having an inportant role in deciding upon
health interventions and sees these as neeting the
peopl es own percei ved needs, conmunity action is not
likely to be sel f-sustaining.

Care needs to be taken, however, to ensure that comu-
nity action for health is not assunmed to relieve the
government of responsibility for providing primary

health care at the community | evel. Resource support,
whet her in the form of human, noney or materia

resources, remains a constant responsibility of govern-
ment, and comunity action has to be seen as a true
partnership between the comunity and the forma

health sector. The conmunity nust take a pro-active

role, but always with the inplicit and explicit backing of
gover nnent .

In recent years there has al so been a growi ng realization
that ifcommunities are to feel that they have a share in
the hownershipii of health interventions, they nust also
be able to share responsibility for their managenent.
This inportant requirenent has often been anong the

nost difficult for government health systens to concede
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t0 the community. th unless some major degree of

responsi bility for supervision and managenent can be

devol ved to, or shared with, the comunity, health

interventions arc unlikely ever to be perceived as bel ong-

ing to the community, which is in turn unlikely to invest

the necessary tine, cftort and other resources in conmu-

nity action for health.

ETHI OPI A

During 1974-1991, the Tigray regi on was one of the areas nost affected by the civil war,
and

government functions including health services were suspended The Tigray People’s Libera-

tion Front (TPLF) therefore introduced reforms establishing viiiage and district-levei go

vern-

ments based on direct participation of comunities. Comunities were given the opportunit

y

to take a ieading role in farmland allocation, water and soil conservation progranmes. an
d

construction of ciinics and health posts. This direct participation was reinforced by dro
ught and

fam ne which drove the population to rely nore on thenselves for the promotion of health
and weitare.

A primary health care system was established in which communities hel ped to plan, inpiene
nt

and provide health services through health committees, viilage health workers (VHW) and

traditional birth attendants (TBAs). In all, 88 clinics were established and over 3000 VH

W5 and

TBAs were trained, The VHW were involved primariiy in malaria control, providing early
di agnosi s and treatnment, vector control by neans of environnental managenent and genera
sanitary neasures. epidem c control and provision of weekly prophyiactic antinmalarial dru
gs to

pregnant women during the transm ssion seasons The TBAs pl ayed an especially inportant ro
l e

since alnost aii deliveries were donmiciiiary. A scheme of eost-sharing in the purchase of
essential drugs was al so established in which comunity nenbers contributed in cash or by
provi di ng comunity service

Then at the end of the war there was a high rate of dropouts oi VHW and TBAs and the cha
Il enge

to the new yeestabiished Transitional CGovernnent was how to maintain the commtment of th
e

conmunities in active participatory action. WHO is now col |l aborating with the Tigray Reg
onal

CGovernment and the Mnistry of Health to determ ne which elements of the project are

sust ai nabl e now that peace prevaiis. WHO is al so collaborating in the devel opnent and

i mpl enentati on ot a comunity-based nalaria controi project follow ng the same approach a

S

during the war. in which the communities are responsible for the selection, supervision a
nd

su pport ot VHW and TBAs arid tor the inplenmentation of programre activities. The rote o
i the

i ocal governmentand the health sector is to coordinate and provi de technical support and
dr ugs

and since the inplenmentation of the project in 1992, over 700 VHW arid TBAs have been tr
ai ned

in prrmarypreventi on and control of nmjor diseases, with particular enmphasis on nalaria,
and

are provrding service to over one milion people. As a result the patient toad in the cl
ni cs and

health centres has already started to decline.

Sources. The Health System Alternative 01 the TPLF. 1987, Unpublished report, Ethiopia
Nati cnat Organization for the Control at Ml aria and Other Veetor-borne D seases. 1993 St
rengt hening oi health

serwces through community based malaria control activities in Tigray: project proposal. E

thi opi a

Barnabas (3,, 1993. Health Care in Tigray. Northern Ethiopia (review). Unpublished report
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DECENTRALI ZATI ON AND TAI LORI NG SERVI CES

TO LOCAL NEEDS

One reason for the recent trend towards decentralization

othcalth services has been the growi ng realization that

| ocal conditions and needs are often best nmet when the

pl anni ng and managenent is undertaken closer to the

popul ati ons and heal th needs in question

As indicated earlier, a nunber ()fgroups, particularly the

poor, have becone nore sizcablc everywhere and have

becore i ncreasingly marginalized fromgood-quality

care. Wnen, the elderly, young people, and thc dise

abl cd are al so groups with specific needs, rights and a

desire for action options that arc rarely being met

through health systens as currently structured. Respond-

ing to the requirenents ofthcsc groups calls for their

SCOTLAND

In a series of econonmicatiy deprived areas, the iay pubiic successtuiiy stinulated academ
ic

research which was of reievanee to their seit-identitied health needs. The findings of th
e

subsequent research study proved usefui for other comunities around the United Ki ngdom

The initiative started in the early 19803, when a comunity devetopnment project was set u
pin

a poor nei ghbourhood of Edi nburgh. The aimwas to create channeis tor peopie in the
conmunity to conmuni cate their own health needs and concerns to policy-makers. One of the
overriding worries of the residents was their danp and noui dy housing conditions. Because

they tett these were adversely affecting their own and their chiidrents health. a group o

f

eencerned wonen set out to work with community devel opnent staff. One of the outcones of

their initiative was atapewsiide presentation entitled "Hone Sweet Honme? which went on to
be

proved highly educational tor the iocai wonen thenselves since it aiiowed themto collect
dat a

and state their case in aiogical way it also required themto interview |l ocal otticiais
and

politicians about how housng poticies and programes were tormuiated. Later they went on

to show their tape-slide presentation at a meeting at Edi nburgh University and this went
on to

chatienge researchers to take up the probiens identitied in the presentation

As a result, eontrotied research studies of danp housing and health status were cartreq o
ut in

Edi nbur gh, G asgow and London. Tenant groups fromaii over Edi nburgh used the trndrnge rn

their citvaide campaign for better housing and the resuits were al so usedto pershade hous
ng

authoritiestn d asgow and Liverpooi to renovate danp properties and nonitor resrdents’ he
al t h.

in Gasgow, the tenants used the research findings to enlist the support of the European
Conmunity in asoiar energy denonstration project to test ways ot creating warm dry dwel |
i ngs

with tow heating costs.

Source. Jane Jones, Dept. of Community Education, Mdray House Institute. Heriot-Watt Univ
ersity. Edi nburgh
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active participation in defining their own needs, and this

is only possible when there is greater ttsocial proximtyi

bet ween them and the health systens in question

Wthin this context, planning at comunity level is

an essential part ofthc challenge oftail oring services

to local needs. It can help overcone sone of the ditticul -

tics encountered in setting local health priorities froma

central level, and can also contribute to establishing a

di al ogue between central government and the

comuni ty.

THE AMERI CAS

SMALP Projects (Heatth, Environment and the Fight against Poverty) have their originint
he

1989 Conference on Cooperation for Health (ttaly), sponsored by the itaiian CGovernnent an
d

countries in Latin Anerica and the Caribbean, which highlighted poverty, environnentat
degradati on and the need tor peace in the region. Four countries, (Brazil, Cotonbia. the
Dom ni can Republic and Peru) were invited to enter into a partnership with itaty and
PAHO VWHO.

tn Brazi | (Fortal eza, tpatinga and Saivador) planning at |ocal |evel was done in worksho
ps with

el ected representatives fromthe Local Health Commission. intormat heaith agents (tocat h
eatth

vol unteers) and heal th personnel. who:

0 analysed the health situation and identified problens and needs;

O identified priorities and critical aspects whose nodification wouid significantty affec
t

out comnes;

0 ei ahorated proposals with specific objectives;

0 formul ated strategi es and determ ned what mechani snms to use tortoll ow up and eval uation
of comm tnents.

The acconpiishnerits have included the decentralization and organi zati on of health surve
| -

tance activities at the local ievet, training oi conmmunity nmenbers to participate in the
noni tori ng

of diarrhoea and cholera in their conmunity and ot her surveitiance neasures, and the
strengt heni ng of managerial capacity at the |local tevet.

in Colonbia (Aguabtanca in Cali), community ieaders and health personnel formnulated the
goals and activities of the project and identified commbn needs. A eo-nanagenent nodel wa
S

usedte pian and inpienentactivities and a series otcomunity priorities were established
and

aCttVtitGS inplenmented in primary health care, community-based rehabilitation, and the tr
ai ni ng

of lecal mdwi ves tOt maternal and child health care activities. The Vatie University is
now

worttihg en a research project evaluating different nethods to taciiitate conmunity and s
oci al

parttCipation and its contribution to the strengthening of the | ocal health systems in Ca
li.

In the Dom ni can Repubtic (Satcedo) where the objective was to reorient the health servic
es

systemtowards a heal th devel opment approach, the project focused on strengthening | oca
conti nued
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EQU TY I N HEALTH

A basic principle underlying the concept and practice of

conmunity action for health is that steps nust be taken

to ensure a nore equitable distribution in the provision

oti health care. The currently uneven coverage provi ded

by many heal th systens has becone both nore obvious

and | ess acceptable. Today it is seen as one otithe main

obstacles to achieving health for all, and comunity

action appears to present an inportant opportunity and

way to redress this situation.

THE AMERI CAS (conti nued)

heal th systens, defining a functional organizational structure, developing |ocal planning
and

programm ng i nstrunents, and establishing a network of government institutions, NG and
conmunity groups that could formpart of the local health system and devel op situationa
anal yses with theit participation. Some of the mat n achi evenents of the project have bee
n: the

devet opnent of | ocal capacity for concerted action and | ocal fund managenent; nobilization
of

| ocal human and matetial resources; strengthening of capacity for planning and nonitoring
by

the cammunity; involvenment of |ocal governnent in health devel opnent; interdisciplinary a
nd

interinstituttonal work.

In Peru (Chortttlos district in Lim), 21 najor objective was to enhance the capacity of

the

conmunity to participate in decision-making on health and environnment. The enphasis was o
n

i mprovi ng knowt edge about health and encouragi ng the invol venent of |ocal people in healt

ehucatien activities. including the training of local health agentsto devel op basic sanit
ation and

health pronotion activities. The protect has effectively increased |ocal capacity to mana
ge and

admi hi ster health services, inprove health conditions and i ntroduce environnmental protec
tion

nmeasures. tthasal sotocused on increasing the capacity of people to establish partnerships
with

.geverment al bodies, NGO and othets in health and environnental work. I|nnovative activit
ies

have included training | ocal health personnel and popul ar health agents in conflict reso

ution

-- methods and negotiating skills, establishing a co-managenent nodel for health devel opm
ent

iii Chortilles, and incorporating community involvenment in the basic surveillance system
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However, while comunity action initiatives have the

potential to nobilize and involve many sections of the

popul ation, the fact that a health initiative is comunity-

based is not in itselfa guarantee that all needy groups in

society will be reached with the type and quality of care

that is needed or desired. For this to be achieved, a type

of planning is needed that goes out ofits way both to

address the issue ofequity in care and al so to ensure that

all the groups concerned are involved in the planning

and i npl enent ati on phases.
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Most primary and secondary health care interventions
inevitably involve activities that are initiated at the famly
| evel and are ultinmately undertaken by wonen. |In nost
countries, wonen nevertheless remain a relatively ne-
gl ected group as regards their own health and their
acknow edged rol e and invol verent in health pronotion
and nai nt enance.

WOMEN AND HEALTH

1

[

i

It is therefore inportant that the principles of equity

1 referred to above are visibly applied to wonmen. Conmu-

i nity action for health can be one ofthe nore ettective ways

i ofreaching wonen and integrating themopenly in deci-

i sion-making on their own and their fanilyis health nmatters.

| NDONESI A

The role 01 wonen in the pronotion of fanmily welfare in |Indonesia was officially expanded
to

i nclude heaith in 1957. when the idea of tamiy weltare education was initially introduce

d by the

Mnistry of Health during its Home Economic Seminars held in Bojor WstJava. Laterwhen th

e

M nistry of Health of Indonesia fornulated the 4th Five Year Health Devel opnent Plan, its
mai n

objective was to tower the infant and child nortality through integrated health care at t
he

conmunity ievet. The wonents organi zation, the Fam |y Wetiare Mwvenent (PKK) enthusiasti-

catiy took up this obiective and decided to Iink these health etiorts with its own commun
ity work.

As a result of the planning process that then took piece with the different comunities o
n how

best to deliver an integrated package of health care for infants and children, the "Posya
ndu’ t

noverrent was formed and a series of integrated health care delivery posts were set up. Th

e

Fam |y Welfare Movenment, which initially started with a focus on inproving the status of

worren, played a crucial role in converting the Posyandu i nitiative into a social novenen

t that

has gone on to enconpass a | arge nunber of communities. The network of wonen vol unteers

qui ckly expanded and soon one vol unteer was being selected fromevery 10 househol ds. As a
result, it becane possible to expand the nunber of integrated health posts, with the nunb

er of

vol unteers sel ected and trained eventually reaching a total of 1.5 mtiion

Today, nenbers of the Family Wl fare Movenment conduct heal th awareness canpai gns anobng

the popul ation. record vital life events, pronote seit-care for minor aiinents and provid

e

primary care including nutrition, growh nonitoring, inmmunization, diarrhoeat disease con

troi

control 01 acute respiratory intentions, and pronotion otenvironnentai health. in order t

o nmake

the nost 01 the different resources avail abie and get the support fromthe format sector,
t he

M nistry 01 Heaith has worked closely with both the Mnistry 01 Interior and with local g

over nment .

Thanks to these joint ettorts. |Indonesia recorded a marked decline in its infant nortalit

y rate and

the acconptishments oi the PKK were internationally acknow edged in 1988 when it received

t he Sasakawa Health Prize from WHO and the Mauricepate Award from UN CEF. its exanple has

gone on to inspire interest in other countries of the Region

Source. Primary Heaith Care in Indonesia, Mnistry of Heaith Republic of indonesiai Jakar

ta 1980 J
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YOUNG PECPLE AND HEALTH

The energies and interests ofyoung people can be an

i mportant ingredient to conmunity action for health.
Young peopl e are energing as an i nportant popul ation
group all over the world, with special health needs and
soci al aspirations, but also with a unique potential to
contribute to health devel opnent in general. At the

same time, the invol venent ofyoung people in health
matters can offer them possibilities and options for
realizing their own goals and helping to ensure their
social integration within the [arger health devel opnment
process.

The fact that young people are at special risk ofihealth
hazards connected with their behaviour and lifestyles
(cg. injury, snoking, sexually transnitted diseases,

i ncluding HIV/AIDS) al so provides inmportant opportu-
nities to use community-based action to create a socia
climate in which their lifestyles and i nmediate |iving
conditions can al so be nodified.

THE ELDERLY AND HEALTH

Thr oughout the world the nunbers ofel derly people are

i ncreasing. For a variety oftechnical, social and cultura
reasons, many of the problens of the elderly have not
been addressed in a conprehensive fashion. Wthin many
conmuni ti es, however, the elderly represent a potentia
econom ¢ force and enbody a corpus ofinformation and
experience that can be useful to both thensel ves and
others in the comunity.

Experi ence shows that the elderly are very willing to

col l aborate in community action for health activities and
are usually able to devote nore time than others to such
action. Because many of their problens and concerns are
relatively newto the health care system the elderly are
often the best placed to identify, quantify and devel op
responses to them Like other groups, however, they

need to do so in close partnership with the technical and
service resources of the formal health care system
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JORDAN

in Jordan the Basic M ninmum Needs/Qualiiy of Life project is being executed by the Noor A

t

Hussei n Foundati on which is a nongovernmental organization, in collaboration with seveia
government ministries and with iinancial and technical support from WHOA The project was

taunched in 1989 with advocacy and intensive social and conmunity preparation, organizati
on

and training, Viltages have obtai ned support fromintersectorat teans, and social and i n
come-

generating projects have been initiated and included in ail prinmary health care conponent

s in

the 12 vitl ages covered by the progranme. The projects inciude ani mat husbandry, fruit an
d

forest seedlings deveioprnent, fish farm ng, production of dried yogurt, sew ng and knitt
i ng,

i nprovenent of kitchens and toilets, and producti on of baskets and other handicrafts. Su
bst an-

tiat inprovenments in the quatity oi iiie oi the people and a change in their attitudes ha

ve been

reported. and they have been nuch nore invoived in the planning and inplenentation of |oc
a

devel opnent. inprovenents in quality of life were primarily related to housing. sanitatio
n, and

primary health care services, and better health status indicators.

The Jordani an experience is an exanple hi how change in format relations and practice can
he

achi eved through an NGO which in turn enhanced the comm tnent of the formal sector, The
project has effectively denpnstrated the benefits of teamwrk and how vittage devet opnent
can

be i mproved by entrusting tocat conmittees with the task at iornutating needs and options
for

| ocai action.

Sour ce: Communi cation fromthe Division 01 Health Systens Devel opment. WHO Regionai Qi
ce tor the Eastern

Medi t erranean
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POTENTI AL FOR

CONFLI CTS

((Peopl e nust be infornmed paynent in deter-

mning their owmn health as well as the health

anal quality of life Ofthe comunity, region

and country in which they live?)

Meeting G oba/ Chall enges: A Position Paper on Health Education, Internationa
Uni on of Health Education and WHO, Dec. 1991

Most organi zational relationships have a potential for
conflict at sonme point in the process of their operationa
devel opnent. Conmunity action for health, in which

both the community and the formal health sector have

to share responsibilities and work, is no exception. Many
of these potential conflicts, however, can be effectively
avoi ded or mnimzed by anticipatory and conti ngency

pl anning, and it shoul d al ways be renenbered that in

the case oficommunity action, there are likely to be just
as many possibilities for nmutually conpl enentary and
symbiotic relationships to evol ve.

AUTHORI TY

Conmunity action for health, is likely, for exanple, to
hi ghl i ght questions about the relative authority and
power of different parties in setting priorities, in deci-
sion-making and in allocating resources. In nost societ-
ies, the formal health sector, no matter how poorly

devel oped its infrastructure, has usually had primary
responsi bility for health planning, health resources
devel opnent and training, and the delivery of services.
Thus where there is not an explicit and nutually agreed
upon under standi ng concerning initiatives that place
greater enphasis and responsibility on the comunity,
there is a strong potential for those working in the health
sector to feel that traditional relationships and power
structures are being threatened.

PRI ORI TY SETTI NG

The process ofsetting priorities, or ofselecting specia
thenes for accelerated attention, is an inmportant aspect
of community action for health. It is one which never-
thel ess has the potential for m sunderstandi ng and
conflicts about how and why decisions are taken and

with what authority. The health problems or needs that
are considered by the community to be nost urgent, for
exanpl e may not necessarily be the same ones which



30

COVMUNI TY A(TI ON FOR HEALTH

government - at a distance - feels should be given
priority. In sone cases, the needs identified by a commu-
nity nay relate to a particular point intime, or to socia
conditions and Characteristics which are unique to it, or
indeed to its own particular life-styles and hence its
traditional relationship with society at |arge. These
expressed or felt needs may not be seen or sensitively
understood by the health sector and, as a result, may not
be perceived as warranting special action.

SOCI OCULTURAI . DI STANCE

Al too often the gap between the fornmal health sector

and a community is a result of social or cultural tidis-
tanceii. For exanple, the life experience of the poor, and
the ways in which they have had to adapt to their life
conditions, nay be so different to the personal experi-
ence of health personnel that real comunication on the

i ssues in question is difficult. Simlarly, in the case of

conmunities that are formed around special lifestyles, for
exanpl e prostitution, their problems and health concerns
YEMEN

in Yenen, Local Cooperatives for Devel opnent started a soci oecononic novenent fromthe
Ozl a (grassroots ievei), that was entirely managed by the community. This constituted a c
| ear

bott oneup pianning with conmunity enpowernent. in this process the villages through their
ei ected adm nistrative structure at the community ievel define their priority needs. The
proj ects

aimng at inmproving the quaiity of tite in these rurai devel opnent progranmes were planne
d and

financed by the comunity in partnership with the government. A strong tradition of solid
arity

and cooperation ensured the programre’s success, though notormai social preparation initi
atives

wer e undertaken. There was no "nodel"” to |aunch devel opnental activities all over the cou
ntry.

The | esson derived fromthe Yeneni experience of conprehensive devetopnent countryw de is

that comunity enpowerment is essential to devel opnent, and that comunities shoul d be

supported by formal sectors. Qtherwise. a conflict may arise between felt needs and perce
i ved

needs as well as between the deci sionemaki ng process at |ocal and national |evels. A chan
ge

in the distribution of power in favour of the conmunity was evident. To this end socia
preparation of ait partners should be intensively |aunched.

To ensure harnmony and support for community action, the community organizations (i.e. the
Locai Cooperatives for Devel opment) need to be trained and oriented to estabiish understa
ndi ng

and iirtks with the formal sectors at different levels. The roles of the different partne
rs shoul d be

identified and practised not oniy through iegislation but aiso through a | earning process
in

which aii parties should participate with vision and conmtnent. Wth tinme, the community
and

formal sectors as weil as other partners will realize their limtations and opportunities

Source. Di vi sion of Health Systems Devel opnent, EMRO
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are often not understood by others who have never had

to deal with such matters.

I NI TI ATI VE

At another level, conflict sonetines arises if the conmunity
feels that initiatives are being generated from outside and
are not consistent with its own feelings about what is
required. Equally, conflicts have often an’sen where those
working in the health system consider that the comunity

is proceeding too fast and in too tidemandingll a manner,
often out-pacing the health system s capacity to respond.
The sane is true ifthe comunity is seen to be pursuing
themes and routes of action which are not consistent with
nati onal or regional priorities.

RESPONSI BI LI TY

Del egation of responsibility is always an area where m sun-
derstandi ng can arise. In npbst countn'es, responsibility for
health has traditionally rested with the trained professiona
sector, and the increasing sophistication of nmedical technol -
ogy has appeared to justify a professional structure and
approach in health care. Comunity action for health, on
the ot her hand, presupposes a certain equalizing of roles
and a genui ne sharing of responsibilities.

Whet her and to what extent conflicts arise depends on a
nunber of questions, not |east ofwhich is the particular

i ssue that the comunity decides to take up and de-

velop. It may al so depend on the social structure of the
conmunity itself. For exanple, where the comunity

i ncl udes a | arge nunber of professional people and

where there is a tradition ofinvolvenent in technica
matters, an alliance between the health sector and the
conmunity will be nore easily fostered than where no

such tradition exists and where there is an intellectua

di stance between the health sector and the comunity.
Conmunities with no technical tradition or professiona
expertise may be seen as il over-steppingli so-called
boundari es of iiacceptableii behaviour, and there may

again be a possibility of conflict.

REASONS FOR COVWUNI TY ACTI ON

Where community action for health is generated because
there is dissatisfaction with the performance ofthe health
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sector, there is also a strong potential for conflict. This is

especially true ifthc comunityls action is associ ated
with criticismofthe health sector or ifhealth officials
feel that the initiatives being proposed or taken by the
conmunity are a mani festati on ofdistrust and di sagree-
ment with the role that they have played to date.

In many instances the decision to initiate new action may
al so be as much a political statenent as the expression of
a desire to address perceived health needs. Were this is
so, rapprochenment on how to approach sel ected prob-

lens may be dillicult and require considerabl e give-and-
take by all partners. It is certainly far |less problematic
when comunity action is generated with the conplete

i nvol venent of the health sector and around goal s that
have been di scussed and agreed upon

PACE OF ACTIMITY

Where comunity action for health occurs tlspontane-
ouslyll around particul ar themes about which the com
munity feels strongly, there may be a feeling that the
matter was not being dealt wi th quickly enough. Were
this is the case, communities may be prepared and able

to provide the basis for nore accel erated action

Whet her the formal sector is, in turn, able to maintain an
equi val ent |level ofattention, and satisfy the desire for
urgency, may depend on the extent to which it shares

the same sense ofpriorities and whether it has the
resources to invest in the problem

Formal health systens are al so often caught in a conflict
bet ween establishing priorities on the basis of health
thenes as opposed to giving particular enphasis to

geogr aphi cal | ocations or social characteristics. Investing
resources in one set ofproblens or in a particular
conmunity may nmean not investing in another problem

or community to the sane degree. Wile this dilemm

may be perfectly obvious to decision-nmakers in the

health sector, it may not necessarily be so in the eyes of
those who have come toget her around a probl em which

they feel deserves special and speedy consideration

ASPI RATI ONS AND EXPECTATI ONS

Comuni ty participation, community invol verent or
conmunity action for health have often been pronoted
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as much for their long-termeffects as for their i mediate
probl em specific results. Underlying nmuch of the politi-
cal and phil osophi cal discourse on this subject (and as
referred to above) has been the belief that increased
conmuni ty invol venent would lead to greater politica
sensitivity and notivation to act. This has indeed often
proved to be the case and successful conmunity action

has often | ed to peopl e devel opi ng even greater aspira-
tions and expectations about what can and shoul d be
achieved in other areas oflife as well as in health.

Just as with the pace that comunities sonetinmes w sh

to set, so their expectations as to the intended scope and
i mpact of their action can often exceed what the health
sector believes is desirable or attainable. If these diner
ences are not quickly resolved, they can |ead to dissatis-
faction and to decisions to seek alternative courses of
action. They can also lead to a dwi ndling ofinterest and
conmitment on the part of the comunity, and to a
reluctance to tinegotiate,7 on the part of the health
sector. This is particularly problematic where the forma
health infrastructure is poor and where the health sector
| acks the human or financial capacity to respond to the
growi ng requests and aspirations of the comunity.
RELATI VE AUTONOMY

Even t hough an underlying principle of comunity

action for health is the achievenent ofa degree of

aut onony and self-determ nation on the part of the

public, there are few situations in which the health sector
is not requested to provide support. There are even

fewer situations in which the health sector does not fee
that it has an ongoing responsibility to be invol ved.
There may be other situations in which the comunity
bel i eves it understands the probl embetter and knows
where it can go for technical or infrastructure support.
The consequent recruitnent of private consultants, and/

or the nobilization of support outside the health sector,
is again open to msinterpretation and is sonetimes seen
as an act ofdefiance. Initiatives of this kind are often
resisted by both politicians and health stat? nore on the
basi s ofinterpretati ons such as these than on any techni -
cal grounds.
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THE

LI KELI HOOD

OF SUCCESS

COVWUNI TY ACTI ON FOR HEALTH

((To be successful in comunity work, we need

a good sense aflaistory, humlity, and a deep

respectfor the people with whom we work?

Paul o Freire

The success ol komunity action for health initiatives
may well dcpcnd on the extent to which all the above

and ot her potential areas ofm sundcrstandi ng and
conflict can be avoided or attenuated. Among the factors
that nust be considered, the followi ng are especially

i nportant fromthe point ofvicw of coomunity action

for hcal th.

COMMONALI TY OF PURPCSE

()nc ofthc nmost inportant prcrcquisitcs for successfu
conmunity action for health has been shown to be
conmonal i ty of purposc between all thc parties con-
cerned. To this cnd, thc carly cstablishncnt ofa dial ogue
between all the parties concerned is crucial together with
a sharing of opinions on the nature ofthc problens to

bc addrcsscd. In many instances, thcrc nay al so be a
need for the parties concerned to informand hcducat cl
each other on issues ofintcrcst and to cxplain why they
fccl particular courses ofaction should be taken
KNOALEDGE SHARI NG

Sharing of know edge is always an inportant ingredient
in thc rclationship hctween the comunity and the

health scctor. This should include information not only
about needs but al so about alternative courses of action
the tcchnical basis for tlicm the resources required from
the community and fromthe health sector, and an open

di scussi on about what resources arc likely to be avail able
and forthcoming fromcithcr or both. Under idea

ci rcunst ances plans for partnership in conmunity action
shoul d al ways be founded on shared know edge and an
under st andi ng anong all parties ofthc scope that exists
for devel opi ng consol i dated approaches to health.
RESOURCES

The di scussion ofrcsourcc needs and their availability
shoul d always try to takc into account the human as well
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as the econom c assets which the community and the
health sector can call on, together with an estimate of
what additional staffing mght be needed and avail abl e
fromelsewhere. In this regard it is inportant that a
broad net be put out to attract human and financia
resources fromother sectors, NGOs and all interested
parties. Techni cal know edge and staffsupport fromthe
formal sector or government may be appropriate and
available to the comunity in a variety ofways and care
shoul d be taken not to exclude these different possibili-
ties. Equally, a wi de range of hunan resources is likely to
be available fromw thin the conmunity itsel fand these
shoul d be identified early, involved in the process and
strengt hened wherever necessary in close collaboration
wi t h gover nnent.

GOALS AND OBJECTI VES

Joint planning ofhealth activities ideally means setting
goal s and obj ectives which are not only conpatible with
the capacities of all concerned parties but are al so achiev-
able within a nmutual ly acceptabl e period oftinme. Notha
ing is nore likely to enhance continued conmmtnment and
action by the community than the early denonstration

O effectiveness and positive inpact. It is therefore
important to select issues on which action is nost |ikely
to succeed and to lead to other action. The formulation
of community action for health will always benefit from
careful situation assessments undertaken jointly by the
conmunity and the health sector, taking into account

the social, cultural and econom c characteristics that

i nfl uence health and the scope for action at the comu-
nity |evel

SENSI TI ZATI ON AND EMPATHY

Experi ence has shown that there are many situations in
whi ch one of the parties concerned - whether within
government or the conmunity - is not fully aware of the
conpl exities, problens and constraints faced by the
other. This can be an inportant obstacle to dial ogue and
coordi nated planning, and tine allocated to inform ng
everyone about the work proposed and the overal
conditions affecting the others involved is tine well
spent. This is particularly necessary when socially

mar gi nal i zed and poorly known groups seek the techni -
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cal involvenment and support of the health sector. Just as
i nportant as sharing infornmation abQut the background

of the groups concerned, however, is the generation ofa
true capacity to enpathize with all the parties and
understand their particular concerns.

POLI TI CAL SUPPORT

| feommunity action for health is to be an active partner-
ship between the community and the formal health

sector, strong political conmtnent is essential for the
process to be initiated and sustained. Wthout this and
the support ofdecision-makers in both government and

the community, progranmes nmay begin but will risk

bei ng short-lived. The continued invol vemrent and
conmtrent of the political |eadership can contribute
substantially to effective and ongoi ng conmunity action
for health activities.

TRAI NI NG

Many heal th workers, especially those at the district or
peri pheral |evel, have not been traditionally involved in
encour agi ng or sustaining conmunity efforts for health,
and the attitudes and skills needed to assune such
responsibility may have to be devel oped. If comunity
action for health is to be seriously taken up, the training
Ostatffor community initiatives will ultimately be as

i mportant as preparing staliifor other technical and

adm nistrative responsibilities.

At the sane time, the formal sector should note the need
for | eadership devel opment in the comunity itself, for
there will be many instances where even though there is
conmitment and interest, there is nevertheless a | ack of
strong | eadership capacity within the conmmnities
concerned. Leadership within the comunity is essentia
for the continuity and cohesiveness of conmunity action
and for a sound working relationship between the
conmunity and the formal health sector. It should be
seen as part of the overall process of enmpowering the
conmmuni ty and devel oping the skills needed for effective
part nership.
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SECTORS
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K115 communities continue to diversify ethni-

cally, racially, socio-economcally, anal Wi -

giously, prograns are needed to increase

conmuni cati on and appreciati on anmong

groups and within the community as a

whol e?

US National Civic League, Health Community Handbook, 1993
There are few areas of public health devel opnent which
depend solely on the technical know how and i nvol ve-
ment of health professionals. Instead, health and socia
devel opnent have become functions of many different

and diverse inputs. This is especially true ifhealth is seen
as both a result and a prerequisite of devel opnent of the
conmunity. There are many sectors which can and

should play an intimate role in the process, and indeed
many sectors have already contributed significantly to
heal th devel opment, either directly or indirectly.
EDUCATI ON

The rol e ofeducation in inproving literacy and in
contributing to health devel opnent is undeniable, and
educati on has been highlighted in many national and

i nternational progranmes as one of the main neans of
achieving better health. In the case of wonen, for
exanpl e, Wo have remained a relatively marginalized
group in many parts of the world, the pronotion of
literacy continues to be a key and a chall enge ifwonen
are to assunme nore responsibility and power over their
own health and wel | -being. The inmportance of school s as
a neans ofreaching children of all ages, and in some
countries, adults too, cannot be underesti nmated.
COVIVUNI CATI ON AND | NFORMATI ON

Today the epi dem ol ogy of disease is pointing nore and
nore to the role oflifestyles and living conditions in
deternmining the health of people. Investment designed
to improve these factors may ultimately be nmore worth-
whil e than investnment in new and often expensive
curative technologies that are difficult to sustain in poor
countries and communities. Gven these high costs,
especially those associated with tertiary care, other
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sectors can and should contribute to di sease prevention

and health pronotion through helping to i nform and

educate the public about the steps that people can take

to inprove their own and their fanmlyis health.

Di sease prevention, for exanple, may ultimtely depend

as much on the willingness of the educational sector to

becone invol ved as on anything el se. Conmuni cati ons

and the use of new technol ogi es must play an inportant

role in diffusing new know edge and values relating to

health, and mnistries Ofinformation will therefore

AFRI CA

During the past six years Egypt, Chana, N geria, Zanbia, Zi nmbabwe have been coiiaborating

with WHO t o enhance wonments heaith status and quaiity of life through an initiative which
rests

on three piiiars: functional literacy, viable economc activities, and conmunity-based he
aith
services. Functional literacy has proved to be the key elenent in a process of enpowernen

t

whi ch equi ps womren with health iiteracy skitis to nonitor, for exanpie, child growh and
devel opnent and adopt positive health behavi our, econom ¢ and nuneracy skiiis to engage

n

econoni c activities and keep records and accounts, and probiemsoiving skiiis to heip the
women overconme the nyriad oi health and other probiens they face in their everyday life.
One of the nost innovative aspects oi the projects to date has been the breakthrough nade
in providing loans to the poorest and nost di sadvantaged wonen for economcaiiy viable
projects, and at the sane tine ensuring that concerns for wonen's health and social deve
op-

nment are addressed. For the first tine, heaith needs are assessed as part of the |oan app
l'ication.

and participants are encouraged to open individual and group savings accounts to tackie t
he

identified priority health problens iaced by individuals, famlies and the comunity.

The results of this initiative have been very encouragi ng. Eval uati ons have shown 100%
conpletion rates oi functional literacy classes, clear inprovenents in the heaith status
of

partici pati ng women and their children. and positive changes in the household inconme of
worren i nvol ved in smali-scaie econonmc enterprises. Wthin the comunities wonen parti oi -
pating in the projects are regarded as health and econonic advisers and rote nodels to ot
her

worren in the comunity. The spin'oits are felt by entire communities who are now taking

t

upon t hensel ves to organi ze tor environnentai sanitation, manage village pharmaci es and
shops, construct latrines. day-care centres and heaith posts.

in one country iocal |eaders have said:

"Today the project wonen have i nproved social interactions within and outside the communi
ty.

They are now effective social organisers and | eaders. At pubiic functions they appear dis
tinct

to action and eonportnent with other wonen".

"in the village schoois, children of functionally iiterate nothers are known to be the br
i ght est,

wear the cleanest clothes and are aiways in their shoes. They are called ismart chitdren
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become key partners in the wi der process of health

devel opnent. Conmuni cati on networks and especially

tel evision systens, have inproved their coverage greatly
in recent years and can be particularly effective in areas
and comunities where literacy levels are | ow

AGRI CULTURE

The agriculture sector has traditionally been closely

i nvol ved in comunity devel opment and has pl ayed an
important role in pronoting health. One reason is that

i mproving agricultural productivity has often been a

hi gher priority for rural conmunities than health per se
and it has also been an area in which technol ogy transfer
and know edge shari ng have been necessary ingredients

in the success of projects. The rel ationship between the
formal sector and the conmunity, noreover, has not

been the sanme type of client-provider relationship that
has so often characterized the health field. The involve-
ment of farnmers, their famlies and comunities in
defining problens and working with the agricultura

sector to address them noreover, has been recogni zed

as indi spensabl e for success.

In many areas, meanwhile, food production and distri-
buti on have nade, and continue to nmake, a critica
contribution to the achi evenent of child survival goals as
well as inproving health status in general, and have
therefore received considerabl e support from people at
the community | evel and from comunity | eaders.
TRANSPORTATI ON

Comunity action around transportation issues has been
successfully inplenented in a variety ofsettings and is
wi dely seen as an inportant base fromwhich to generate
initiatives in other areas, including health. Creating
transportation networks is one of the ways in which
conmuni ti es can enhance their relationship with the
outside world and ensure easy access to the essentia
services provided by different sectors. Ensuring that
worren can get to clinics for prenatal care, that drug
supplies are readily avail able, and that anbul ance services
can reach people, is as inportant as setting up clinic
facilities and health senices in the first place.
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COLLABORATI ON

Despite the apparent need for greater coll aboration

bet ween sectors, such collaboration, although frequently
advocat ed, has often renmined nore an intention rather
than a reality. While nost sectors share a conmon
under st andi ng oft he overall goal s of devel opnent, few
have organi zed their contribution according to coherent
intersectoral plans that stress the rationalized use of
resour ces.

Conmunity action for health could provide an inpor-

tant opportunity for developing this theme. Many ofits
activities necessarily cut across sectors and invol ve
workers at the grass-roots |evel where territorial and
resource conflicts do not apply to the sanme extent as at
ot her levels. People working at the community | eve

often routinely interact with all sectors, and in many
countries the same person(s) may be working in various
sectors. Field-1evel cooperation between different depart?
ments of |l ocal governnment al so provides opportunities

for intersectoral collaboration and the possibility ofjoint
probl em sol ving. Just as in the case of the relationship
bet ween the health sector and the conmmunity, however,

the likelihood of cooperati on between other sectors and

the community will depend on whet her common goal s

and objectives can be set and shared. For other sectors to
becore i nvol ved in supporting community action for

health, the health sector nust itself become nore active

i n advocating and providing | eadership
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| MPLI CATI ONS

FOR RESOURCE

ALLCCATI ON

KThi s argunent, however, must he consi dered

inrelation to the current distribution of

health resources within a particular country

and shoul d not be interpreted as throw ng the

onus of providing the resourcesfor health care

entirely upon local comunities?

Qakl ey, Pl, Comunity /nvO/venenl in Health Devel opnent, An Exam nation of
the Cr/t/cal |ssues, Geneva, WHO, 1989

At a time of gl obal econonic recession, scarce resources
and spiralling health care costs, the question of how, to
whom and on what basis, to allocate resources has

becone increasingly conplex. Part of that conplexity

has resulted from sone of the sane historical and socia
processes nentioned above, and whi ch have hel ped

i nfl uence other aspects of health devel oprent.
DEMOCRATI ZATI ON

The process ofpolitical denocratization, for exanple,
has nmeant a wider participation by different groups in
both national and |ocal political dccision-making. It has
neant a greater sharing of know edge about how and

why resources are allocated and a greater transparency in
the evaluation of that allocation. |Inprovenents in
education and comuni cation have al so neant that the

lay public is better prepared than ever before to becone
engaged in the debate about where to allocate funds and
techni cal resources.

DEMANDS ON GOVERNMENT

Speci al interest groups and conmunities have al so

becorme nore vocal everywhere in maki ng demands on

the government with regard to how they thensel ves

shoul d be supported. In many countries where govern-

nment continues to be the main source of funding sup-

port for social developnent initiatives, this has neant
that governnent is increasingly called on to provide the
back-up required for conmunity action for health. To

do so it also has to engage in a new type of dialogue with
conmunity groups and be able to listen to the different
positions and concerns represented by them
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| NTERNATI ONAL ORGANI ZATI ONS

Most ofthc issues rcfcrrcd to above have inplications for
the work ofintcrnational organizations. |Ifthosc issues
arc to be promoted at a global |evel the internationa

organi zations will need to work with countries in
translating theminto policy and action strategies. In so
doi ng the organi zations concerned will ideally need to

i ncorporate many of these ideas into their own

programmes of i wor k.

For this to happen, international organizations mll first
need to rc-asscss their cooperation with countries and
formul ate new nodel s of acti on. Anbng the steps that

they may wish to initiate is ensuring that communities
cntcr at an early stage into situation assessnents, plan-
ni ng and di scussions with governnment as equal partners
and as an inportant intellectual, as well as a nanpower,

| * CSOUFCC.

For these reasons, the role ofintcrnational organizations

in the area ofcommunity action for health will need to
i ncl ude advocacy, research and eval uati on. Mboreover,
organi zations will need to collaborate much nore closely

with national and international NGOs, as well as with
governments. National governnents and agencies - no

matter how much they arc commtted to this idea - do

not al ways havc the structural platformfromwhich to
pronot e such new i deas and practices even within their

own countries, let alone internationally. Political and
techni cal support, as well as intellectual stimulation for
new i deas will always be necessary frominternationa

or gani zati ons.
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AGENDA FOR

ACTI ON

If comunity action for health is to be furthered and if
nati onal and international bodies are to take up the
chal | enge of reinforcing the work that has al ready been
started in this area, a nunber ofvital questions remain to
be consi dered.

HOW BEST TO STRENGTHEN PEOPLES EFFECTI VE PARTI Cl PATI ON
TH ROUGH, AND AS PART OF, THE HEALTH FOR- Al | STRATEGY?

If comunity action for health is to be truly pronoted,

it must be done through a strategy which seeks to

achi eve equity and provides a strong technical platform
on which to build. The fact that the community takes on
initiatives for health will not, in itself, ensure equity;
efforts will need to continue at all tines to ensure that al
segnents ofsociety have a say in their health care

Special efforts, for exanple, will be called for to include
mar gi nal i zed groups and the soci oeconomcally de-

prived; wonen and nothers and their children will also
need to receive special attention, as will young people
and the el derly.

HOW BEST TO ENCOURAGE THE COVMUNI TY TO ENTER | NTO A

VI ABLE AND SUSTAI NABLE PARTNERSH P W TH THE FORMAL

HEALTH SECTOR?

Many recent changes in lifestyle and |Iiving conditions
have not only produced new patterns of norbidity and
nortality but have also nmade it inperative for the public
to assunme a new type of responsibility for both its own
wel | -being and for its rights,

HOW BEST TO FACI LI TATE THE FORMAL HEALTH SECTOR S

ACTI VE | NVOLVEMENT | N ENHANCI NG COMMUNI TY | NI Tl ATI VES

FOR HEALTH?

In spite of the commitment of Menber States to the

goal of health for all, and despite a grow ng

acknow edgenment of the necessary role of the public in
the process of attaining it, relatively inmportant organiza-
tional and adm nistrative changes may be needed within
the formal sector for this to becone a reality. The
acceptance ofthe principle of comunity action for

health inplies the tacit agreement of the formal health
sector to share responsibility with the comunity and it
nmust be able to concede to the community the right to
participate in decision-making and priority setting.
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HOW TO ENSURE THAT DEVELOPMENT ACTI VI TI ES ARE VI EMED
HOLI STI CALLY, AND HEALTH TRULY SEEN AS ONE OF THE | NTEGRAL
AND ESSENTI AL COVPONENTS OF THE DEVELOPMENT PROCESS?

It is in this widcr social context that conmunity action
for henlth will assume its true valuc. Evcn so, every effort
will hnvc to bc madc to cnsurc that it becomes a fundzr
ncntnl part of, and a way oliachicving, sustainable

devel opnent. For this to happen, the entire health care
teamwi Il nccd to be involved, and all lcvcls otistaff wll
nccd to understand, and be able to contribute to, the

nati onal commtment to comunity action for hcalth.

[1"hcy will also nccd to understand the rcasons and val ues
hchi nd thcir countryk comm tnent and, together wth
till hcalth dccision-nnkcrs fromthe peoples, rcprcscnta-

tivcs to thc scnior ncnbers ofthc hcalth mnistry - will
need to be kept inforned about evol ving nccds and
progress achieved in various newinitiatives.

In practical terns, it may be necessary to organize
oricntdtion and training programres for hcalth staffso

as to foster the requisite attitudes, values and skills. Skills
in such areas as situation anal ysis and group-bascd
priority setting, working, with othcr sectors, and commu-
ni cation, for exanple, are essential to district and |oca
I cvel health devel opnent. In this regard, handbooks,
nmunl s and gui delines on the subject ofconmunity

action and how to cnhnncc working relationships with

the community will be uscful in pronmoting and sustain-
ing this area of health dcvclopncnt. WHO and ot her
intcrntional agcncics and groups could play an inpor-
tant role in devel oping, training, programes and in
prcparing thc appropriate docunmentation, cspccially if
this could he donc in collaboration with |ocal statliand
thc public.

HOW TO TRANSLATE' SCI ENTI FI C DATA | NTO THE TYPE OF | NFOR-
MATI ON THAT (AN BE USED BY THE COVMUNI TY | N REACHI NG
TECHNI CALLY VALI D DECI SI ONS TOGETHER W TH THE HEALTH
$ECTOR?

1n the partnership cnvi sagcd between the comunity

and the health and other sectors, the technical resources
olithc health sector should be incrcasingly geared to the
needs otithc public and to the joint dccisiowraki ng that
is sccn .is part olicomunity action for hcalth. Hence the
growi ng need for a health enmpowernent ofthc conmu-

nity which builds on intorintion, education and com
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muni cation efforts by the public health sector. A theme
common to all comunity action activities will be the
need to identify the person or organization that can act
as a trigger or initiator (and often a technical resource)
for bringing the community together around the issue of
their own health and well-being. The trigger nmay often
cone fromwithin the formal health sector, but it my
nore often cone ftoman NGO It will therefore be

i nportant to recogni ze and foster that the rel evance and
significance of NG3s as a handanental part of all com
nmunity action initiatives.

Because health and overall devel opment are mutually

conpl ementary and i nterdependent the community wll

also inevitably need to take a nore holistic viewofits
needs than has been the case to date with vertical health
systens. Cl ose cooperation between different sectors is

i ndi spensabl e for effective devel opment, and the health
sector should accept that it cannot be responsible for al
activities even though these may be intimtely connected
with health and quality oflife.

HOW BEST TO ENSURE THAT RESOURCES CAN BE GENERATED AND
SUSTAI NED | N SUPPORT OF COVMUNI TY ACTI ON FOR HEALTH?

The question of the resource support that is needed for
heal t h devel opnent is a fundamental one, regardl ess of
how or by whomit is generated. Conmunity action is

no exception and those nmanagi ng the formal health

system shoul d not regard community action as a nethod
ofi’elieving the health sector or government of the
responsibility for providing support. Nevertheless, letting
the community raise its own funds, may help ensure its
sustai ned i nvol venent in activities that respond nore
specifically its OM aspirations and needs. It is therefore
essential for the government sector to establish necha-
nisnms that permit joint support and nake resources

avail able directly to community health enterprises
thensel ves. Ideally, international agencies and donor
organi zations will also be able to adhere to this principle
and ensure that peripheral priorities are taken into
account by earmarking funds to encourage comunity

action for health as part of their aid projects.






